Confidential Client Information and Waiver
Name: ____________________________  DOB: ___________ Telephone: ________________
Street Address:____________________________________City:__________________  State:____
Email Address:__________________________________________________________________ Emergency Contact (name, number, and relation to client): ________________________________
______________________________________________________________________________
Primary reason for seeking massage therapy: ___________________________________________
Please list any recent injuries, surgeries, or accidents: _____________________________________
______________________________________________________________________________
Are you under medical supervision for any conditions or injures?  YES    NO 

If yes, what are they? ____________________________________________________________________

______________________________________________________________________________

If yes, do you have your physician’s approval for massage? YES    NO
If you are on any medications, please list them here: _____________________________________
______________________________________________________________________________
Were you referred to me? If yes, please give name: _______________________________________
Please mark “C” for current problems and “P” for past problems. 
___ Aneurysm/blood clots

___ Arthritis (OA or RA)

___ Asthma

___ Back Pain (neck, thoracic,       or lumbar)

___ Bone/Joint condition (Infection/Injury/Surgery)

___ Bursitis

___ Cancer/Malignancies   Location: ___________
___ Chest Pain

___ Diabetes

___ Easy Bruising

___ Edema/Swelling

___ Frequent Headaches
___ Heart Attack/Disease

___ High/Low Blood Pressure

___ Hypoglycemia

___ Multiple Sclerosis

___ Muscle Spasm/Frequent Cramping

___ Numbness/Tingling in Extremities

___ Osteoporosis/Osteopenia

___ Sciatica

___ Seizures

___ Scoliosis

___ Skin (Rash/Infection/Open Sores)
___ Stroke

___ Tendonitis/Tendonosis

___ Tuberculosis

___ Varicose Veins

___ Recent Virus/Bacterial Infection (i.e. cold, flu, etc)

___ Any other Contagious Disease

___ Other (not listed – please use space below to clarify))

If you need to clarify any of the above, please use the space here and back of page if necessary: ______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

Known Allergies: ________________________________________________________________________
*Meghann Brunberg, ATC/L, CMT is not affiliated with State of the Art Physical Therapy, and as thus no insurance is accepted.  All payments in full are due at time of service.*
Client Informed Consent and Waiver:
I, the client, acknowledge and understand that the work provided during this massage session does not constitute medical treatment, is not a substitute for medical care, and that the massage therapist is not a physician.  I understand that it is recommended that I see a physician prior to receipt of a massage session.  Any information or suggestions from the massage therapist are for educational purposes only and should be regarded as recommendations and not a diagnosis or prescription.  I also understand that I should not rely solely and conclusively on these services for my health care and that health screenings, testing, or medical treatments are the responsibility of the client.  I consent to release Meghann Brunberg, ATC/L, CMT and State of the Art Physical Therapy from any claim, loss, or liability from receipt of massage therapy.
_______________________________________          ____________________________________      _____________
Client Printed Name


         Client Signature


      Date 
_______________
Witness Initials
