
Massage Intake Form 
 

 

Personal Information 

Name_____________________________________________________________ Date of Initial Visit _________________________ 

Address/City/State/Zip_________________________________________________________________________________________ 

Phone# ___________________________ DOB________________ Email ________________________________________________ 

Occupation________________________________________ Primary Medical Provider_____________________________________ 

Emergency Contact_____________________________________ Relationship______________________ Phone_________________ 

How did you hear about us? (Please specify name)___________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Thank You For Your Continued Support! 

__________Initial: I understand that massage therapy is not a substitute for medical examination or medical 
care, and that it is recommended that I am concurrently working with my primary healthcare provider for any 
condition(s) I may have.  I have stated all my known physical conditions and answered all questions honestly.  I 
agree to keep the practitioner updated as to any changes in my medical profile and understand that there shall be 
no liability on the practitioner’s part should I fail to do so. 

__________Initial: I understand that Massage Therapy and Bodywork services are therapeutic health aids for 
the purpose of relief from muscular tension, stress reduction, or for increasing circulation.  I understand that 
massage therapy does not diagnose illness or disease and that the massage therapist does not prescribe medical 
treatment or pharmaceuticals, nor are spinal manipulations part of massage therapy.   

__________Initial: I understand that massage therapy is non-sexual and any illicit or sexually suggestive 
remarks or advances made by me will result in immediate termination of the session, and I will be liable for full 
payment of the scheduled appointment.     

__________Initial: If I experience any discomfort during my session, I will notify my service provider 
immediately.  

__________Initial: I have read and accept terms of cancelation policy: If I am not able to make a scheduled 
appointment, I agree to cancel the appointment 24 hours in advance by phone call or text message, unless I have 
an emergency, in which case I will call ASAP to reschedule my appointment.  If I miss a scheduled 
appointment without giving 24-hour notice, I agree to forfeit 50% cost of the session for the first time and 
forfeit the full session cost thereafter. 

__________Initial to authorize receipt of text message/email promotions. 

__________Initial: I consent to receive massage service(s) from Soda City Therapeutic Massage.  I understand 
that Soda City Massage Therapy is not responsible for the potential problems with me during or after the 
session.  With my present statement, I irrevocably release from liability any claims for damage against Soda 
City Therapeutic Massage.   

__________Initial: I understand that timely payment is required in full upon completion of all services prior to 
departure from the Soda City Therapeutic Massage facility. 

 

Client Signature___________________________________________ Date________________________  

 

 


