
MASSAGE AND DAY SPA
Be Calm. Be Still. Be Well
Consent of Treatment
By signing below, I, ___________________________________ (Client), fully agree to the following:
 
 If I experience any pain or discomfort during this session, I will immediately inform the practitioner so that the pressure and/or strokes may be adjusted to my level of comfort. I further understand that massage/bodywork should not be construed as a substitute for medical examination, diagnosis, or treatment and that I should see a physician, chiropractor, or other qualified medical specialist for any mental or physical ailment of which I am aware. I understand that massage/bodywork practitioners are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given should be construed as such. Because massage/bodywork should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions and answered all questions honestly. I am aware that failure disclose any medical conditions or medications could result in the termination of the session due to massage therapy contraindication. I agree to keep the practitioner updated as to any changes in my medical profile and understand that there shall be no liability on the practitioner’s part should I fail to do so. I also understand that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment. I fully understand their should be NO liability on Blue Sage Massage and Day Spa as a company nor its licensed professionals. Understanding all of this, I give my consent to receive care. 
 
Signature: ____________________________________	Date: _____________________________________
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The history is confidential. The information will help to determine if therapeutic massage is indicated and which procedures are appropriate.

Client Name: Birth Date:

Street Address: Referred by:

City: State: Zip Code:

Home Phone: Work Phone: Cell Phone:

Employer Name: Occupation:

Email: :

Please check all that apply:
Allergies - list below Dizziness PMS / Menopause problems
Arthritis / Rheumatism Emphysema Poor circulation
Asthma / Breathing problems Epilepsy / Seizures Pregnant / Trying
Athlete's foot / Fungal infections Fibromyalgia Sciatic pain
Back Pain (Upper/mid/low) Chronic Headaches Sinusitis
Blood clots / Phlebitis Heart Disease - Problems - list below Skin Rashes
Broken bones - list below Hepatitis Sprains / Dislocations - list below
Bruise easily High / Low Blood Pressure Stiff Neck
Bursitis HIV / AIDS Stress / Anxiety / Depression
Cancer / Tumors Implants - list below Stroke
Carpal Tunnel Syndrome Infection / Inflammation / Fever Surgeries - list below
Chronic Fatigue Kidney / bladder / prostate Survivor of abuse / trauma
Contact Lenses Lupus Erythematosus TMJ / Had braces on teeth
Dermatitis / Eczema / Psoriasis Migraine headaches Ulcer / colitis / diverticulitis
Diabetes Neck Pain Varicose veins
Digestive problem/ Acid Reflux / IBS Orthopedic pins or plates Whiplash
Disk Problem (slipped, Osteoporosis Have received professional massage before today
herniated, bulging) Plantar fasciitis Others, explain below

Please explain items checked above:

Hospitalizations, Surgeries & Dates:

Injuries / Accidents & Dates:

Any physical activities that cause you a problem?
Trouble lying in any position? Exercise Regimen? Circle one: Yes No

Medications / Supplements (if additional space is necessary, please use back of the page)

Name: Purpose:
Name: Purpose:
Name: Purpose:
Name: Purpose:
Physician's Name: Phone #
Chiropractor's Name: Phone #
Emergency Contact: Relationship: |Phone #

Goal for today's session:

| ensure information given is correct and complete in order for treatment to be performed without side effects.
Guest Signature: Date: / / ITherapist Signature: Date: / /
Signature of Parent/Guardian for Minor Release: Date: / /
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