Masha’s Therapeutic Massage Office
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How did you hear about my business? Circle: Yelp Google Bing Yahoo Flier Driving by

Referred by (name)
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Have you had a massage before? NO YES (How long ago?)

Pressure preference: Feather Light Lymphatic Swedish/Relaxation Medium/Moderate Heavy/Firm Deep Tissue

Are you currently under a physician’s care or on medication? (Y N) Explain:

Accidents, health issues, injuries, or surgeries in the last year? (Y N) Explain:

Skin, scent, food, herb, or nut allergies? (Y N) Explain:

I have provided all related medical information. I understand that the purpose of this massage is for relaxation
only, & that in no way will the massage therapist claim to diagnose, treat, cure, or prevent any condition.

Client Signature: Date:




