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MASSAGE~~CONFIDENTIAL HEALTH HISTORY FORM

The following information requested is for general fitness programming and is in no way to be used for diagnosis.  We recommend you visit you physician prior to participating in an exercise program.  Vital Lifestyles, Inc. hopes to assist you in your process towards excellent health and well-being.  Your body’s abilities, movements and challenges are your responsibility.  We support you on your journey to total wellness and give you the attention and support you deserve!

Name _________________________________________________________ 
Date of Birth ____________

Address _______________________________________________________
Sex (circle one)   M     F       

City _____________________________________ State ____________________ Zip____________________

Phone (home) _____________________  (work)_____________________(cell)_________________________

Email (we do not give this out to anyone!)  _______________________________________________________

How did you find out about us? ________________________________________________________________

1.  Are you presently under professional medical care (such as physician, chiropractic, physical therapist, etc)? 

[] Yes     [] No   If yes, please explain________________________________________________________

2.  Emergency contact person:

Name __________________________________________
Phone #/s__________________________________

3.  What are your massage therapy treatment goals?

[] Enhance Flexibility/Range of Motion
 [] Decrease Pain

[] Reduce Stress     

[] Enhance Athletic Performance 

 [] Other ______________________________________________

4.  Are there any concerns we should know about you?

_______________________________________________________________________________________

_______________________________________________________________________________________

I understand that massage therapy is intended to enhance relaxation, increase range of motion and improve circulation.  My massage therapist has not expressed or implied that this therapy is the primary treatment for any specific illness or disease.  I understand that massage is an adjunctive therapy that can be coordinated with the advice, treatment or prescriptions recommended by my regular physician.  The decision to participate in a massage session is my own personal responsibility and discretion.  In no way has Vital Lifestyles, Inc. and its associates, employees or contractors prescribed or diagnosed a treatment for my condition.  I have informed the massage therapist of all my known physical conditions, medical conditions and medications, and I will keep the massage therapist updated on any changes. I understand that there shall be no liability on the practitioner's part due to my forgetting to relay any pertinent information. If I experience any pain or discomfort during the session, I immediately communicate that to the 
therapist so the treatment can be adjusted. 

____________________________________________   
_______________________________________

Signature






Date

LEGACY PILATES, YOGA & MORE


16939 Wright Plz #129, Omaha NE 68130


402-502-9772


www.MindBodyPrograms.com


Vital programs to enhance your lifestyle.
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