Client Record Card

Name:					Email:				Phone number:		
Address:
Date of Birth:				Gender: M/F			Occupation:
Sports & Leisure activities:
Are you a member of Wycombe Leisure: Yes / No
Reason for seeking massage: Relaxation: Y/N or Specific problem:
Have you had any of the following:
	High / Low Blood Pressure
	
	Surgery
	
	Cancer
	

	Heart condition
	
	Bone Fractures or Dislocations
	
	Skin Conditions
	

	Deep Vein Thrombosis
	
	Bleeding Disorders
	
	Hypertension
	

	Varicose Veins
	
	Diabetes
	
	Allergies
	



In the past few days, have you injured yourself and have been experiencing signs of swelling, redness and inflammation and / or open wounds: Y/N
Are you currently under medical supervision: Y/N
Are you taking any medication: Y/N
Are you pregnant: Y/N
Notes:
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
I understand that massage is for the purpose of stress reduction, relief from muscular tension or increasing circulation. I understand that the massage therapist does not diagnose illness, disease or any other physical or mental disorder. The massage therapist does not prescribe medical treatment. I also agree to inform my massage therapist of any health or medical changes.

Signature:				Date:				Print name:

