Massage Harmony Intake Form
WELCOME! I would like to make your appointment as pleasant and comfortable as possible. If you have any questions, please let me know.

Name______________________________________________________________________________________  Date______________________

Address___________________________________________________________________________________Birth date_____________________
                 Street                                                            City                                  State                Zip
Occupation __________________________________List Exercise or Hobby Include Frequency__________________________________________
Home Number ___________________ Cell Number__________________Emergency Contact___________________________________________
                                                                                                                                       

Name                             Number
Are you presently taking any medication?  __Yes   __No   Please Explain:____________________________________________________________
________________________________________________________________________________________________________________________
Have you had a recent major surgical procedure or injury? __ Yes  __ No   Please Explain:_______________________________________________
________________________________________________________________________________________________________________________
Are you currently seeing a Chiropractor, Physical Therapist, or Physician for an ongoing issue?____ Yes    ____No  Please Explain:______________
Please circle your stress level:     Low   1   2   3   4   5   High
Do you have any of the following today: Skin rash/condition___ Cold/flu___  open cuts___  severe pain___ 
Anything contagious___  injuries/bruises___high/low blood pressure____Diabetes____
Do you have any allergies to: Medications___ foods(nuts, etc.)___ reactions to skin care products___

If any of the above are checked, please give details:_______________________________________________________________________
________________________________________________________________________________________________________________________
Please indicate with an (X), if any, the areas in which you are feeling discomfort:
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Consent for Therapy and Waiver of Liability
I understand that a massage Therapist does not diagnose disease, illness, or prescribe any treatment or drugs, nor do they provide spinal manipulation. I understand that draping will be used at all times and that breast massage will not be administered on female clients.  I understand that if I become uncomfortable for any reason that I may ask the Therapist to end the massage session, and they will end the session.  I understand that the massage Therapist may end the session for any inappropriate behavior. I have stated all of the conditions that I am aware of, and this information is true and accurate. I will inform the massage therapist of any changes in my status.
1. Client hereby assumes fully responsibility for receipt of the massage therapy, and releases and discharges Therapist from any and all claims, liabilities, damages, actions, or causes of action arising from the therapy received hereunder, including, without limitation, any damages arising from acts of active or passive negligence on the part of the Therapist, to the fullest extent allowed by law.
2. Client, in signing this consent for Therapy and Waiver of Liability (“Consent”), understands and agrees that this Consent will apply to and govern the current and all future therapy sessions performed by Therapist.
____________________________________________    _______________________________ LMT#110172 Michelle Clerc-Bretz                                                              
           Client Signature
           Massage Therapist Signature 


Client agrees to provide Drivers License # ________________Plate#___________________for the safety of massage therapist
To file a complaint:
 Texas Department of State Health Services Mail Code 1982 P. O. Box 149347 Austin, TX 78714-9347. (512) 834-6616
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