IntegraƟve Massage of Boulder — Client InformaƟon Form
(All informa on will be kept confiden al)

Name_____________________________________________________________________ Date of Birth _________________________
Address______________________________________________ City __________________________ State ______ Zip ______________
Phone ____________________________ Cell Phone ____________________________ e‐mail address ___________________________
Occupa on______________________________________________________________
Primary Care Physician_____________________________________________________________ Phone _________________________
What are the results that you hope to experience from this massage session?
How did you hear about us?
Are you interested in receiving periodic newsle ers and special oﬀers? Y/N
Please list all medica ons that you currently take:
Please list any accidents, injuries, surgeries or hospitaliza ons in the past 5 years:

I understand that the massage I receive is provided for the basic purposes of relaxa on and relief of muscular tension. If I experience any pain or
discomfort during my sessions, I will immediately inform the prac oner so that the pressure and/or strokes may be adjusted to my level of com‐
fort. I further understand that massage should not be construed as a subs tute for medical examina on, diagnosis or treatment and that I
should see a physician, chiropractor or other qualified medical specialist for any ailment that I am aware of. I understand that massage prac ‐
oners are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe or treat any physical or mental illness and that nothing
said in the course of the sessions given should be construed as such. Because massage should not be performed under certain medical condi‐
ons, I aﬃrm that I have listed all my known medical condi ons and answered all ques ons honestly. I agree to keep my prac oner updated as
to any changes in my medical profile and understand that there shall be no liability on the prac oner’s part should I fail to do so. If I have a
specific medical condi on or specific symptoms, massage may be contraindicated and a referral from my doctor may be required prior to service
being provided. I understand that Integra ve Massage of Boulder has a 24‐hour cancella on policy and I will be liable for full payment for any
appointments canceled a er this me.
Client’s Signature___________________________________________________________________ Date________________________________

