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krissylindquist1@gmail.com

	
  
Name: ______________________________ Date of birth: __________________
Address: _____________________________________________________________
Phone: ______________________Email: _________________________________
Occupation: _______________________ Employer: _______________________
Health Insurance Co: __________________________________________
Group #: __________________ ID #: _______________________________
How did you hear about Achieve?
Google __ Yelp __ Friend __ Family __ Other __
Is this your first massage? YES NO
Have you had any illnesses, surgeries, accidents, or injuries that
may still be affecting you? If yes, please provide dates and
details:

Please indicate if you have or have had and of the following
conditions:
___ Joint Problems
___ Diabetes
___ Back Problems
___ Osteoporosis
___ Lymph Node Removal
___ Varicose Veins
___ High Blood Pressure
___ Heart Conditions
___ Irritable Bowel Syndrome or Digestive Problems
___ Blood Clots
___ Hepatitis or Liver Issues
___ Kidney Problems
___ Skin Rash or Disorder
___ HIV or AIDS
___ Cancer
___ Pregnancy
___ difficulty breathing
___ Allergies/sensitivities: _______________________________
___ Chronic pain if so, where? _____________________________
Any other medical conditions not listed? ________________
Are you currently taking any medications? Please list:
_____________________________________________________________
Reason for todays visit: ___ Specific injury treatment ___ relax
___ stress reduction ___ pre/post-event treatment ___ other

Consent for care:
I have read and understand this intake from and have completed it to the best of
my knowledge and consent to this massage therapy session. I understand that
massage therapy is a therapeutic health aid for the purpose of stress reduction
and relief from muscular tension and is non-sexual. I understand that massage
therapist do not diagnose illness, disease or any physical or mental disorder; nor
do they prescribe medical treatment, pharmaceuticals, or perform spinal
manipulations. I acknowledge that massage is not a substitute for medical
examinations or diagnosis, and that it is recommended that I see a Primary Health
Care Provider for any physical ailment I may have.
Cancellation & payment policy:
In consideration of my fellow patients and massage practitioner, I understand that
a minimum of 24 hours notice is required to change or cancel an appointment. I
further acknowledge that I will be held responsible for the full cost of the session
should I cancel, miss or reschedule within the 24-hour time period. Payment for
service is due at the time of service, unless otherwise arranged with the
practitioner. The client is responsible for payment even if an insurance company
is billed. In the event service is denied by insurance, the client agrees to pay for
the service in full.
I agree to abide by this policy.
Signature: _________________________________ Date: ______________

