Stacy Weiner, L.M.T

Confidential Massage Intake Form 
Name _______________________
Street Address ______________________________________-

City ____________________ State ______ Zip__________

Date of Birth_______________________

Primary Phone____________________ Alt. Phone ____________________

E-mail Address ____________________________

Emergency Contact________________________

Referring Person __________________________
Telephone # _________________
Insurance Information (optional) _____________________________________________

If applicable: was injury a result of an accident - YES / NO – If yes (check appropriate box) 

Auto __________ Job Related __________ Other __________ if other please specify: ____________________________________________________________________________________________________________________________________________________________________________________________________
Date of Injury or onset: _____________________

Case number ___________________ Case Worker’s name __________________ Case’ Workers phone # ____________
List Any Medical Conditions/Surgeries: (Date) __________________________________________________________________________________________________________________________________________________________________________

Medications: ___________________________________________________

Do you have any allergies? If so please list:  _______________________________________________

Date of Last Massage:_________________________

Reason for Massage: __________________________________________________________________________________________________________________________________________________________________________

I am responsible for all charges for all services provided and understand the benefits and risks of massage. I give my consent for massage and will consult my practitioner with any concerns or questions immediately.  I have stated all medical conditions that I am aware of and will keep my practitioner informed of any changes.  I am aware I will be charged for my services if I do not adhere to the 24hr Cancellation Policy.
Signature ______________________ Date _____________________ 
Parent/Guardian Consent


By my signature below, I hereby authorize ________________________ to administer massage and/or bodywork techniques to my child or dependent as they deem necessary.


Signature of Parent or guardian: ____________________________ Date: ______________








