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       Date _________________ 
Name_______________________________________________________Email______________________________ 

Address________________________________________________________________________________________ 

Date of Birth______________ Home Number ___________________ Cell Number_____________________________ 

Emergency Contact _______________________________________________________________________________ 

             Name                                                    Relationship                               Number 

How did you hear about my practice? _________________________________________________________________ 

Have you ever had a Clinical massage ?            Yes        No      Many Times _________________________________ 

What is the primary reason for your visit today? ________________________________________________________ 

What are your goals or expectations for this treatment?___________________________________________________ 

Present symptoms: 

What is your major complaint or condition you want to improve?____________________________________________       

If you are suffering from an injury, have you seen an MD for this condition?:                  Yes              No 

If Yes to the above, whom: _________________________________________________________________________     

Yes to the above, were you given a diagnosis and if so what?: ____________________________________________   

currently seeing a Chiropractor, Physical Therapist, or Physician for an ongoing issue? 

____ Yes    ____No   If so please list ____________________________________________________________________ 

When did you first notice these complaints ____________________________________________________________ 

What brought it on?_______________________________________________________________________________ 

What Movements or Activities are limited?_____________________________________________________________ 

What activities aggravate the condition? _______________________________________________________________ 

Describe pain          deep       superficial       dull       sharp      achy      throbbing       stabbing          burning             piercing 

Afternoon                              Evening When do you feel your best?         Morning 

When do you feel the worse?        Morning                Afternoon              Evening  
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Name _____________________________________________________________________________________________ 

If you are in pain, what percentage of the day are you in pain?         0-25% 25-50% 51-75% 76-100%

Is this condition getting progressively worse?          Yes            No 
Please Explain 
_______________________________________________________________________________________________ 
Does this condition interfere with work?              Y         N           Sleep?       Y          N       Daily Routine?       Y         N 
PleaseExplain:___________________________________________________________________________________ 

How have you treated this condition.     Ice         heat       stretch        medications        massage          exercise            rest    

other please explain -
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 

Please list anything that makes this condition better_________________________________________________________ 

Please list what makes this condition worse _______________________________________________________________ 

Please list any additional comments regarding your health and well-being: -
_______________________________________________________________________________________________  
Are you presently taking any medication?  __________Yes    ____________No (please include over the counter meds) 

Please Explain:___________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Do you have any Allergies      Yes        No     if Yes to what ? _________________________________________________ 

Are you pregnant         Yes             No 

Are you currently being treated for any type of cancer?  Yes No   If Yes Explain _________________________________ 

__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
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Name _____________________________________________________________________________________________ 

LIST ALL PAST and PRESENT Medical Conditions  

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

List ALL SURGERIES  (including wisdom teeth removal) 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

LIST ALL INJURIES INCLUDING CAR ACCIDENTS / FALLS  

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

LIST ANY TRAUMATIC OR EMOTIONALS EVENTS THAT HAVE AFFECTED YOU 

__________________________________________________________________________________________________ 
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Name _____________________________________________________________________________________________ 

Please circle symptomatic areas in your body on the diagrams below 
ALSO MARK LOCATION OF SCARS  

Please circle your Current pain level:      1       2      3       4       5        6        7        8        9       10 

I have stated all conditions that I am aware of and this information is true and accurate. I agree to inform 
the health care provider of any changes in my health or my condition. 

Client’s Signature ____________________________________     Date _______________________________________ 
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MASSAGE THERAPY INFORMED CONSENT 

I, ________________________________ (client), understand that massage therapy provided by AMZ CLINICAL MASSAGE LLC 
massage Therapists, is intended to enhance relaxation, reduce pain caused by muscle tension and postural deviations, increase range 
of motion , improve circulation and as well as increase my sense of well being. I understand that some of the deeper forms of  
massage may cause bruising. 

If I experience any pain or discomfort during the session, I will immediately inform the therapist so that the pressure and/or 
strokes may be adjusted to my level of comfort. 

I further understand that massage therapy is not a substitute for medical treatment or medications, and that it is recommended that I 
concurrently work with my Primary Caregiver for any condition I may have. 
I am aware that the massage therapist does not diagnose illness or disease, does not prescribe medications, nor perform 
spinal manipulations as a part of massage therapy. Because 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 massage therapist updated as to any changes in my medical profile during my course of treatment and understand that 
there shall be no liability on the massage therapist's part should I fail to do so. 

The primary focus of massage therapy is treatment of musculoskeletal conditions, therefore it is acknowledged that I waive 
the massage therapist of all responsibility or liability, implied or direct, as it may relate to conditions that are not musculoskeletal in 
nature i.e. cancer, infections, and all organic based conditions. 

I understand that any illicit behavior, sexually suggestive remarks or advances made by me will result in immediate 
termination of the session, and I will be responsible to pay in  FULL for the entire session time scheduled with the therapist. 

I have read and understand the above guidelines and agree to abide by them. 

Client Signature _____________________________________________ Date ____________________________________________ 

During my course of treatment, I also give AMZ CLINICAL MASSAGE THERAPISTS permission to perform Cupping and/or Gua -Sha 
techniques.  

Cupping and Gua Sha are therapeutic decompression techniques for the relief of muscular pain, tension, and congestion. These 
techniques are used to draw out congested fluids and toxins to the surface tissue layers, allowing for fresh blood and lymph circulation. 
The resolution of stagnation and granulation in the tissues often brings an immediate relief from pain. 

Cupping uses negative pressure created within a specialized glass or rubber cup that is applied to the affected body part. The pressure 
can be deep to provide relief from tension, pain and injuries. Gentler pressure increases lymph flow, circulation and relaxation. Gua 
Sha is similar to cupping in results, but a round-edged tool is used in strokes to pressure specific areas of muscle pain. *There is a 
possibility of discoloration that can occur from the release and clearing of stagnation and toxins from the body. The reaction is not 
bruising, but the cellular debris, pathogenic factors and toxins being drawn to the subcutaneous layers for dissipation by the circulatory 
system. The discoloration, or sha, will dissipate in as soon as a few hours or up to 1 week. 

Client Signature _____________________________________________ Date ____________________________________________ 



AMZ	CLINICAL	MASSAGE	POLICY	

All	appointments	are	scheduled	on	a	first	come	first	service	basis.	All	appointments	
once	booked	will	be	time	scheduled	just	for	you.	

All	payment	is	expected	at	the	time	of	service.	Accepted	forms	of	payment	are	cash,	
credit	and	personal	checks.	I	do	not	currently	work	with	insurance.	

I	understand	that	unanticipated	events	happen	occasionally	in	everyone’s	life.	
Business	meetings,	project	deadlines,	flight	delays,	car	problems,	snowstorms,	and	
illness	are	just	a	few	reasons	why	one	might	consider	canceling	an	appointment.	In	
my	desire	to	be	effective	and	fair	to	all	of	my	clients	and	out	of	consideration	for	the	
therapists’	time,	I	have	adopted	the	following	policies:	

• 24	hour	advance	notice	is	required	when	canceling	an	appointment.	This
allows	the	opportunity	for	someone	else	to	schedule	an	appointment.

• If	you	are	unable	to	give	us	24	hours	advance	notice	you	will	be	charged	the	full
amount	of	your	appointment.	This	amount	must	be	paid	prior	to	your	next
scheduled	appointment.

No-shows	
Anyone	who	either	forgets	or	consciously	chooses	to	forgo	their	appointment	for	
whatever	reason	will	be	considered	a	“no-show”.	They	will	be	charged	for	their	
“missed”	appointment	and	future	service	will	be	denied	until	payment	is	made.	

Arriving	late	
Appointment	times	have	been	arranged	specifically	for	you.	If	you	arrive	late	your	
session	may	be	shortened	in	order	to	accommodate	others	whose	appointments	
follow	yours.	Depending	upon	how	late	you	arrive,	your	therapist	will	then	
determine	if	there	is	enough	time	remaining	to	start	a	treatment.	Regardless	of	the	
length	of	the	treatment	actually	given,	you	will	be	responsible	for	the	“full”	
session.	

Out	of	respect	and	consideration	to	your	therapist	and	other	customers,	please	
plan	accordingly	and	be	on	time.	

I	have	read	and	acknowledge	the	above	policies.	

Client Name _________________________________________________________________________________

Client	signature	
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