MEDICAL  HISTORY
	NAME(first):
	NAME(last):

	DOB:
	PHONE (    )

	Address:

	Email:


PLEASE  CHECK  ALL THAT APPLY

____Hypertension


____Headaches

____Any type of Cancer

____Diabetes

____Osteo Issues


____Bursitis / Tendonitis

____Menstrual Syndrome

____Pregnancy

____Edema/ Open Wound

____Recent Surgery

____HIV/AIDS



____Neck, Shoulder, Back Pain

____Other:  Please Explain
Are you  under medications
____Yes

____NO

	Medication:
	Medication Used For:

	
	

	
	

	
	

	
	

	
	

	
	

	
	


I have completed this form to the best of my knowledge and I agree to get a Professional Massage. In the event of any medical or health problem that I may experience during and/or after the massage, I agree to release from liability and hold harmless this massage therapist from any and all claims. I understand that therapeutic massage is designed to be a health aid and not a substitute for care by a physician. By checking signature box I am aware that this is electronic signature and it can be used a regular signature.
	   
	ELECTRONIC  SIGNATURE

	Date: 


