Massage Therapy Away Therapeutic Body Care wendi R. Wells, CMP
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MNarme Home Fhone
Mailing Address Work Phone
City, £ip Cell Phone
Ernail Date of Birth
Emergency Contact Phone
Relafionshio Alfernate Phone
FPhysician Mame FPhysician Phone
Chiropractor/Other Health Practitioner Fractitioner Phone

Do | have permission to contact your Physician, Chiropractor/Other? O Mo O Yes: Please initial if "yes"

Medical Information & Health History - 2GE Ohale OFemale

If you have a specific medical condition or specific symptoms massage therapy/body treatments may be
contraindicated. A referral from your primary care provider may be reguired prior to serdce being provded,

Please be sure to include all current conditions you are experiencing or have been diagnosed with, as
well as any “previous conditions (please include dates). Mark all that apply and explain as clearly as possible.

WOMEN ONLY Do You WEAR SKIN:

O Fremenstrual Syndrome O Contact Lenses O Dentures O Severe Acne or skin infections

O Pregnancy: #of weeks: RESPIRATORY: O Skinallergy or rash ,

O Mursing O Cther: O Asthra g Eglrgnlaeas'sc;pnaﬁlgﬁelglmiﬂrr?ggtisduhmls

VASEQMR;“.RCULATDR? g ﬂr;;iséuhlems O Fungal infection, warts, ringwarm

g Eﬁ:'ﬂtﬁelvem_ﬁ O Cther O Sewvere bruising O bruise easily
erosclerosis : ' '

O Blood Clating IMMUNE SYSTEM g mﬁ:mr%;:tﬁﬁscrapea’humafhru|Ses

O PhlebitisrThrombophlebitis O *"HWwFAIDS O Loss of sensation ortingling:

O High or O Low blood pressure O *Hepatitis O Sensitivity to pressuretouch:

O *Stroke O *Heart Attack O *Herpes O Other

O Hypettension O Fever O Cold or Flu

O Cardiovascular Disease: O Lymphnode removal COMMENTS:

O Edema O Lymphangitis O Swallen glands

O Other. O Malignant melanoma

MUSCULOSKELETAL/ O Cther

NEUROMUSCLLAR: OTHER:

O Tendanitis: O MicotinedleoholDrug Addiction

O Burstis: O Digestive problems:

O PFlantar Fascitis O Hernia

O Arthritis: O *Cancer:

O *Sprainsfstrains: O Fatigue:

O Jaw Pain (ThJ) O Fibromyalgia

O Chronic pain: O Stress:

O Sewera pain: O Peritonitis

O *Baone fractures: O Ulcers SURGERIES IN THE LAST 5 YRS:

O Osteoporosis O Diabetes:

O Lossof sensationtingling: O Freguent headaches

O Spinal Problems: O Migraines

O Scistea O Depression

O Recent surgery or O Severe Injury O Insomnia’Restlessness

O Other. O Cther

CURRENT PRESCRIPTION AHND OVER-THE-COUNTER MEMCATIONS & SUPPLEMENTS: -USED FOR
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Assessment Information

{Jccupation;
Hour of work per week:
Hawve yaou ever experienced professional massage
therapy? OMo OYes: How recenthy

How often do you receive massage?

Which typefpressure do yau prefer? imank aif that amona:

L] ManuaL Lymphatic Drainage O gentlefintuitive O light
O medium O firm O deep O Myofascialf/Deep Tissue
Hawve you ever experienced a therapeutic body
treatment or Steam Therapy before? Oves Oho

If ves, what kind of treatment?

Do you exercise at least twice aweek?Y OYes OMo
If ves, what kind?
Howy do you typically relieve daily stress?

Fate wour current levelof stress: 1 203 4 &
{1 = not stresaed at all, § = extremely stressed)

Sugar Intake: O Frequent O Moderate O Rare O Mever

Caffeine Intake: OFrequent O Moderate O Rare O Mever

Feaszon for appointment, expectations & session goals:

Howi wiould you rate your body's level of flexibility?

1 2 3 4 a
{1 = not flexghle at all 5= extremelly flexibla)

Fank yaour top three (1-3) health goals in arder

of their priority to you (1 = highest priority):
Enhancing Athletic Performance
Improving Cardiovascular Circulation
Increasing flexibility
Injury Care
Fain Helief
Strengthening
Stress Management
Other:
Other:

Howy many ounces of water do you drink daily’?
0818 0 24-32 O 40-48
0 72-80 O mare

O none
O56-54

Alcohol Intake: O Frequent O Moderate O Rare O Mever

Micatine Intake: O 2+packs O 1+packs O 0-1 pack O Mever

Flease circle any areas of your body where you D@ NOTwant to receive massage:. Soalp Face
Meck  Showiders  Arms  Hands  Chest Abdomen Hips/Bultocks  Thighs  Legs Feet
COMMENTS:
INDICATE & DESCRIBE SPECIFIC AREAS OF CONCERN Z
TEMSION, SORENESS, INJURY, UMITED RANGE OF MOTION, ETC.:  F,

[l i d )

o gl

I.'II ~ .;\-. ..'Illl'l I'.
DESCRIBE YOUR EXPERIENCE WITH YOUR / j}H P | L'-.!' "1|
SPECIFIC AREA (S) OF PAIN OR TENSION: 1 [ T
Duration: Type: Severity: ’. i !' e | .. \
O Hours O Sharp O Mild o il
O Days O Dull O Moderate |
O Weeks O Achy O severe e
O Manths O Tingly i)
Frequency: Onset: | :
O Seldom O Sudden { i T of
O Intermittent O Gradual #7558 5= p /" ry' [
O Freguent ol A . W : 4 8 1\
O Constant | { r.'-ﬁjl




Policies & Client Agreement

APPOMHTMENTS: For the most expedient service, please cal to
schedule yvour appoirtment 1 to 2 weeks in advance. Scheduling for
wvour next seszion &t the time of vour appointment iz alzo highly
recommended. Time slots are limited & tend to fil up quickly.
Occazionally, | can accept same-day appoirtments, but | typically
require a minimum of 3 to 5 days advance notice. Appointments are
confirmed by phone call the morning of, or the day before, your
SESTION.

ARERIVAL: Fleasze artive 5 to 10 minutes prior to your scheduled
appointment time to assure the full allolted time to complete your
zervice.  Allow  time for  dizrobing & dressing, az wel as
communicating with me  before & after your session. If you are late,
| will do my best to have wou receive your scheduled time on the
table. However your session may be shortened or adjusted to allow
me to stay on schedule for any following  appointments. Fee for
zervice (3] scheduled will apply.

: Pleaze notify me az soon
as possible of conflicts so other clierts may wilize your appoirtmenrnt
time. If pozzible, kindly give 24 hourz notice to cancel or reachedule.
Pleaze give 458 hours cancellation naotice for appointments 2 hours or
more in length. If | need to alter appointment times, | will make every
effart to inform clierts in a timely manner, and will provide a 50%
dizcount for less than 4 hours natice, on client's next appointment.
MISSED APPOIHTMENTS: Mizsed Appointments may be subject to
a fee of 50% of the zervice (=) scheduled. | reserve time especially
for you. Late Cancellations & Mo-Shows affect me significantly.
Therefare, | require & minimum of 4 hours notice for all cancellations
in arder to avoid thiz fee. Emergency cases will he determined at
practtioner's dizcretion. Payment for the miszed appointment must
ke made befare rescheduling for the next appointment. Thank you
for your cooperation & understanding.

GIFT CERTIFICATES & COUPOHNS: Good for dollar amournt anly;
Cannot be redeemed for cash, Single services wmay hot be divided
into multiple sezsions; Are transferakble from one person to another.
You must have your cedificatescoupon st the time of your
appointment or & full charge will apply. Prices & services are subject
to change withowt notice . Gift cedificates are honored for two years.
After that date | if the gift cerificate iz unused, | will value 100% of the
dollar amount paid for the gift cedificate toweards that day's current
prices. Only one non-cancelable appairtmert can be made far an
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expired gift cedificate. Mo-shows on gift cedificates will render
cerificate null and woid, late cancellstions will deduct S0% of
cerificate value.
MODESTY: Individual privacy is highly respected. Clierts are
propet Iy draped throughout all zervices. Mo exceptions.
SCOPE OF PRACTICE: | perform services anly for wwhich | am able
(physically & emationally), and qualified to do. | refer to appropriate
spedalistz when wwork iz out of my =cope of practice andfor not inthe
cliert's best interest.

ALL SERWVICES PROVIDED ARE NON-SEXUAL
RIGHT OF BREFUSAL: | reserve the right to refusze service to any-
one. Thiz includes bt iz not limited too 1. Any individual swho
requests or suggests sexual or illicit services. | reserve the right to
terminate a session for sexual requests, suggestions, or advances. |
reserve the right to charge for the session time swhether o not
scheduled services were rendered. & payment IM FULL will be
due, and the local law authorities may be notified; 2. Any individual
who arrives for therapy under the influence of alcohol or recreational
drugs. | rezervethe right to charge to far the zession time whether or
nat acheduled services were rendered. A payment in full will be due;
3. Any individual currently taking prescribed medications, or who
pozzess a health condition, wwhich iz contraindicated for a mazzage.
HOH-DISCRIMIHATION: All clients are trested with respect and
dignty. | do not discriminate against client's race, religion, sexual
otiertation, political views, or gender.
TEEHS & CHILD'REH: AGES 17 AHD YOUHGER: Arerequired to
have a parent or legal guardian sign their Client Information forms.
Teers & children ages 15 & under are required to have a parent, or
responsible adult, accompany them to their appointment. *Having a
parert, or responsible adult, present inthe treastment room during a
zezzion iz left tothe parent's dizcretions client's preference . Whatever
iz comfartable and acceptakle for everyone is hest.
LOCKED DOOR & TELEPHOHNE POLICY: Because | do nat have a
recegtionizt, my policy iz to lock the door and to not answer my
phore while we are in zession. |reguest that you pleasze turn off your
cell phone, or pager, &5 wel (unless there are special circumstances
in which you must be contacted during this time). Thiz allows for a
peaceful session without interruption.
PAYMENT: Payment far zervicelz) iz due gt the time of appoirtment,
[unless prepaid). Cash, Checks, Debit Card, Visa, MasterCard.

CLIENT AGREEMENT

O ftis my choice to receive massadge therapy {(or body treatrments). [ understamd that the services provided are for the well
Deitrg of my body amd mind, amd to enfiance my body’s natural heafing processes.  This incliides stress reduction &
refaxation, refief from musciiar tension, spasm, o pain, amd increased circilatfon. If [ experience any pain or discomfort
during a session, | will immediately inform the practitioner so that the pressure and/or tecfiinigues may be adiusted to my
fevef of comfort [agree to comnmmicate with my practitioner any tine f feef my welf-beirtg is beitng comnmpronis ed.

O f unrderstamd that any information provided by the massage practitioner is for educational purposes oy, | onderstamd
that massage practitioners are not gualified to diagnose, prescribe. or treat any physical or mental iffness; nor do they
prescribe pharmacenticals or perform spinal or skefetal adjirstments, and that notfiing said in the course of the session
should be construed as such. [ realize that there is no stated or implied guarantee of effectiveness for massadge amd body
traatimernts.

O { understand that massage or body treatments shoufd not be constrived as a substitute for medical examination,
diagrrosis, or treatrment amd that [ shold see a physician, or other gualified medical specialist for any mental or physical
aifment of wivich | am aware. Because massage amd body treatnemnts shrould not be performed wunder certain medical
comditions, faffirm that | have stated alf my knrowrr medical comnditions, amd answered all guestions honestly. [agree to keep
the practiioner updated as to any changes in my health status, and  understand there shall be no fiability on the
practitioner’s part shroufd [ fail to do so.

O [ understand that the clfient/practitfoner refationsfrip wilf be held in strict confidence. [also wmnderstand that any illicit or
sexually suggestive remnarks or advances made by me will result in immediate termination of the session, or refusal of
service by the practitioner, amd | will be liable for full paynrent of the schedifed appointtrent | have read amd under stamd
that ! will be responsible for a payment of 50%: of the service (s} schedufed withourt at feast 4 fhours notice of canceffation. [
understamnd amnd agree to cormply with alf of the above poficies. O | HAWE ©BTAMED & CoPY OF THE ABOWE POLICIES SND CLIENT AGREEMENT .

Client Signature: Date:

Consent to treatment of minor: By my signature below, | hereby authorize Wendi R. Wells, Massage Practitioner, to
administer massage therapy or body treatments to my child/dependant as deemed necessary.

Parent/Guardian Signature (if Client is a minor): Date:

| was referred by:




