Client Information

Name__________________________________
Date of birth ___/___/_____

Address_________________________ City____________ State___ Zip______

Email ______________________

Phone Number (____) ____-________

Emergency Contact ___________________ Phone Number (___)___-______

Have you ever experience a professional massage before?___________
What are your massage goals?

Do you have any specific areas of complaint (soreness, stiffness, tension, etc)? If so, please explain.

Are you currently taking any medications? If so, what are they and what conditions do they address?

Have you had any recent injuries or ever had any surgeries? If so, please explain.

Are you currently under the care of a doctor? _______________________

Do you have any allergies? ____________________________________________

Do you have high blood pressure? ____________________________________

Are you pregnant? ________________________________

Do you frequently experience headaches? ___________________________

Do you have any joint issues? ________________________________________

Do you have any other medical conditions?

Client Liability Waiver


I understand that the massage I receive is provided for the basic purpose of relaxation and relief of muscular tension. If I experience any pain or discomfort during the session, I will immediately inform the practitioner (Carrianne Popek, LMT) so that the pressure/strokes may be adjusted to my level of comfort. I further understand that massage should not be construed as a substitute for medical examination, diagnosis, or treatment. I understand that massage practitioners are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat and physical or mental illness, and that nothing said in the course of the session should be construed as such. As massage should not be performed 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 medical profile and understand that there shall be no liability on the practitioner’s part should I fail to do so. I also understand that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment.
Client Signature ________________________________ Date ____/____/_____
