Ultimate Touch Therapeutic Massage
Patient Intake Form
Name_________________________________________________________Date__________

Address___________________________________City________________Zip____________

Telephone (home)_________________(work)______________(mobile)_________________

Occupation______________________________ Referred by__________________________

Date of Birth_______________ email address______________________________________
1. Have you ever had a professional massage or bodywork? _________
If yes, what kind(s)_______________________________________________________
2. Present medical condition__________________________________________________
3. Please list any current symptoms____________________________________________
4. Please list any current medications__________________________________________
5. Please list any known side effects of current medications________________________
______________________________________________________________________

6. Do you smoke? __________

7. Do you have any allergies?_________ If yes, please list ________________________
8. Are you pregnant? __________If yes, please list your due date ___________________
9. What kind of exercise do you do regularly? ___________________________________


Please check any of the following conditions that you currently have or have experienced in the past. Some may be contraindications for massage. Massage is not designed to treat the following conditions, but this information will help in planning your session(s).

Musculo-skeletal

___ Whiplash
___ Low Back Pain

___ Neck or Shoulder Pain

___ Strain/sprain

___ Fracture

___ Osteoporosis

___ Scoliosis

___ Arthritis

___ Foot pain

___ Torn ligaments, cartilage or tendons

___ Sports Injuries

___ Other

Endocrine

___ Diabetes

___ Hypoglycemia

___ Thyroid

___ Other

Cardiovascular

___ Varicose veins

___  Phlebitis
___ Stroke

___ Blood clots

___ Heart attack

___ High blood pressure

___ Low blood pressure

Neurological

___ Sciatica

___ Headaches

___ Numbness, weakness, or 
       coldness in limbs

___ Slipped Disc(s)

___ Other

Respiratory

___ Emphysema

___ Hay Fever

___ Asthma

___ Other

Reproductive

___ Menstrual Cramps

___ Prostatitis

___ Other

Digestive

___ Constipation

___ Diarrhea

___ Colitis

___ IBS

___ Other

Skin Conditions

___ Eczema

___ Burns

___ Psoriasis

___ Other

Systematic Infections

___ Mononucleosis

___ Flu

___ Hepatitis

___ Fever
___ Other Virus

Urinary

___ UTI’s
___ Frequent urination

___ Difficult or painful urination

Psychiatric

___ Mood swings

___ Sleep Disorders

___ Depression

___ Acute Anxiety

___Other

Other/Explanation_____________________________________________________________________

Cancer _________________________Date(s) _______________________________________________
Surgery ________________________ Date(s) _______________________________________________
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CANCELLATIONS: 24 hours advance notice is required for cancellations or rescheduling of appointments. Missed appointments will be charged in full.
SIGNATURE:_______________________________________________________
Please mark the diagram in the areas of your greatest tension and discomfort.








