[image: image3.jpg]certified member



[image: image1.png]Pure Life Massage Therapy, LLC

Dorothy H. Coyne - LMT/CMLD

P.0. Box 433, Towaco, NJ 07082
Phone: 973-610-5578 Fax: 862-221-9173





PATIENT INTAKE FORM
PERSONAL DATA

	Name:
	Date:

	Address:
	Phone (day):

	City/State/Zip
	Phone (eve):

	Email:
	Date of birth:

	Physician:
	Physician phone:

	May we have permission to consult with your physician?
	Please initial if Yes

	Occupation (indicates stresses on the body):

	Emergency contact name:
	Phone:


MASSAGE HISTORY INFORMATION

Please circle your desired pressure:            Gentle/Light            Moderate            Firm            Deep Tissue

Have you ever had a professional massage?  Yes _____
No _____     Date of last massage ________
Is there anything you liked or disliked from previous massages?

___________________________________________________________________________________
Preferred massage lubricant product:  Lotion _____ 
Oil _____
Please list any allergies to nuts, olives, herbs, etc. that may be contained in oils, or any other allergies?
___________________________________________________________________________________

What results would you like from your massage session?

___________________________________________________________________________________

Please check the areas of your body that you give permission to receive massage:

Head _____, Neck _____, Face _____, Back _____, Buttocks _____, Chest _____, 
Breast _____, Abdomen _____, Arms _____, Hands _____, Legs _____, Feet _____ 

Do you have any body site restrictions due to incisions, open wounds, medical treatments, IVs, ports, ostomy, catheters, or other devices – list below:
___________________________________________________________________________________

___________________________________________________________________________________

Do you have any skin sensitivity, rashes, or skin conditions – list below:

___________________________________________________________________________________

___________________________________________________________________________________

CURRENT HEALTH TREATMENTS and PRACTICES

What is your current stress level 1 to 10 (10 being the highest)?  Please explain: ___________________________________________________________________________________

___________________________________________________________________________________

Are you currently seeing a medical or other health care practitioner?  If yes, Please explain:
___________________________________________________________________________________

___________________________________________________________________________________

Please list your current medications, including prescriptions, aspirin, herbs and supplements: ___________________________________________________________________________________

___________________________________________________________________________________

Do you attend support group meetings or see a counselor?  If yes, Please explain:
___________________________________________________________________________________

___________________________________________________________________________________

Do you exercise or practice stress reduction activities?  What type and how often?

___________________________________________________________________________________

___________________________________________________________________________________

Do you have any old or recent injuries?     Yes _____ No _____
If Yes, please explain age of injure, type of injury and how treated to date:
___________________________________________________________________________________

___________________________________________________________________________________

PREVIOUS MEDICAL & TREATMENT HISTORY

If you are or have been affected by any of the following, please comment in the space provided.  Indicate whether a past or present condition, what treatments were provided, and when you received treatment:

(   )
Surgeries - please note the type, reason and when (year)
(   )
Lymph nodes removal – please note when, from what part of the body and how many removed

(   ) 
Cardiovascular conditions (such as high blood pressure, angina, or stroke)
(   ) 
Cancer, including the location and type

(   )
Liver or kidney conditions
(   )
Respiratory or lung conditions (such as emphysema or asthma)
(   )
Diabetes
(   )
Injuries (including accidents)
(   )
Bone or joint conditions (such as arthritis or osteoporosis)
(   )
Digestive conditions (such as IBS, constipation or diarrhea)
(   )
Autoimmune conditions (such as lupus, chronic fatigue or fibromyalgia)
(   )
Lyme disease
(   )
Other
___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Please list any other treatments that you have undergone, such as acupuncture, hypnotherapy, or manual lymphatic drainage – include the dates:

___________________________________________________________________________________

___________________________________________________________________________________
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CANCELLATION POLICY:
Your business is valued and your cooperation is appreciated.  We are making a commitment to you to guarantee your appointment time.  A 24-hour cancellation notice is required for any scheduled appointments including gift certificate sessions.  Missed or no-show appointments will result in your being charged a cancellation fee of half the cost of the session booked unless the appointment can be filled.  Emergency cancellations are determined at the Massage Therapist’s discretion.
Please arrive for your appointment on time.  Patients arriving late for their appointment may receive services up to the time allotted for the treatment, but may not receive a full session.

Consent statement:
It is my choice to receive a massage treatment.  I realize that the session is being given for the purposes of relaxation or medical condition indicated in this form or by a doctor’s note.  I agree to communicate with the Therapist(s) at any time I feel that my well-being is being compromised.  I understand that Massage Therapists do not diagnose or prescribe for or treat medical conditions.  I acknowledge that massage is not a substitute for medical examination or diagnosis.  I have listed all medical conditions that I am aware of.  I am aware that is it in my best interest to notify my doctor that I am receiving massage treatment in case she or he wants to provide guidance.
I have completed this form to the best of my knowledge and will inform the Massage Therapist of any changes in my physical health.

Signature: ________________________________________
Date: ________________________

This form may be completed prior to scheduled massage session and brought to the appointment, or completed and emailed in advance to purelifemassage@gmail.com.
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