ND
S22, Massage Release Form

Name: Toclag’s Date:

Address: City: State: Zip
éQ Q\Q Occupation: Home #: Cell #: Wh#:
[/\/ESS 5\0 E-Mail: Date of Birth:

Whom may I thank for your referral?

Emergencg Contact Name and Phone#:

Have you had massage before? hcges, what kind of massage”

Are you basica”y in gooc{ health? Any irjuries in the past 72 hours? . ExPlain
Has there been any changc to your health in the Past Hear?
hcyes, explain:

Please take a moment to carcgu”g read the Fo”owing information and sign where indicated. If you have a spechcic medical condition
or sPechCic sngtoms, massage/ boclywork may be contraindicated. A referral from your Primarg care Provic{er may be requirecl

Prior to service being Provicled.

Please Iﬂltlal by t]’“lC aPPY‘OPFfatC !I)OX. Cl’“ICCl( I1C 3OU have now or havc cever l"laCl tl’“lC FO”Oangz

Arthritis - Autoimmune Disease Bruise easily

Cancer Currentlg Pregnant Dentures

A”ergies - Diabetes EPilePsy -

CarPa[ Tunnel . Hign Blood Pressure - ™J

Sciatica___ Migraines ____ Psgchotherapg_

Cardiac Problems/Pacemaker Foot Problems Rotator Cuff injurg -
Scoliosis - TemPerature sensitivity ____ Varicose Veins

Vertebral disc Problems _ skin Prob]ems_ Blood Disorders -

Motor vehicle accident/ trauma____ Hearing Problems _ Transdermal Patch .
Os’ceoPorosis - Do you regu[arlg feel stresscd?_ Have you had any surgeries? ____

Please let us know about any other medical condition or ang’clﬂing else you think is imPor’cant for your tl’werapist to know

Please explain any “Yes” answers

Please list all medications you are currently ’caking or using (PrescriPtion and non-PrescriPtion):

Informed Consent: The above information is accurate and comple’cc. To the best of my knowleclge, my health is aPProPriate for
massage therapg or boclgwork. lagree to inform the tl'lcrapist of any Pain experiencecl during the massage session. | understand
that since massage is contraindicated in some medical conditions, that it may be necessary to obtain a doctor’s release Prior to
beginning therapg. | understand that massage therapg should not be considered a substitute for medical examination, diagnosis
or treatment, and that I should see a medical or cl'liroprac’cic Phgsician or other healthcare specialist. The massage tl’xerapis’c is not
a doctor and cannot Provide medical treatment, notning said in the course of the session should be construed as such. 1 agree to
uPdate the massage therapist in regard to changes in my health and understand that there shall be no liabilitg on the tl’ierapist’s
part should | Forget todo so. 1 agree to hold harmless Scrcndipitg Wellness Studio, Jennifer Ferdinand and any emplogces orin-

dependent contractors from and agains’c any and all claims.

Client Signatu re: Date:
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