Massage Therapy/Acupuncture Client Intake Form   Date of 1st visit __________

Name: __________________________________  Cell Ph: ________________________

Address:_______________________________ City: __________________ Zip: ______

Email: __________________________________________________________________
Birth date: ______________ Male: ____ Female: ____ Height: ______ Weight: _______

Occupation: _____________________________________________________________

___________________________   ________________________   __________________

Emergency Contact                          Relation                                     Phone

Reason for today’s visit:     ____Massage    ____Acupuncture   ____Energy Work

What are your chief complaints: (what hurts or other symptoms) _____________________________

______________________________________________________________________________________

Describe your pain: (Circle) burning, aching, stabbing, piercing, throbbing, tingling 

When did this begin? _______________________   Has is worsened? _______________

Have you had massage therapy in the past? Y or N Have you been seen a medical doctor? Y or N

What/When if any treatments or surgeries have you had? (Use back sided of page)
_______________________________________________________________________

Do you smoke? Y or N how much? ______   Consume alcohol? Y or N How much? __________
What type of exercise do you do? Walk, Run, Strength, Yoga, Cardio, None, Other____________ 

How often? ___________________________________________________________________

Daily water intake: ______________________Average hours of Sleep: ____________________

Massage Therapy and Acupuncture should be discussed with your primary physician.

Most acute pain conditions may be relieved with one or two weekly treatments. Chronic pain that you’ve had longer than six months may take four or more treatments. After four weekly treatments we can reassess your condition and care plan. Regular massage/acupuncture treatments are recommended to experience the full benefits such as decreased pain, stress, and fatigue.                    Thank you for choosing Proactive Wellness Partners!!!
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Medical Physician Information
Physician’s Name: ______________________________________________________________

Address: ______________________________________________________________________

Phone: ___________________________________ Fax: ________________________________

Was there a Diagnosis? Y or N   If yes,  What?________________________________________

Sign to give Proactive Wellness Partners permission to contact your physician to discuss diagnosis and to request medical massage and/or acupuncture referral.

Please sign here: _______________________________________________________________

Please list ALL surgeries and/or medical conditions. (history of cancer, high blood pressure, high cholesterol, depression, mood disorder, pace maker, implants, fibromyalgia, ect…) and Dates 

Please list ALL medications prescribed for medical conditions. List any sensitivity to any essential oils.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I understand the massage/acupuncture/energy treatment given to me by Noelle Eveland LMT DBA Proactive Wellness Partners is for the purpose of (stress reduction, pain reduction, relief from muscle tension, increasing circulation, or specific reason stated here). I understand that the Massage Therapist does not diagnose illness or disease and does not prescribe medical treatment or pharmaceuticals, nor are spinal manipulations part of the treatment. I understand the treatment is not a substitute for medical care and that it is recommended that I work with my primary caregiver for any condition I may have. I understand that the treatment is in no way of sexual nature and that both parties’ boundaries will be maintained at all times. I have stated all my known physical conditions and medications, and I will keep the therapist updated on any changes.
Date: ____________________ Signature: ____________________________________________
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