
Personal Information 

 

Address 

 

City   State  Zip 

 

Phone 

 

Email 

 

Occupation 

Self-Care Routines 

Have you had a professional massage before?    [ Y ]   [N] 
Frequency of Massages __________________________ 

How do you reduce stress? _______________________ 

________________________________________________ 

________________________________________________ 

Current Medications _____________________________ 

________________________________________________ 

________________________________________________ 

Medical History 

List and explain including dates 

Surgeries _______________________________________ 

________________________________________________ 

Injuries _________________________________________ 

________________________________________________ 

________________________________________________ 

 

 

Current Condition 

Do you exercise or play sports regularly?  [ Y ]     [ N ] 

If so what kind of exercise/sports ______________________ 

____________________________________________________ 

Do you have any allergies?   [ Y ]      [ N ] 

If yes, list any________________________________________ 

____________________________________________________ 

Are you experiencing stiffness, tension, discomfort, or pain?     

 [ Y ]         [ N ] 

Please outline current areas of pain on the diagram 

 

 

 

 

 

 

 

 

 

 

Check all that apply:   [  ] Constant  [  ] Intermittent  

[  ] Sharp  [  ] Dull  [  ] Ache  [  ] Tingling/Numb 

Activities Limited by Condition 

Work__________________________________________ 

_______________________________________________ 

Home/Family___________________________________ 

_______________________________________________ 

Sleep/Self-Care_________________________________ 

_______________________________________________ 

Social/Recreation _______________________________ 

_______________________________________________ 

            Massage Health Intake 

Patient Name: _____________________________________________________Date of Birth: ___________ 



 
* For your safety massage may be completely contraindicated or may require a letter from your medical doctor 
clearing you to receive massage 
If needed, please explain above conditions____________________________________________________ 

__________________________________________________________________________________________ 

Primary Care Provider 

Name: ________________________________________  Phone: (______) _______ - __________ 

Office: ________________________________________ City: ___________________________________ 

I give my permission to Brookview Wellness and its employees to consult with my health care providers 
regarding my health and treatment. 

Initials __________________ Date ______________ 

I give my consent to receive massage therapy and will notify the therapist of any pain or discomfort during 
the session. I have reported all health conditions that I am aware of and will inform my practitioner of any 
changes in my health, as I may need clearance from my medical doctor to continue receiving massage 
therapy. 

Sign: ____________________________________________________________ Date: _____________

 

 

Health History: 
General 
__ Headaches 
__ Fatigue 

MusculoSkeletal 
__ Bone or Joint Disease 
__ Tendinitis/Bursitis 
__ Arthritis/Gout * 
__ Jaw Pain (TMJ) 
__ Lupus * 
__ Spinal Problems 
__ Migraines/Headaches 
__ Osteoporosis 
__ Disk Problems 
__ Scoliosis 

Skin 
__ Rashes 
__ Athlete’s Foot 
__ Herpes/Cold Sores 
__ Wart(s) 
__ Ringworm/Fungal Infection * 
 

Respiratory 
__ Breathing Difficulty/Asthma 
__ Emphysema 
__ Sinus Problems 

Nervous System 
__ Shingles * 
__ Pinched Nerve 
__ Chronic Pain 
__ Paralysis 
__ Multiple Sclerosis 
__ Parkinson’s Disease 
__ Epilepsy * 

Reproductive 
__ Pregnant, stage ________ 
__ Menstrual Problems 
__ Endometriosis 

Psychological 
__ Anxiety 
__ Depression 
 

Circulatory 
__ Heart Condition * 
__ Varicose Veins 
__ Blood Clots * 
__ High/Low Blood Pressure 
__ Lymphedema/Edema 
__ Thrombosis/Embolism * 
__ Poor Circulation 
__ Stroke 
__ Phlebitis * 
__ Bleeding Disorder * 

Digestive 
__ Irritable Bowel Syndrome 
__ Colitis 
__ Crohn’s Disease 
__ Ulcers 

Other 
__ Cancer * 
__ Diabetes 
__ Hepatitis *  
 
 



Notices and Policies for Massage Services 
 
If you arrive sick or with a cold your appointment will be rescheduled and payment will be taken and used 
for a deposit for your next massage therapy visit. Having a massage while sick will worsen your condition, 
you can call or go online to reschedule your appointment within 24 hours. Please initial to indicate you 
understand this policy. 

___________ Initials 
 

Body Parts that may be massaged in your session include: scalp, face, neck, throat, shoulders, chest, 
abdomen, back, glutes, arms, legs, hands, feet. If you have discomfort about an area being worked, please 
notify your therapist. We do not engage in massage of the breast tissue or genitalia. Please initial that you 
are aware of what areas of the body may and may not be massaged. 

___________ Initials 
 

Our office uses professional draping standards during massage sessions. The breast, gluteal cleft, and 
groin will be covered at all times. If the abdomen is to be massaged, a towel will be provided to ensure 
coverage of the breast area. Please initial that you understand this draping policy 

___________ Initials 
 

I will respect the time of my massage therapist and my fellow patients. I agree to come to my scheduled 
appointments promptly, barring any unforeseen emergency. I understand that if I arrive late my 
appointment may be shortened to accommodate patients scheduled after me and I will still be responsible 
for the full value of the scheduled appointment. I understand that if I cancel later than 24 hours I will be 
responsible for HALF the cost of my appointment. If I NO CALL/NO SHOW, I agree to pay the FULL cost of 
my appointment. Please initial that you understand the cancellation policy 

___________ Initials 
 

Bruising and soreness is a possibility with massage therapy as adhesions are released from the tissues. This 
doesn’t always occur and it depends on which techniques are used. Please initial that you understand this 
possible outcome. 

___________ Initials 
 

I understand that massage should not be construed as a substitute for medical examination, diagnosis, or 
treatment and that I should consult a medical doctor as appropriate. I understand that massage therapists 
are not allowed to provide skeletal adjustments or diagnosis of/prescription of treatment for any 
mental/physical illness, and that nothing said during session should be construed as such. Please initial that 
you understand this limitation of the scope of massage therapy 

___________ Initial
 

1501 Lakestone Village LN, STE 105 
Fuquay Varina, NC 27526 

P: 919-577-2225 F: 919-577-2226 
info@brookviewwellness.com 


