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Rebecca’s Revive Therapy
Massage Therapy and BodyWork Services
Client Information
Name: 
 __________________________________                                                                       

Address: __________________________________________________

Phone: ___________________
☐ work  ☐  home  ☐  cell   (please indicate which phone listed)
Email: ___________________________

DOB: ____________________________

How did you hear about us? 


☐  Friend/Family
☐  Doctor Referral
☐  Internet
☐  Groupon
☐  Other


Emergency Contact Information
Name:
__________________________________

Phone: ________________________

Relationship: ______________________

Massage Information
Have you had a professional
massage before?
☐ yes
☐ no 

What type of massage are you seeking?   

☐ Relaxation   ☐ Deep Tissue   ☐ Hot Stone    ☐ Cupping    ☐ Other


What pressure
 do you prefer?   ☐ Light ☐ Medium ☐ Deep 

Do you have any allergies or sensitivities to oils, lotions or ointments?
☐ yes
☐ no 


Please
explain
________________________________

Are there any areas you do not want massaged? 

☐ Feet   ☐ Face   ☐ Abdomen   ☐ Buttocks
   ☐ Other 

Do you
suffer from chronic pain?
☐ yes
☐ no 


If yes,
please
explain_________________________________________________

Have you had any orthopedic injuries/surgeries?
☐ yes
☐ no 





If yes, please list:_____________________________________________________ 

Therapy Consent Form
1. The unclothed body will be properly draped at all times for your warmth, security and as an indicator of massage professionalism.

2. Focused attention and manual therapy will be given as agreed upon by the therapist and client for the predetermined goals of stress reduction, relief of muscular discomfort, and/or health promotion. 

3. My therapist has discussed the potential benefits and possible side effects of this therapy. I have been given an opportunity to ask questions. 

4. I, as a client, agree to provide complete and accurate health information and notice of any health changes at successive appointments as appropriate. 

5. I understand that massage therapy is designed to be an ancillary health aid and is not suitable for primary health care treatment. 

6. Written referral is requested from your primary care provider if 

a. You are currently receiving care or

b. You have a specific medical condition or symptoms for which you take medication or receive periodic evaluation or treatment

7. I will immediately inform my therapist of any unusual sensation or discomfort so that the application of pressure or strokes may be adjusted to my level of comfort. 

8. I understand that this professional massage is therapeutic in nature and is performed by a trained, licensed therapist. 

9. I understand that massage is not sexually-oriented in any way and that any illicit or suggestive remarks or behavior on my part will result in immediate termination of session. 

10. I understand that by signing this form, I give my consent to receive the treatment discussed in this and all future sessions. Additionally, I agree that my presence at subsequent sessions shall be construed to be validation of this written consent

11. I understand that there shall be no liability on the practitioners part due to my forgetting to rely any pertinent information 

I have read this form and herby freely give my permission to receive massage therapy treatment. 
Print Name: 
_______________________________________________

Signature: ____________________________________________________-

Date: ________________________
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SERVICE CODE KEY
SW = Swedish

TS = Therapeutic Sports

CTR = Carpal Tunnel Relief

FBR = Focus Body Region Specific

Pr = Pregnancy massage

TP = Trigger Point

DT = Deep Tissue

Sh = Shiatsu

RF = Reflexology
