Eternal Now

Holistic Bodywork & Wellness Therapies

Elena N. Nigh, LMP
Confidential Client Intake Form
Client Name:                                                                  _   ___    __   _         Date of Birth:              __                                                 _ Sex:   M    F

Mailing Address:                                                                                              City, State, Zip: _______________________________________                                                                                                                                             

Phone:  Home                                    ___                Work                                   _                            Cell  _______________________________

Email:                                       _________                                             Referred by: _____________________________________________                                                                                                   

Emergency contact:                                                                                 Phone:                                  _      Relationship: ___________________

Primary Medical Practitioner:                                                                                                                 Phone: __________________________

Are you comfortable being contacted by:   ______ mail   ______ email   ______ phone    (mark all that apply)

Have you ever received a professional massage before?    Y     N

If so, what types of massage have you received and how frequently? 

___________________________________________________________________________________________________________        ________    

Generally, what types of pressure do you prefer:    ____ None (energy work)    ____ Light    ____ Medium    ____ Deep     ____ Unsure

Health History:  List and explain, including dates and treatments received.

Accidents/Injuries: _______________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________                                                                                                                                                                                                                                               

Surgeries:

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Major Illnesses/Disease:

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Do you feel you have physically recovered from these events?   Y     N

Please explain: ___________________________________________________________________________________________________________
Current Health:  Check all of the following conditions that currently affect you:

	___ Pregnant

___ Cold/Flu/Virus/Fever

___ Contagious Diseases

___ Skin Diseases or Open Sores

___ HIV/AIDS

___ Herpes

___ Hepatitis (A, B, C or other)

___ Cancer

___ Cysts

___ Diabetes

___ High Blood Pressure

___ Anemia

___ Heart Condition

___ Blood Clots or Aneurysm

___ Varicose Veins

___ Hemophilia

___ Seizure Disorders
	___ Artificial Joints or Implants

___ Osteo/Rheumatoid Arthritis

___ Gout or Stiff/Painful Joints

___ Osteoporosis

___ Fibromyalgia/Myalgia

___ Frequent Headaches

___ Migraines

___ Frequent Dizziness/Fainting

___ Postural Deviations/Scoliosis
___ Strains/Sprains

___ Spasms/Cramps

___ Numbness/Tingling

___ Inflammation

___ Edema

___ TMJ Dysfunction or Facial Pain

___ Neck Pain

___ Arm/Shoulder Pain
	___ Mid Back Pain

___ Low Back Pain

___ Hip/Leg Pain

___ Neuritis/Sciatica

___ Whiplash Syndrome

___ Carpal Tunnel Syndrome

___ Thoracic Outlet Syndrome

___ Multiple Sclerosis

___ Chronic Fatigue Syndrome

___ Intestinal Dysfunction or IBS

___ Kidney or Urinary Dysfunction

___ Insomnia

___ Depression

___ Anxiety/Panic Attacks

___ Grief Process or Trauma

___ Physical/Emotional Abuse

___ Substance Abuse


Please explain any of the above checked conditions as clearly as possible, including current treatments:  

_______________________________________________________________________________________________________________________

List any other physical or mental conditions I should be aware of before giving you a massage therapy treatment, including treatments:
________________________________________________________________________________________________________________________
Do you have very strong sensitivity to touch or pressure anywhere? _________________________________________________________________
Do you have a lack of or reduced feeling of sensation anywhere? ___________________________________________________________________

List applicable allergies (i.e. chemicals, fragrances, food & nuts oils, herbs, essential oils, etc): ____________________________________________
List all prescribed and over the counter medications and supplements you are taking and what they are used for. Circle what you have taken today:
_______________________________________________________________________________________________________________________
Are you receiving other medical or alternative health treatments?     Y   N   Explain: ____________________________________________________
List the above or other symptoms/problem areas you would like massage/bodywork to help address, if possible.  Circle all descriptions that apply:
Primary: _______________________________________________________________________________________________________________

  mild / moderate / disabling – intermittent / constant – symptoms increase / decrease with activity – getting better / worse / no change

Secondary: _____________________________________________________________________________________________________________ 

  mild / moderate / disabling – intermittent / constant – symptoms increase / decrease with activity – getting better / worse / no change

Additional: _____________________________________________________________________________________________________________

  mild / moderate / disabling – intermittent / constant – symptoms increase / decrease with activity – getting better / worse / no change
Please circle or indicate where you are experiencing discomfort:   P = pain or tenderness   S = joint or muscle stiffness   N = numbness or tingling
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List any activities or movements that aggravate the above symptoms: _______________________________________________________________

List any activities or movements that help relieve the above symptoms: _____________________________________________________________
Otherwise, list your massage goals in priority of concern (i.e. relaxation, stress reduction, pain relief, increased range of motion, etc.)
Short-term:  _____________________________________________________________________________________________________________

Long-term:  _ ____________________________________________________________________________________________________________
What activities does your occupation/daily routine require you to do on a regular basis? _______________________________________________
How often do you exercise and in what forms? _________________________________________________________________________________
What do you usually do to relax, have fun, or de-stress on a regular basis? ___________________________________________________________
What kind of music do you prefer, if any? _____________________________________________________________________________ ________
The following are natural responses that can occur during a massage or bodywork session:  need to move or change positions - sighing - yawning change in breathing - abdominal movement - intestinal gas - sleeping - emotional feelings and/or expression - energy shifts – memories
**Trust your body to express what it needs to**

          I understand that massage therapy is for the purpose of stress reduction, relief from muscular tension, spasm or soft tissue injury, or for increasing circulation and energy flow.  I understand that massage therapy is not a substitute for medical examinations and it is recommended that I see a physician for any physical ailment that I might have.  In addition, I may be required under some conditions to receive written or verbal approval from my health care provider stating that massage is ok.  I understand, therefore, that my practitioner does not diagnose illness, disease, or any other physical or mental disorder, or prescribe medical treatment or pharmaceuticals and that spinal manipulation are not part of massage therapy.  
           I understand that any illicit or sexually suggestive remarks or advances on my part will result in immediate termination of the massage session, and I will be liable for payment of the full scheduled appointment. I understand that if I am under the influence of alcohol or any illegal or self-inhibiting drug at the time of my scheduled treatment, this will result in immediate termination of the massage session, and I will be liable for payment of the full scheduled appointment.
            Because massage can be harmful under certain medical conditions, I affirm that I have stated all my known medical conditions and answered all questions honestly.   I agree to keep the practitioner updated as to any changes in my physical health and understand that there shall be no liability on the practitioner’s part should I forget to do so.

Privacy Policy – All written records and massage sessions are kept strictly confidential and will not be shared with any outside establishment, individuals, organizations, or medical facilities without explicit written consent from the client (you) or the client’s legal guardian; unless legally required by local, state, or federal subpoena, summons, or other court order.
Signature: _____________________________________________________________________________ Date: ___________________________

                        I have completed information accurately and have read and understand the above statements
