Client Intake Form.         Uzima Springs Massage & Wellness   7140 Knightdale Blvd.  Knightdale, NC 27545    Tel: (919) 217-2000
INITIAL INTAKE FORMS


Name: _________________________________________________ Date of Birth:  ________________                        

Address_________________________________ City: ____________ State: ___Zip:______________

Telephone: ____________________ Email Address: ________________________________________

How did you hear about us: __________________________________Tel:_______________________

Emergency Contact: ___________________________________ Tel: ___________________________

General & Medical Information:

Occupation: __________________ 

Age: ___    Male: ___    Female: ___   Physician: _________________

Have you ever experienced a professional massage or bodywork session?       Yes: __________ 
    No:  ________ 

If  ‘yes’ how recently? __________ .   What kind of Massage/bodywork?
____________________________

What is your primary complaint today? _____________________________________________________________

When did you first experience this condition? ________________________________________________________

What makes it worse? ___________________________________________________________________________

What makes it better? ___________________________________________________________________________

Have you sought other remedies to this condition  

 Yes________

  
 No___________

If yes, specify.  (  ) Physician   ( ) Chiropractor   ( ) Physical Therapist   ( ) Complementary medicine 

(Explain modality) _____________________________________________________________________________

Are you taking any medication list (include herbs and vitamins) and explain purpose:  _____________________________________________________________________________________________

Please list/explain any surgeries or major injuries that you have experienced over time: _____________________________________________________________________________________________ _____________________________________________________________________________________________

_____________________________________________________________________________________________

Please check all that apply to you:

___ Stress

___ Diabetes

___ Frequent headaches
___ Arthritis

___ Wear Contact lenses

___ Wear Dentures

___ Hypertension

___ Arteriosclerosis

___ Varicose Veins

___ Phlebitis

___ Cancer

___ TMJ syndrome
___ Easy Bruising

___ Skin Rash

___ HIV/AIDS

___ Skin Sensitivity

___ Allergies

___ Inner Ear Problems

___ Mental Illness

___ Osteoporosis

___ Osteoarthritis

___ Rheumatoid Arthritis

___ Psoriasis

___ Multiple Sclerosis/Lupus
___Herniated Disc

___ Pregnancy

___ Hyper Thyroid 

___Hypo Thyroid

___ Epileptic Seizures

___ Joint Swelling

___ Broken bones in the last two years

___ Auto accident or major injuries   

___ Cardiac or circulatory problems

___ Back pain

___ Numbness

___ Stabbing pain

___ Sensitive to touch/pressure

___ Do you have any other medical condition  

       not listed above? If please, explain below: 

____________________________________________________________________________________________________________________________________________________________       

1. Draw today’s symptoms on the figures.  Use the letters provide in the key to identify your symptoms.

2. Circle the area around each letter to represent the size and shape of each symptom.
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Please explain any discomforts with pain level
Rt/Upper Body       1__________________________5_____________________________10
Lt/Upper Body       1__________________________5_____________________________10

Rt/Lower Body      1__________________________5_____________________________10

Lt/Lower Body       1__________________________5_____________________________10

Please read CAREFULLY and initial against each of the statements below:

Cupping Therapy

My Therapist has explained/provided me with information on the Vacu Therapy/ Massage Cupping™ Bodywork Technique.  If I choose to experience this therapy in my treatment, I understand the effects and after-care recommendations.  It has been explained to me that there are possibility of a skin discoloration, or ‘cup kiss’, appearing as tissue is released.  I am aware that a ‘cup kiss’ is NOT a bruise and that it will dissipate within a few hours or days.

Client Initials: ______________

Reflexology:

My therapist has explained to me the benefits of Reflexology therapy and that it is a safe healing practice.  

I understand that Reflexology is contraindicated in the following conditions:

Foot fractures, unhealed wounds, active gout, osteoarthritis of the foot or ankle, vascular decease of feet or legs.
I understand that if I have any current thrombosis or embolism I cannot receive Reflexology

I understand that I cannot receive reflexology in pregnancy

Client Initials: _______________

Hot Stones:

I understand my therapist’s explanation on how the hot Stone session will flow and where the stones will be used.

I understand that the stones will be HOT above my body temperature.  I will inform the therapist if the heat is TOO much immediately.

I will inform my therapist if there is any discomfort during the session.

My therapist has made it clear to me that he/she will be in the room with me at all times during the session.

Initials: ___________________

General Comfort
I understand that all treatments at this facility are therapeutic in nature.  
I understand that DRAPING is a requirement during any of our sessions.  Only parts of the body receiving body work will be undraped during therapy.

I agree to notify the therapist of any physical discomfort or draping issues during session- cold, too warm, music level, too much or too little pressure
Policies at Uzima Springs Massage & Wellness
Appointment Cancellation Policy: - Our time together is important.  We request that you cancel your appointment at-least 24 hours in advance.  Missed appointments, and ‘No Shows’ will be charged a full fee.

Lateness Policy:  We request that you arrive early for your appointment.  In order for us to uphold our professional standards of being on time, we regret that we cannot give you additional time if you arrive late for your appointment.  If for any reason WE are late starting your appointment, you will receive the full scheduled time
I understand that massage is not a replacement for medical care and that no diagnosis will be made.  

(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.)

I am responsible for paying for any appointment cancellation of less than 24 Hours

I am responsible for full payment at time of service.  Insurance claim forms are provided upon request.

I understand that all information is strictly confidential and will only be released upon my written request.

Client’s Signature:  _____________________________________ 


  Date: ___________________________

Therapist’s Signature: __________________________________ 


  Date: ___________________________
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P = pain or tenderness

S = joint or muscle stiffness
N = numbness or fingiing





Consent to Treatment of a Minor: “By signing below, I hereby authorize _______________________ to administer massage/bodywork techniques to my child/dependant as they deem necessary and within their scope of practice. 





Print Name.______________________ Signature: ____________________________ Date: _________________








PAGE  
1

