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Name_____________________________________________________Birthdate____________
Address______________________________City___________________State______________

Cell Phone:______________________________Occupation:____________________________
E-Mail:_______________________________________________________________________
Have you recently had any injuries or surgeries?



           Yes (  No (
If yes, please explain_____________________________________________________________
Do you have allergies to any lotions, foods, medications?                       
            Yes (  No (
If yes,please explain___________________________________________________________
Have you had any previous massage, chiropractic, or acupuncture?           
Yes (  No (
Types?________________________________________________________________________
Please indicate where you feel the most pain or tension.   

____________________________________________________________________________________
	   Do you have any of the 
	following conditions?
	

	( Arthritis/bursitis
	( Skin problems
	( Chest pain

	( Heart attack
	( Irregular heartbeat
	( High blood pressure

	( Headaches/ Migranes
	( Artery disease
	( Diabetes

	( Thrombophlebitis
	( Kidney disease
	( Muscle strain or pain

	( Asthma
	( Cancer
	( Inflammation

	( Head Injury
	( Stroke
	( Tendonitis


I understand that the massage therapy services rendered at Solstice are not a substitute for medical care. I understand that my massage therapist does not evaluate or diagnose medical conditions. I affirm that I have stated all my known medical conditions and answered all questions honestly.  I understand that massage therapy may be contraindicated and I agree to keep my massage therapist current on my medical condition(s) or prescription(s).  If I fail to update Solstice and my therapist on my medical conditions past and present, I understand that there shall be no liability for Solstice and my massage therapist.  If I experience any pain or discomfort during a session I agree to immediately inform my therapist to allow for the appropriate adjustments in pressure and/or techniques.  I acknowledge that there is no guarantee or assurance as to the results that may be obtained from the services provided.
Signed____________________________________________________________date________

