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Massage Intake Form 

PATIENT INFORMATION 
Date: ____________ Last Name: ______________________ First Name: ______________________ Middle Initial: _____ 

Address: ________________________ City: __________________ State: _____ Zip: __________ D.O.B: _____________ 

Phone: (Primary) ____________________ (Secondary) ____________________ Email: ___________________________ 

Emergency Contact: ________________________ Relationship: ____________________ Phone: ___________________ 

HEALTH INFORMATION 
Insurance Provider: ________________________ Phone: __________________ Policy Number: ____________________ 

Primary Health Care Provider: ____________________________ Address: _____________________________________ 

City: ____________________________ State: ________________ Zip: ___________ Phone: _______________________ 

Surgeries/Injuries/Major Illnesses: (Please list approximate dates and treatments received: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Current Medications: ________________________________________________________________________________ 

Known Allergies: ____________________________________________________________________________________ 

What are your goals for receiving massage therapy? _______________________________________________________ 

If applicable, please Indicate area(s) of pain on the below diagram: 

 

 

Please tell us about your pain. When did the pain begin? Is it getting worse? What aggravates it? Does it affect daily 
activities, work, or sleep? 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Have you ever had Massage Therapy before? ______ 

How did you hear about us? ____________________________________ 


