
Name 	 Date

Address & City, State, Zip	 Birth Date                                                              Sex  ( M  /  F )

	 Occupation

Home phone # and cell phone #  (include area code)	Ho w did you hear about us?

WORK Phone # (include area code)	M ay we thank someone for sending you in? 

E-mail Address (Never sold, for SLMT, Inc. use only)		

Emergency Contact/Relationship	E mergency 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	P regnancy (in the last year)

Hardening of the arteries	S urgery (in the last year)

Hepatitis A B or C (circle one)	Acc idents or falls (in the last year)

High or low blood pressure	Ho spitalizations (in the last year)

Stroke	R ecurrent infection

Thrombophlebitis	HIV  Positive

Use of anticoagulants (salicylate, heparin, coumadin, etc.)	E pilepsy

Varicose veins	Sk in conditions or open wounds

Cancer	H erpes

Diabetes	 Osteoporosis

Recent cold/flu (last four weeks)	M edical 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	W hiplash

                              Hands	                             Pain down leg/Sciatica	 Circulation/bruising

                              Elbows	                             Numbness/tingling in extremities	R heumatoid Arthritis

                              Arms	                             Low back pain	 Osteoarthritis

                              Shoulder pain	                             Neck pain	A sthma/allergies

                              Foot pain	                             jaw pain/TMJ	Abdo minal pain

                              Ankles	                             Headaches	 Constipation

                              Knees	                             Sprains/Fractures/Dislocations	M enstrual pain
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