
Name  Date

aDDress & City, state, Zip Birth Date                                                              sex  ( m  /  F )

 OCCupatiON

hOme phONe # and Cell phONe #  (iNCluDe area CODe) hOw DiD yOu hear aBOut us?

wOrK phONe # (iNCluDe area CODe) may we thaNK sOmeONe FOr seNDiNg yOu iN? 

e-mail aDDress (Never sOlD, FOr slmt, iNC. use ONly)  

emergeNCy CONtaCt/relatiONship emergeNCy CONtaCt phONe #  

 primary meDiCal praCtitiONer / phONe NumBer

maiN COmplaiNt (reasON FOr seeKiNg massage therapy)

what KiNDs OF meDiCatiONs/NutritiONal supplemeNts are yOu taKiNg?

Standley Lake Massage Therapy, Inc.
8725 wadsworth Blvd.  arvada, CO 80003
303-425-7298

FOr  OFFiCe  use  ONly:      q CustOmer satisFaCtiON CheCKup         iNitials_________ Date______________

please priNt Name (reFerrals reCeive a $10 DisCOuNt)

SESSION INTAKE QUESTIONNAIRE
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Please identify and describe any areas of discomfort by shading in 
problem areas on the diagram.

CIRCLE ONE

Onset: sudden, gradual Date of onset ______________________
Duration: hours, days, weeks, months
Frequency: seldom, intermittent, frequent, constant
Type: sharp, dull, achy, tingly
Severity: mild, moderate, severe

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

ChART NO. 

Please Print



   IS ThERE ANy AREA ThAT IS TENDER TO ThE TOUCh OR ESPECIALLy SENSITIvE?

   iF yOu have haD aNy OF the FOllOwiNg CONDitiONs, please CirCle it:

aNgiNa Fatigue/lOw eNergy

COlD extremities pregNaNCy (iN the last year)

harDeNiNg OF the arteries surgery (iN the last year)

hepatitis a B Or C (CirCle ONe) aCCiDeNts Or Falls (iN the last year)

high Or lOw BlOOD pressure hOspitaliZatiONs (iN the last year)

strOKe reCurreNt iNFeCtiON

thrOmBOphleBitis hiv pOsitive

use OF aNtiCOagulaNts (saliCylate, hepariN, COumaDiN, etC.) epilepsy

variCOse veiNs sKiN CONDitiONs Or OpeN wOuNDs

CaNCer herpes

DiaBetes OsteOpOrOsis

reCeNt COlD/Flu (last FOur weeKs) meDiCal implaNts

   is there aNythiNg else we NeeD tO KNOw aBOut yOu BeFOre yOur treatmeNt?

thank you for completing this form. please feel free to ask any questions. Now, or in the course of our work together, remember that i, as 
your massage therapist, am not a doctor and any suggestions made during your visit are recommendations, not prescriptions.

Being under the effects of alcohol or certain medications during massage can put you at risk for injury.                      
We reserve the right to refuse service.

Client/Patient Signature ____________________________________________________________________________ Date _______________________
                                          (Parent/Guardian if under 18 years of age)

   DO yOu have prOBlems with: (please CheCK thOse that apply)

     l             r      l             r whiplash

                              haNDs                             paiN DOwN leg/sCiatiCa CirCulatiON/BruisiNg

                              elBOws                             NumBNess/tiNgliNg iN extremities rheumatOiD arthritis

                              arms                             lOw BaCK paiN OsteOarthritis

                              shOulDer paiN                             NeCK paiN asthma/allergies

                              FOOt paiN                             jaw paiN/tmj aBDOmiNal paiN

                              aNKles                             heaDaChes CONstipatiON

                              KNees                             spraiNs/FraCtures/DislOCatiONs meNstrual paiN
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