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Golden Light Wellness Center
Confidential Massage Client Information

Name:___________________________________________
Phone:________________________DOB______________

Address:______________________________________________________

Email Address:________________________________________________
In Case of Emergency:________________________Phone:____________
Occupation:___________________________________________________  Physician:_____________________
**************************
Have you ever experienced a professional massage session?           Yes      No     When?_____________________  What kind of massage?_________________________
Would you like to be on our email newsletter list?   Yes       No

How did you hear about us?  Phone book         Web          Other_____________________
****************************
Do you wear contact lenses?  Yes/No           Do you wear dentures?  Yes/No

Please be aware that individuals with certain medical conditions MAY NOT be eligible to participate in massage or may require a written physician’s approval.  We require a completed questionnaire from each potential client. Thank you.

In you have any recent or chronic medical conditions, please circle them below and discuss them with the massage therapist before the session begins:

Arthritis                                                                             Allergy to nuts
Back Injuries                                                                     Headaches
High or low blood pressure                                               Neck injury
Lower back pain / mid back pain                                      Muscle strain/sprain
Skin problems – rash, warts, infection                              Repetitive joint injury
Bone or joint problems                                                      Inflammations
Fainting spells / Seizure disorders / Epilepsy                   Nausea
Numbness, tingling, or nerve problems                            Current Pregnancy

Phlebitis, blood clotting problems                                    Diabetes

Depression / Anxiety /  Stress        
Other:__________________________________________________________________
Allergies:________________________________________________________________

Recent surgery/Date_______________________________________________________
Medical diagnosis:________________________________________________________
                                                                                                                                              OVER
Golden Light Wellness Center Massage
Policies and Procedures
I understand that the massage/body work I receive is provided for the basic purpose of relaxation and relief of muscular tension.  If I experience any pain or discomfort during this session, I will immediately inform the practitioner so that the pressure and/or strokes may be adjusted to my level of comfort. 
 I further understand that massage should not be construed as a substitute for medical examination, diagnosis, or treatment and that I should see a physician, chiropractor or other qualified medical specialist for any mental or physical ailment that I am aware of.
 I understand that massage practitioners are not qualified to perform spinal or skeletal adjustment, diagnose, prescribe, or treat any physical or mental illness and that nothing said in the course of the session given should be construed as such. 
 Because massage should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions, and answered all the questions honestly.  I agree to keep the practitioner updated as to any changes in my medical profile and understand that there shall be no liability on the practitioner’s part should I fail to do so.  
I also understand that any illicit or sexual suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment.

I am advised that the weight limit on the massage table is 350lbs.  For your safety, should you weigh more than this weight limit, please advise the massage therapist.

*************************
If you arrive late (10 mins or more) without prior notice, for an appointment and would still like to receive your massage at that time, the length of time for your session may be shortened based on the time you arrived, and full payment will still be due.  You will be advised if this is going to occur and will be given the option to reschedule your appointment.  There may be a $20 rescheduling fee.

If you need to cancel your appointment, we would appreciate a 24 hour notice.  No show/no call missed appointment will result in payment in full upon scheduling, prior to the massage, for the next massage appointment.

We ask that you please remove all your jewelry and other items prior to your treatment and place them safely with your belongings.  

Client’s signature:_________________________________Date:_________

Practitioner’s signature:____________________________Date:__________

PLEASE TURN YOUR CELL PHONE OFF!!  THANK YOU!!

