Welcome to Mountain Sun Massage & Skin Care


Confidential Client Intake
Name________________________________________________________________________   Today’s Date_____________________________

Address______________________________________________________City_______________________State_________Zip_______________

Cell Phone  ________ - ________ - ___________   Home ________ - ________ - ___________  Work  ________ - ________ - ___________

Occupation __________________________________________________   Email______________________________________________________
Date of Birth ______ / ______ / ______   Referred By _______________________________________________________________________



Are you currently receiving medical or chiropractic care?    Yes ______  No ______

Please list your current medications ___________________________________________________________________________________

What results would you like from this massage? ______________________________________________________________________

Have you received massage before?  Yes ______  No ______  If so, how often? _________________________________________

Do you have a history or are you currently experiencing any of the following?

___Car Accident




___High/Low Blood Pressure

___Surgery




___Allergies
___Hospitalization/Illness


___Skin Conditions






___Sleep Difficulties
___Stress




___Heart/Circulatory Conditions
___Headaches/Migraines


___Digestive Problems
___Neck/Shoulder Pain



___Chronic Fatigue/Fibromyalgia
___Mid Back Pain



___Swelling/Inflammation
___Low Back Pain



___Diabetes
___Sprains/strains



___Phlebitis/Varicose Veins
___Muscle Spasms



___Cancer

___Decreased Range of Motion


___Stroke








___Seizure
___Joint aches/discomfort


___Hepatitis/HIV
___TMJ Dysfunction

___Arthritis




Women Only:
___Tendonitis/Bursitis



___Currently Pregnant

___Disk Problems



___Menstrual Cramps
___Numbness/tingling



___PMS
___Thoracic Outlet Syndrome

___Sciatica




Other__________________________________________________________
I have provided all my known medical information and will inform my practitioner of any changes in my health.  I acknowledge that massage therapy is not a substitute for medical diagnosis and treatment.  I agree to communicate with the therapist if I feel any discomfort.  I give my consent and take full responsibility for my decision to receive massage.

Signature__________________________________________________________________  Today’s Date ______________________________

Emergency Contact Name _________________________________________________________ Phone ________ - ________ - ________
