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Diana’s Healing Hands Massage Therapy

103 E.Virginia St., Suite 108K

McKinney, TX. 75069            469-952-6100

NAME __________________________________________________________________DOB ______________________

ADDRESS _______________________________________________________________PHONE# _________________

CITY ___________________________________________STATE______________ZIP CODE______________________

EMAIL ADDRESS_______________________________________________________________________

(FOR THE SOLE PURPOSE OF ADVISING YOU OF SPECIAL OFFERS OR DISCOUNTS, WILL NOT BE RELEASED TO ANYONE ELSE)

REFERRED BY/HOW DID YOU HEAR OF ME____________________________________________ COUPON Y/N__

Please carefully read the following information, fully answer all questions and sign where indicated.  If you have a specific medical condition or specific symptoms, massage/bodywork may be contraindicated.  A referral from your primary care provider may be required prior to service being provided.

1)   __ Often experience stress
14) __ Broken bones in the past two years

2)   __ Diabetic
15) __ Accident / injured within the last year

3)   __ Pregnant
16) __ Cardiac or circulatory problems

4)   __ Frequent headaches
17) __ High blood pressure

5)   __ Back pain
18) __ Epilepsy or seizures

6)   __ Arthritis
19) __ Contagious disease/s
7)   __ Recent injections (insulin, flu, etc)
20) __ Varicose veins

8)   __ Dentures
21) __ Joint Swelling

9)   __ Allergies
22) __ Osteoporosis

10) __ Bruise easily
23) __ Numbness or stabbing pains

11) __ Surgery (ever)
24) __ Sensitive to touch or pressure

12) __ Taking medication
25) ________ When was your last massage

13) __ Skin rash (eczema, etc)
26) what is your goal for today?  


_____________________________________________________

Any other medical condition not listed above?  _____________________________________________________________

Are you currently under a doctor’s care? ___ Why? _________________________________________________________
I understand that the treatment I receive is for the purpose of relaxation and relief of muscular tension and/or restriction in the soft tissue or membranes of the body.  If I experience any pain or discomfort, I will immediately inform the therapist.  This treatment is not construed as a substitute for a medical examination. I understand that massage therapists do not diagnose, prescribe or treat illness and that nothing said in the course of the session(s) should be construed as such.  Because bodywork should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions and answered all questions honestly.  I agree to keep the therapist updated as to any changes in my medical profile and understand that there is no liability on the therapist’s part should I fail to do so.

CLIENT SIGNATURE _______________________________________________________ DATE ___________________

Consent to treatment of a minor:  I hereby authorized _______________________ to administer somatic therapy, bodywork or massage techniques to my child or dependent as necessary.

Signature of Parent or Guardian _____________________________________________________________Date _________






