
For office use only: TYN   DAPC   IFR   THERAPIST   

 

NEW CLIENT FORM 

Name:   Date:   

Email:   Phone:   Cell:   

Address:   City:   State:   Zip:   

Birthdate:   Age:   Gender:  □Male  □ Female 

Marital status:   Number of children:  Ages:   

Occupation:   Employer:   

Partner/Spouse:   Partner’s occupation:   

Referred by:   

Purpose of visit (check all that apply): 

 □ Stress reduction □ Sports injury □ Therapeutic massage 

 □ Illness / disease □ Accident □ Prenatal massage 

Have you ever received massage therapy? □ Yes or □ No 

Chiropractic care? □ Yes or □ No 

If yes, please describe your experience:   

Are you now under medical/therapeutic treatment? □ Yes or □ No For what condition?   

Primary care physician:  Phone:   

Are any areas of your body prone to injury?  Which ones?   

Are you on medication?  Which medications?   

Are you wearing contact lenses? □ Yes or □ No 

Have you had any of the following?    (Please note duration of symptoms and/or diagnosis date.) 

□ Allergies to oi ls/perfumes □ Headaches  □ Whiplash  
□ Varicose veins   □ Diabetes  □ Joint ache  
□ Decreased range of  motion  □ Pregnancy  □ Constipat ion  
□ Nervous tension   □ Sprains  □ Broken Bones  
□ Abdominal pain   □ Accidents  □ Operations  
□ Neck/mid/ lower back pain □ Arthrit is  □ Carpal Tunnel syndrome  
□ High blood pressure/stroke  □ Seizures  □ Hearing problems  
□ TMJ dysfunction   □ Fibromyalgia  □ Sciat ic pain  
□ Heart or lung disorder  □ Numbness/t ingl ing  □ HIV/AIDS  

Therapeutic Massage Centre 



AREAS OF PAIN: 
 

FOR THE MASSAGE THERAPIST 
 

 
 
 
Circ le areas of  pain  
  
N –  W ri te  in  areas of  

numbness  
A –  W ri te  in  areas that  ache  
S –  W ri te  in  areas of  musc le 

spasm or  jo in t  s t i f fness  

 
 
Rate the pain on a scale  of  1 -
10 wi th  10 being the most  
severe:    

 
 
 
 

□ Relaxation only 

Additional Comments:   

Are you exper iencing any of  the following?  
□ Skin rash □ Sunburn □ Open cuts/bruises  □ Inf lammation 
 
Habits , p lease mark the habi ts you par t ic ipate in and the degree by indict ing.   

( H  f o r  H e a v y ,  M  f o r  M o d e r a t e ,  L  f o r  L i g h t  a n d  N  f o r  N o n e )  
Alcohol:    Caf feine:    Tobacco:   Exerc ise:    Sugar consumpt ion:   W ater:    
 
What types of  sports  do you par t ic ipate in?   Are you in a tra ining program? □ Yes or □ No 
How of ten do you work  out?   W hat k ind of  exerc ise is  i t?   

 
Please init ial:   
  I  h av e  l i s t e d  a l l  k n o wn  m e d i c a l  co n d i t i o ns  a n d  p h ys i c a l  l im i t a t i o ns  a n d  I  w i l l  i n f o rm  m y t h e ra p i s t  o f  an y  ch a n ge s .  I  u nd e rs t an d  
t h a t  a  m as s ag e  t h e ra p i s t  d i a g n os es  n e i t h e r  i l l n e ss ,  d i s e as e ,  n o r  a n y  o th e r  m e d i c a l ,  p h ys i ca l  o r  m e n t a l  d i s o rd e r .   F u r t h e rm o r e ,  I  am  
r es p on s i b l e  f o r  co n s u l t i n g  a  q u a l i f i e d  p h ys i c i an  f o r  a n y  p h ys i c a l  a i lm e n t s  I  m a y h av e .  
 
 I  a g r e e  t o  p a y  f o r  a l l  s e rv i c es  a t  t h e  t im e  t h e y  a r e  r e nd e r e d  u n l es s  p r i o r  a r r a n gem e n t s  h av e  b e en  m a d e .   I  u n d e r s t a n d  t ha t  
u nd e r  a l l  c i r c um s t a nc es ,  i t  i s  m y r es p on s i b i l i t y  t o  s ee  t h a t  a n y  s e rv i c es  re n d e r e d  t o  m e  a re  pa i d  f o r  b y  m ys e l f  o r  a n o t h e r  pa r t y .    

 

 
 
 

Subjective (Client 
goals/update) 

ROUTINE:  1 wk  2 wks 3 wks 4 wks 
Next appointment scheduled? □ Yes or □ No 
Follow up with client? □ Yes or □ No 
Date:   
 

Observations MASSAGE: 
Supine Prone Ful l  Body Upper body only 
 

Other:    
 

Assessment Reiki Swedish Deep t issue Myofascial release 
NMT Ref lexology CransSac Lymph drainage TMJ 
 
 

Plan  
(suggested treatment plan)  

Homework:   

  

  
 


