
NAME DATE OF BIRTH

ADDRESS

CITY, ST, ZIP HOME PHONE

EMAIL ADDRESS CELL PHONE

PLACE OF EMPLOYMENT

POSITION WORK PHONE

IN CASE OF EMERGENCY, CONTACT
Please check the appropriate answers to the following questions.  In the space following the questions, please explain any yes answers. 
Do you:

NO   YES   1. Have diabetes?

NO   YES   2. Have epilepsy or seizures?

NO   YES   3. Have high blood pressure?

NO   YES   4. Have cardiac or circulatory problems?

NO   YES   5. Have a pacemaker? 

NO   YES   6. Have problems with blood clots?

NO   YES   7. Bruise easily?

NO   YES   8. Have varicose veins?

NO   YES   9. Have joint swelling?

NO   YES 10. Have arthritis?

NO   YES 11. Have frequent stress?

NO   YES 12. Experience frequent headaches ?

NO   YES 13. Have osteoporosis?

NO   YES 14. Have back pain? upper middle lower

NO   YES 15. Have tension or soreness in a specific area?

NO   YES 16. Have numbness or stabbing pains anywhere?

NO   YES 17. Have any allergies?

NO   YES 18. Have chronic constipation and/or diarrhea?

NO   YES 19. Have any contagious diseases?

NO   YES 20. Have any other medical condition?
Have you:

NO   YES 21. Ever had cancer?

NO   YES 22. Had any broken bones in the past two years?

NO   YES 23. Been in an accident or suffered any injuries in the past two years?

NO   YES 24. Ever suffered an accute injury?

NO   YES 25. Ever had surgery? 
Are you:

NO   YES 26. Constantly tired?

NO   YES 27. Wearing contact lenses? NO   YES 28. Wearing dentures?

NO   YES 29. Pregnant? NO   YES 30. Taking any medications?  List on next 2 lines

407 N Green Street
Brownsburg, IN 46112

317-439-9087
Welcome, Please Complete the Following Information

CLIENT INFORMATION AND RELEASE

PLEASE TURN OVER AND FINISH COMPLETING FORM ON THE OTHER SIDE



Please indicate with an "X" any areas of pain, numbness and 
tingling, tightness or general discomfort.  Use this space, if
necessary, to describe conditions indicated on the reverse side:
A. What is your major complaint or condition you want to improve?

B. Has there been a medical diagnosis? NO   YES

If yes, what is the diagnosis?

Do you visit an accupuncturist? NO   YES Treated for: Last visit was on:
Who is your accupuncturist?
Do you visit a chiropractor? NO   YES Treated for: Last visit was on:
Who is your chiropractor?
Do you visit a physical therapist? NO   YES Treated for: Last visit was on:
Who is your physical therapist?
Have you ever experienced a professional massage or bodywork session? NO   YES

Last visit was on: Who is the therapist?
Who is your primary care physician? Phone No.
How did you hear about Back To You Therapeutic Massage?

Referred by Other (Please describe)
BNI Sign Phonebook Website Flyer

I understand that the massage therapy given here is for the purpose of stess reduction, relief from
muscular tension or spasm, or for increasing circulation or energy flow.

I understand that information exchanged during any massage session is educational in nature and 
is intended to help me become more familiar with and conscious of my own health status and is to 
be used at my own discretion.

I understand that massage is designed to be a health aid and is in no way to take place of a doctor's 
care when a doctor's care is indicated.

I understand that a massage therapist does not diagnose illness, disease, or any physical or 
mental disorder.  I understand that a massage therapist does not prescribe medical treatment or
pharmaceuticals or perform any spinal manipulations.  It has benn made clear to me that massage
therapy is not a substitute for medical examinations and/or diagnoses and that it is recommended
that I see a physician for any physical ailment(s) that I might have.

CLIENT NAME (please print)

CLIENT SIGNATURE DATE

MASSAGE THERAPIST DATE

November-04 COMPLETE OTHER SIDE FIRST

Bonni Burrus Browning, Certified Massage Therapist


