Name:______________________________________________   	Date:_____________________
Email:______________________________________		Occupation:______________________
Primary Phone:___________________________________	Birthday:_________________________
Emergency Contact Name and Phone Number: ______________________________________________
Please check any and all that apply to you:


Wellness Information
 AFTON MACAIONE, LMT MT#118163

· 



· Cancer
· Currently Pregnant
· Heart Conditions
· Spinal Problems
· High Blood Pressure
· Low Blood Pressure
· Epilepsy
· Allergies or Skin Sensitivities
· Sleep Disorder
· Bruise Easily
· Discomfort Lying Face Down
· Infectious Diseases of the Skin or Blood
· Risk or History of Blood Clots
Afton macaione, lmt mt#118163
Afton Macaione, LMT #MT118163


What, specifically, is your goal for massage? _________________________________________________
_____________________________________________________________________________________
Do you have any recent injuries or old injuries that still cause issues? If yes, please explain: ___________
_____________________________________________________________________________________
Do you suffer from pain that interrupts your day to day life? If yes, rate it 1-10: ____________________
Please briefly explain any pain you experience: ______________________________________________
__________________________________________________________________________________________________________________________________________________________________________
Do you have any medical conditions that I should be aware of? (nothing is too small!) _______________
_____________________________________________________________________________________
Are there any areas that you would like to be avoided during your massage? ______________________
_____________________________________________________________________________________

To the best of my knowledge and ability, I have provided full and accurate answers to all questions asked
Client Signature: ________________________________________	Date: _____________________
Therapist Signature: _____________________________________	Date: _____________________
