Ashiatsu Intake Form
First Name: _______________________________________ Last Name: ______________________________________________

Address: ______________________________________________________ City, State, Zip: ______________________________

Phone(h): ________________________ (cell): ______________________ Occupation: __________________________________

E-mail: _________________________________________________________   Date of Birth: _____________________________


[image: image1]
How did you hear about Ashiatsu? ______________________________________________________________________________
If referred, whom may I thank for your referral: ​​​​​​​​​​​​​​____________________________________________________________________

Do you have currently or have had any of the following conditions?
	Pregnant or trying to get pregnant
	Tuberculosis
	High Blood Pressure

	Breast implants within 9 months
	Heart Condition
	Aneurysm

	Boils or abscesses
	Thrombosis
	Suspicious Injury

	Recent eye surgery within 72 hours
	Active Phlebitis
	


Any person taking anticoagulants or with inflammatory conditions are contraindicated: bruising and clots are possible:

	Aspirin
	Coumadin
	Lavanox
	Heparin
	Vioxx
	Lithium


What do you hope to accomplish from your visit? ___________________________________________________________________

Please state any recent injuries, surgeries, accidents or medical treatments:
____________________________________________________________________________________________________________
How much water do you drink daily? _____________________________________________________________________________
Do you have any sensitivity to heat or cold? ________________________________________________________________________
Describe your general health: ___________________________________________________________________________________
Describe how well you sleep: ___________________________________________________________________________________
Describe your diet and exercise habits: ____________________________________________________________________________
The above information is true to best of my knowledge. I understand that massage therapy is not a substitute for medical attention or examination. I take responsibility for alerting my practitioner to any physical, mental or emotional changes that occur with my health. I, also, understand that cancelled or missed appointments without 24 hours notice (medical emergencies excluded) may be charged in full for the price of the missed session.

Signature:_________________________________________________________________ Date: _____________________________


