
‭Deep Tissue, Treatment and Pain Management‬
‭Massage Minor Intake Form‬

‭Today’s Date:______‬‭/‬‭_______‬‭/‬‭____________        Date‬‭of First Visit:  _________‬‭/‬‭_________‬‭/‬‭____________‬

‭Name:_________________________________  Phone: __________________   Text reminders?: (  )Yes (  ) No‬

‭Address:__________________________________________________________________________________‬

‭City:________________________________State:__________________________Zip:____________________‬

‭Email:______________________________________  Date of Birth:__________________________________‬

‭Occupation:________________________________________________________________________________‬

‭Emergency Contact:______________________Relationship:___________Phone:________________________‬

‭Were you referred to us by anyone? If so, who may we thank? _______________________________________‬

‭The following information will be used to help plan safe and effective massage sessions.‬
‭Please answer the questions to the best of your knowledge.‬

‭1.‬ ‭Have you had a professional massage before?    (  )Yes‬ ‭(  )No‬

‭If yes, how often do you receive massage therapy?: __________________________________________‬

‭2.‬ ‭Do you have any difficulty lying on your front, back or side?  (  )Yes‬ ‭(  )No‬

‭If yes, what side?:_____________________________________________________________________‬

‭3.‬ ‭Do you prefer a deep,or medium pressure massage?:  _________________________________________‬

‭4.‬ ‭Do you have sensitive skin?  (  )Yes‬ ‭(  ) No‬

‭5.‬ ‭Do you have any allergies to oils, lotions or ointments?  (  )Yes‬ ‭(  )No‬

‭If yes, please explain: __________________________________________________________________‬

‭6.‬ ‭Are you wearing (  ) Contacts  (  ) Dentures (  )  Hearing Aid (  ) None‬

‭7.‬ ‭Do you sit for long hours at a workstation, computer or driving?     (  )Yes    (  )No‬

‭8.‬ ‭Do you perform any repetitive movements in your work, sports or hobbies?    (  )Yes    (  )No‬

‭9.‬ ‭Do you experience stress in your work, family, or other aspects of your life?    (  )Yes   (  )No‬

‭10.‬‭List current medications & the conditions they are treating:‬
‭______________________________________________________________________________‬

‭______________________________________________________________________________‬
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‭Medical History‬

‭In order to plan a massage session that is safe and effective, we need some general information about‬
‭your medical history.‬

‭1.‬ ‭Are you currently under medical supervision?   (  )Yes‬ ‭(  )No‬

‭If yes, please explain:__________________________________________________________________‬

‭2.‬ ‭Please check any condition listed below that applies to you:‬
‭(  ) contagious skin condition‬ ‭(  ) phlebitis‬
‭(  ) open sores or wounds‬ ‭(  ) deep vein thrombosis / blood clots‬
‭(  ) easy bruising‬ ‭(  ) joint disorder / arthritis/ osteoarthritis/ tendonitis‬
‭(  ) recent accident or injury‬ ‭(  ) osteoporosis‬
‭(  ) recent fracture‬ ‭(  ) epilepsy‬
‭(  ) recent surgery‬ ‭(  ) headaches / migraines‬
‭(  ) artificial joint‬ ‭(  ) cancer‬
‭(  ) sprains / strains‬ ‭(  ) diabetes‬
‭(  ) current fever‬ ‭(  ) decreased sensation‬
‭(  ) swollen glands                              (  ) Sinus drainage issues‬
‭(  ) Snoring/ sleep apnea‬ ‭(  ) back / neck problems‬
‭(  ) allergies / sensitivity‬ ‭(  ) fibromyalgia‬
‭(  ) heart condition‬ ‭(  ) TMJD‬
‭(  ) high or low blood pressure‬ ‭(  ) carpal tunnel syndrome‬
‭(  ) circulatory disorder‬ ‭(  ) tennis elbow‬
‭(  ) varicose veins‬ ‭(  ) pregnancy if yes, how many months?____________________‬
‭(  ) atherosclerosis‬ ‭(  ) other: _____________________________________________‬

‭Please‬‭explain‬‭any condition that you have marked‬‭above, and‬‭where‬‭they are located.:‬

‭____________________________________________________________________________________‬

‭____________________________________________________________________________________‬

‭3.‬ ‭Is there anything else about your health history that you think would be useful for your massage‬

‭practitioner to know?: _________________________________________________________________‬

‭__________________________________________________________________________________‬
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‭Champion Chiropractic and Wellness Center, Inc.‬
‭Confidential Patient Complaint Form‬

‭What are your major complaint(s) and Specific area(s) of pain?:‬

‭__________________________________________________________________________________________‬

‭__________________________________________________________________________________________‬

‭When did the symptom(s) begin?:‬
‭__________________________________________________________________________________________‬
‭If this is an injury, describe what happened?:‬

‭__________________________________________________________________________________________‬

‭__________________________________________________________________________________________‬

‭In the body chart below‬‭mark‬‭the areas that you want‬‭worked on.‬

‭Have you experienced these symptoms before?  (  )Yes   (  )No   When? ________________________________‬

‭What aggravates this condition?________________________________________________________________‬

‭__________________________________________________________________________________________‬

‭What decreases the symptoms/pain? (  )Ice (  )Heat (  )Stretching (  )Nothing (  )Other: ____________________‬

‭__________________________________________________________________________________________‬

‭Have you seen a doctor for this condition?  (  )Yes  (  )No‬
‭Doctor’s Name: _______________________________________________‬

‭Date consulted: _______________________________________________‬

‭Diagnosis: ___________________________________________________‬

‭Does this condition interfere with your sleep?  (  )Yes (  )No‬

‭If yes, how many times do you wake up per night?: ________________________________________________‬

‭In what position do you sleep?  (  )Back  (  )Side (  )Stomach‬

‭Do you sleep with a pillow?  (  )Yes  (  )No  If so, how many?: _______________________________________‬

‭Does it cause pain to cough, grunt, sneeze?  (  )Yes  (  )No  If so, where?: _______________________________‬
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‭Champion Chiropractic Massage Agreement‬

‭I, _____________________________(‬‭print name‬‭) understand‬‭that the massage I receive is provided for the‬
‭basic purpose of pain management and relief of muscular tension.  If I experience any pain or discomfort during‬
‭this session, I will immediately inform the therapist so that the pressure and/or strokes may be adjusted to my‬
‭level of comfort.  I further understand that massage should not be construed as a substitute for medical‬
‭examination, diagnosis, or treatment. I acknowledge that I should seek a physician, chiropractor or other‬
‭qualified medical specialist for any mental or physical ailment that I am aware of.  I understand that massage‬
‭therapists are not qualified to perform spinal or skeletal adjustments, diagnoses, give prescriptions, or treat any‬
‭physical or mental illness. Nothing said in the course of the session given should be construed as such.  Because‬
‭massage should not be performed under certain medical conditions, I affirm that I have stated all my known‬
‭medical conditions and answered all questions honestly.‬ ‭I agree to keep the therapist updated as to any‬
‭changes in my medical profile and understand that there shall be no liability on the therapist’s part‬
‭should I fail to do so.‬

‭________________________________________________              ______________________________________________‬
‭Name of Financially Responsible Party (Please Print)‬ ‭Signature of Financially Responsible Party‬

‭________________________________________________            ______________________________________________‬
‭Relationship to Patient‬ ‭Today’s Date‬

‭________________________________________________           ______________________________________________‬
‭Massage Therapist signature                                                      Date‬

‭Champion Chiropractic missed appointment & late appointment cancellation Financial‬
‭Policy.‬

‭Our Doctors and therapist value your time and request that you value theirs.  The first missed appointment or‬
‭appointment canceled without a‬‭24 hour‬‭prior notice‬‭will receive a warning.  No fee will be charged for the first‬
‭missed appointment.  Because we pay our therapist whether you show up or not,‬‭any missed appointments‬‭or‬
‭appointments not canceled with 24 hour notice thereafter will be $60.00 each.‬‭These charges cannot be‬
‭billed to your insurance company and will be‬‭your‬‭responsibility‬‭.  These fees must be paid on or before‬‭the‬
‭next scheduled appointment.‬

‭I _______________________________, understand and agree to Champion Chiropractic’s missed and or late‬

‭cancellation appointment policy.‬

‭Signature‬‭:‬‭___________________________________________Date:‬‭________________________________‬
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‭Before each treatment‬

‭●‬ ‭Tell your therapist about any changes in your health since your last visit.‬
‭●‬ ‭Please remove all jewelry.‬
‭●‬ ‭Please put long hair up.‬

‭And throughout your visit(s)‬

‭●‬ ‭Please ask questions during the massage. Your therapist will be happy to keep you informed and‬
‭comfortable.‬

‭Informed Consent For Massage Therapy‬
‭If at any point during the massage I am uncomfortable or uneasy with the procedures being administered‬
‭and/or I experience pain, I understand it is my responsibility to IMMEDIATELY inform the massage‬
‭therapist, so that the procedure can be adjusted to a level of comfort or terminated.‬
‭I further understand that massage therapy is not a substitute for diagnosis and treatment by a medical or‬
‭osteopathic doctor. What we discuss is not a replacement for their advice. I understand that the massage‬
‭therapy scope of practice does not include spinal adjustments or the use of drugs, diet or exercise.‬
‭I understand that if I am under the influence of alcohol or other drugs that inhibit my senses the massage‬
‭will be terminated immediately.‬
‭I agree to provide accurate information about my health history today, and to tell my massage therapist‬
‭about any changes in the future. If I do not, it may affect my therapy.‬
‭It is not the intent of the massage therapist to cause injury or bruising to the areas of treatment. Minor‬
‭bruising and soreness is customary after a massage. Drink 40 oz of water to decrease pain and swelling‬
‭after a massage.‬
‭If I have been sick within the last 48 hours, I will reschedule, because massage can make my illness‬
‭worse.‬
‭I acknowledge that any sexual or implied sexual comments or actions on my part will result in‬
‭immediate termination of the massage session.  I will then be fully responsible for any and all charges in‬
‭full at that time.‬
‭I understand that I may be held responsible to pay, in full, for any missed appointments without prior‬
‭notification or any cancellations made less than 24 hours in advance. A fee of $60.00  will be charged‬
‭for any missed appointment(s).‬
‭I authorize this massage therapist to perform the treatment or necessary procedure for myself.‬
‭I authorize the use of lotions to my body.‬
‭I acknowledge that I have consulted a physician before undergoing this massage treatment. I understand‬
‭that I should consult my doctor before the procedure.‬
‭I understand that this is an alternative treatment and if there are any medical concerns, I need to talk to‬
‭my physician.‬
‭I release this Champion Chiropractic Center for any responsibility in case of an accident, illness, or‬
‭injury.‬
‭I acknowledge that all information I provided in this form is true and accurate.‬

‭Signature‬‭:__________________________________________________‬ ‭Date:_________________________‬
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‭Massage Therapy Informed Consent to Treat a Minor‬

‭Clients under the age of 17 must be accompanied by a parent or legal guardian during the entire session.‬
‭Informed written consent must be provided by the parent or legal guardian for any client under the age of 17.‬

‭I hereby authorize Champion Chiropractic Center, Inc. and whomever they may designate as Therapist to‬
‭administer therapy as they deem necessary to my minor ______________________________________.‬

‭(Please Print minor's name)‬
‭I authorize Champion Chiropractic Center, Inc. and said therapist to treat the above named child in my absence‬
‭under normal office visit circumstances.‬

‭I understand that massage therapy is for the purpose of stress reduction, relief from muscular tension, and‬
‭improvement of circulation.‬

‭I understand that the massage therapist does not diagnose illness, disease or any other physical or mental‬
‭condition.  No conversations or statements made during or relating to our sessions should be construed as such.‬

‭The massage therapist neither prescribes medical or pharmaceutical treatment nor performs any spinal‬
‭adjustments.  It has been made clear to me that professional massage therapy is not a substitute for medical or‬
‭chiropractic treatment.‬

‭I understand that it is recommended that I see a physician to verify that there is no medical reason that I should‬
‭not undergo massage therapy for any physical ailment that I might have.‬

‭I acknowledge that any sexual or implied sexual comments or actions on my part will result in immediate‬
‭termination of the massage session.  I will then be fully responsible for any and all charges in full at that time.‬

‭I understand that I may be held responsible to pay, in full, for any missed appointments without prior‬
‭notification or any cancellations made less than 24 hours in advance.‬

‭Having this knowledge, I knowingly authorize Champion Chiropractic Center, Inc. to proceed with‬
‭massage therapy care and treatment.‬

‭Child’s full legal name: _____________________________________________________________________‬

‭Parent / Guardian Printed Name: ____________________________________________________________‬

‭Parent / Guardian Signature: ______________________________________________ Date: ____________‬

‭Massage Therapist Signature: _____________________________________________ Date:_____________‬
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