Heidi Washburn, LMT, CST

845-399-6274 * washburn.heidi@gmail.com
Massage Therapy Confidential Intake Form

Name ____________________________________Date ______________________

Address____________________________________________________________

Phone:  _________________________Email______________________________
Date of Birth____________________Gender ____________________________
Emergency Contact____________________________Phone_______________
Current Medical Practitioner: _________________________________________

How did you hear about me?

What brings you for treatment?
Medications you are currently using:
Major Injuries, surgeries, accidents, car accidents (event and year):

Current issues:

Heart



(   )
High/low blood pressure
(   )

Circulation


(   )

Respiratory


(   )

Digestive


(   )

Thyroid/hormone

(   )

Reproductive organs
(   )

Seizures


(   )

Cancer


(   )

Diabetes


(   )

Vision



(   )

Hearing


(   )

Vertigo/balance

(   )

Headaches/Migraines
(   )

Substance Abuse

(   )

Allergies


(   )

Pregnant


(   )

Osteoporosis

(   )

Stress



(   )
Arthritis


(   )

Contagious disease

(   )

HIV/AIDS


(   )

Excessive tiredness

(   )

Contact lenses

(   ) 

Depression


(   )

Eating disorder

(   )

Mood swings


(   )

Fibromyalgia


(   )

Lyme disease


(   )

Urinary


(   )

Kidney


(   )

Insomnia


(   )

Skin disorder


(   )

Jaw Pain


(   )

Nervous System disorder    (   )

Ever have a concussion
(    )

Liver Issues


(    )
Chronic Pain


(    )

Chemical sensitivity

(    )

EMF sensitivity

(    )

Other health issues:

I understand that I am seeking treatment in the form of Massage Therapy and understand that no particular outcome can be guaranteed.

I understand that at least 24 hours notice must be given for cancellations to avoid a charge for the session time. Exceptions may be made at the practitioner’s discretion in cases of illness or in an unavoidable emergency situation.  

Signature________________________________________

