Avon Massage Therapy Center

32 East Main Street, Avon, CT 06001

(860) 677-8388   *www.avonmassage.com
MEDICAL HISTORY QUESTIONNAIRE
The purpose of this confidential form is to maximize the safety and effectiveness of your massage.
Date_____________ Referred by___________________________ Email address: _________________________

Name_________________________________________________ Date of Birth*__________________________

Address_____________________________________City_______________State_____Zip Code_____________

Phone (Home)_____________________ Phone (Wk)____________________Phone (cell)___________________
Have you had experience with professional massage?:  Y or N      If yes, when was your last massage?___________________________

Occupation__________________________

Is there any area where you would like extra time spent? (Neck, shoulders, low back….)_______________________________________

What physical activities do you participate in? ______________________________________________________

Do you have trouble sleeping? ______ Are your bowels regular? _____  Are you pregnant?______Due: ________

Are you wearing: Contact Lenses? _____
Hearing Aids? ______ 
Dentures? ______
Please Indicate and List Any Medical Problems or Conditions
____
Skin Condition – acne, rash, allergies, skin cancer, other ___________________________________________

____
Lymphatic condition – swollen glands, lymphoma, other __________________________________________

____
Recent Injury – whiplash, sprain, bruise, other ___________________________________________________

____
Circulatory condition – heart disease, varicose veins, phlebitis, arteriosclerosis, other ___________________

____  
Neurological condition – sciatica, numbness/tingling, stroke, epilepsy, other ___________________________
____
Joint problems, pain or stiffness – osteoarthritis, rheumatoid arthritis _________________________________

   
Gout, hyper-mobile joints, sacroiliac problems, other ______________________________________________

____
Bone Conditions – osteoporosis, previous fractures, cancer, other ____________________________________

____
Headaches – migraines, PMS, tension, sinus, other _______________________________________________

____
Emotional difficulties – depression, anxiety, psychotic episodes, other ________________________________

____
Stress ___________________________________________________________________________________

____
Recent surgery (type and date) ______________________________________________________________ 

____
Other____________________________________________________________________________________

____
Current Medications ______________________________________________________________________

Doctor/other __________________________________________ Phone ____________________________________

You have my permission to contact my health care provider(s): _________(initial)

Please sign after reading POLICIES posted in the lobby  (this must be signed before session begins)
Signature___________________________________________________Date:____________________________

*Consent for a Minor or Dependent: By my signature below, I hereby authorize AMTC to administer massage/bodywork to my child or dependent, as they deemed necessary.

Signature of Parent or Guardian: ________________________________                             Date: ________________________________________
AVON MASSAGE

THERAPY CENTER
POLICIES
TO ENSURE EFFICIANCY, DEPENDABILITY & CONSIDERATION TO ALL OUR CLIENTS & THERAPISTS THE FOLLOWING POLICIES ARE FOLLOWED:
CANCELLATION POLICY:  Clients will be expected to pay a cancellation fee of 60% of the scheduled session to AMTC if the cancellation was made with less than a 12 hr. notice.

LATE ARRIVALS:  Clients who arrive late, will be expected to pay for their entire scheduled session regardless of the time remaining of that session. AMTC will attempt, with the best of their ability, to give the client as much of their scheduled session without effecting other clients waiting or therapist’s other scheduled appointments. Please arrive 15 min. before your scheduled session if you are a new client and 10 min. before if you are a returning client to ensure that your session starts on time.

AS A CLIENT OF AMTC, you will understand that the massage/bodywork you receive, by a licensed massage therapist or healer, is provided at AMTC for the basic purpose of relaxation and relief of muscle tension. If you experience any pain, discomfort during the session, you will immediately inform the practitioner so that the pressure and/or strokes may be adjusted to your level of comfort. Further understand the massage or bodywork should not be construed as a substitute for medical examination, diagnosis or treatment and that you should see a physician, chiropractor, or other qualified medical specialist for any mental or physical ailment of which you are aware. Massage/bodywork practitioners are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and nothing said in the course of the session, should be construed as such.  Because massage/bodywork should not be performed under certain medical conditions, you will affirm that you have stated all your known medical conditions and understand that there shall be no liability on the practitioner’s part should you fail to do so.  Any illicit or sexually suggestive remarks or advances made by the client will result in immediate termination of the session, and the client will be liable for payment of the scheduled session.
THANK YOU! ENLOY YOUR SESSION!
