
Bodywork Intake Form
All information you provide is confidential

Name__________________________________________________ Date ____________________

Address__________________________________________________________________________

City___________________________________ State_____________ Zip_____________________

Email _________________________________________ Date of Birth ______________________

Cell Phone _______________________________ Home Phone ___________________________

Occupation ________________________________ Referred by ___________________________

Emergency contact_____________________________________ Phone _____________________

‘ What would you like to gain from your session? Any intentions or wishes?

‘ Would you share how often and what do you do to take care of yourself on these three levels?

physical 

emotional
 

soul/spiritual

‘ What are the qualities or feelings you associate with your body most often? Please name five:

‘ Do you have allergies to incense, herbs, essential oils or any other materials?



‘ Please describe and indicate on the picture below any areas where you feel pain, stiffness, or other
discomfort:

                                                

‘ Do you have any movement restriction? Please describe:

‘ What other therapies are you receiving or have you previously received?

___________massage ___________reflexology ___________chiropractic

___________bodywork ___________acupuncture ___________other

‘ How many times a week or month do you use 

caffeine _____________, nicotine_____________, alcohol_____________, energy drinks_____________?

‘ How many hours a night do you sleep? ____________ Do you sleep well? _____________________

‘ How often do you exercise and what do you do?



Medical History
Please check all that apply to you either currently or previously

  Skin-Muscular-Skeletal conditions:
____Headaches (tension, migraine)
____Skin irritation
____Joint stiffness/swelling 
____Strains/Sprains
____Muscle cramps 
____Broken/Fractured Bones 
____TMJ Dysfunction
____Tendonitis
____Bursitis
____Sciatica
____Arthritis
____Osteoporosis
____Scoliosis
____Shoulder dislocation
____Whiplash
____Knee surgery 
____Hip replacement
____Other____________________________

  Reproductive conditions:
____Irregular menstruation
____Hormonal imbalance
____PMS
____Number of pregnancies
____Miscarriage
____Menopause
____Endometriosis
____Hysterectomy
____Cesarean Section
____Other____________________________ 

  Digestive conditions:
____Diverticulosis
____Irritable Bowel Syndrome
____Crohn’s Disease
____Colitis
____Diabetes
____Other___________________________

  Circulatory/Respiratory conditions:
____Dizziness/Fainting
____Varicose veins
____Low/High blood pressure
____Blood clots
____Stroke
____Heart condition
____Allergies
____Other___________________________

  Nervous System conditions:
____Numbness/Tingling
____Sleep disorders
____Carpal Tunnel Syndrome
____Thoracic Outlet Syndrome
____Disc herniation
____Other___________________________

  Other conditions:
____Clinical depression
____Fibromyalgia
____Chronic Fatigue 
____Cancer
____Other___________________________

‘ Are you currently under doctor’s care?__________________________________________________

‘ Are you or could you be pregnant? _____________________________________________________

‘ Are you taking any medications - what for?______________________________________________

_________________________________________________________________________________________

‘ Please list any surgery you have had: ___________________________________________________

_________________________________________________________________________________________

I confirm with my signature that the information provided is accurate to my best knowledge.

Signature _________________________________________________   Date ________________________



Informed Consent and Agreement

You are about to become a client of Body Centered Wisdom for the purpose of bodywork provided on
your request. Please carefully read the following information:

Bodywork is not a substitute for medical treatment. It is not intended to diagnose, treat or cure any
medical conditions, and should not replace treatment or consultation with a qualified physician.

For your safety and well-being, please be sure to fill out your Client Intake Information form accurately
and completely. Please openly express any concerns you might have before and/or throughout your bodywork
session.  

On a rare occasions, clients may experience adverse reactions to bodywork. The symptoms may include
headache, dizziness, muscle soreness and/or slight bruising. By signing this release you agree not to hold me
liable for any unfavorable effects of any treatment given to you. If you experience any symptoms throughout the
session, please inform me immediately so I can take direct action to remedy the situation, or discontinue the
session, whichever you prefer.

Bodywork is an intimate art form which requires close contact between the client and the practitioner. I
respect your privacy completely, and remind you that you are in full control of your session at all times. If you
feel uncomfortable at any time, please inform me immediately.

All of the information regarding your health history form, the records of your sessions and the other
personal information related to the session will remain confidential. If information is requested by other medical
personnel or massage practitioners you will need to release it under written consent.

Except in cases of emergency, you agree to pay for all sessions which are not cancelled at
least 24 hours in advance. If cancellation is received less then 24 hours in advance you will need to pay the full
amount for the session missed.

By signing this form, you acknowledge that you have read, understood and agreed to the above statements
. 

Name print ___________________________________________

Signature _____________________________________________         Date   ___________________

If the client is under 18 years old, a legal guardian’s authorization is required:

As a legal guardian of:  ___________________________________________________________

I consent to the above terms and conditions.

Guardian's signature: __________________________________  Date  ___________________


