
Client Intake Form – Therapeutic Massage
Personal Information:

Name Phone (Day) Phone (Eve)

Address

City/State/Zip

email Date of Birth Occupation

Emergency Contact Phone

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

Date of Initial Visit

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, please explain

3. Do you have any allergies to oils, lotions, or ointments? Yes No

If yes, please explain

4. Do you have sensitive skin? Yes No

5. Are you wearing contact lenses (  ) dentures (  ) a hearing aid (  ) ?

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

If yes, please describe

7. Do you perform any repetitive movement in your work, sports, or hobby? Yes No

If yes, please describe

8. Do you experience stress in your work, family, or other aspect of your life? Yes No

If yes, how do you think it has affected your health? 

muscle tension (  )   anxiety (  )   insomnia (  )   irritability (  )   other

9. Is there a particular area of the body where you are experiencing tension, stiffness, pain

or other discomfort? Yes No

If yes, please identify

10. Do you have any particular goals in mind for this massage session? Yes No

If yes, please explain

Circle any specific areas you would like the 

massage therapist to concentrate on 

during the session:

Continued on page 2

Personal Information                        Date of Initial Visit:________________________

Name:_______________________________ Phone:_________________ Email:_______________________________

Address:____________________________________________ City / State / Zip: _______________________________

Name/Pronoun Preference:__________________ Emergency Contact:________________ Phone: _________________

The following information will be kept confidential and used to help plan safe and effective massage treatments.

1. Have you had a professional massage before?  (  )Yes  (  )No            Preferred Pressure?   (  )Light  (  )Medium  (  )Firm

If yes, how often do you receive massage therapy? _________________________________________________

2. Do you receive other forms of therapy such as; Chiropractic, Acupuncture, Nutrition, Physical Therapy?   (  )Yes (  )No

If yes, please explain. ________________________________________________________________________

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

If yes, please explain. ________________________________________________________________________

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

If yes, please explain. ________________________________________________________________________

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

6. Are you wearing:   Contact Lenses? (  )   Dentures? (  )   Hearing Aids? (  )   Pacemaker? (  )   Other Implants? (  )

7. Do you sit for long periods of time at a workstation or driving? (  )Yes(  )No  Repetitive Movements / Motions? (  )Yes(  )No

If yes, please describe. _______________________________________________________________________

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

Muscle tension (  )   Anxiety (  )   Insomnia (  )   Irritability (  )   Other: ____________________________________

9. Is there a particular area of the body where you are experiencing tension, stiffness, pain or other discomfort? (  )Yes(  )No   

If yes, please identify. ________________________________________________________________________

10. Do you have any particular goals in mind for this massage session?  (  )Yes  (  )No

If yes, please explain. ________________________________________________________________________

Jared B. Geurts L.M.T
Phone: 303 513 0593

SageWorksMassage@gmail.com
www.SageWorksMassage.com 

1730 Gaylord Street Denver, Co 80206

mailto:SageWorksMassage@gmail.com
mailto:SageWorksMassage@gmail.com
http://www.sageworksmassage.com
https://www.google.com/maps/place/1730+Gaylord+St,+Denver,+CO+80206/data=!4m2!3m1!1s0x876c794af3630271:0x6c0483d104d86ae0?sa=X&ved=0ahUKEwjL2fS9g8_NAhVE6YMKHZ8DAacQ8gEIGzAA


Medical History 
Please provide the following general information regarding your medical history. 
11. Are you currently under medical supervision?  (  )Yes  (  )No

If yes, please explain. ________________________________________________________________________

12. Are you currently taking any medications?  (  )Yes  (  )No
If yes, please list. ____________________________________________________________________________

13. Please check any conditions listed below that applies to you: 
(  ) Contagious Skin Conditions (  ) High or Low Blood Pressure (  ) Epilepsy
(  ) Open Sores or Wounds (  ) Circulatory Disorders (  ) Headaches / Migraines
(  ) Easy Bruising (  ) Varicose Veins (  ) Cancer
(  ) Recent Accident or Injury (  ) Deep Vein Thrombosis (  ) Diabetes
(  ) Recent Surgery (  ) Blood Clots (  ) Decreased Sensation
(  ) Recent Fracture (  ) Phlebitis (  ) Back / Neck Problem
(  ) Sprains/ Strains (  ) Atherosclerosis (  ) Whiplash
(  ) Tendonitis (  ) Joint Disorder (  ) Fibromyalgia
(  ) Current Fever (  ) Artificial Joint (  ) Carpal Tunnel Syndrome
(  ) Swollen Glands (  ) Rheumatoid Arthritis (  ) TMJ
(  ) Allergies / Sensitivities (  ) Osteoarthritis (  ) Pregnancy - If so, 
(  ) Heart Condition (  ) Osteoporosis      How many weeks?________

Please explain any condition that you have marked above:__________________________________________________   
__________________________________________________________________________________________

14. Is there anything else about your health that you think would be useful for your massage therapist to know in order to 
plan a safe and effective massage treatment for you? _____________________________________________________
__________________________________________________________________________

Massage Therapy Informed Consent *Please Read*

I, ________________________ (client) understand that massage therapy provided by, Jared B. Geurts (Sage Works Massage) 
is intended to enhance relaxation, reduce pain caused by muscle tension, increase range of motion, improve circulation and 
offer a positive experience of touch. The general benefits for massage, possible massage contraindications and the treatment 
procedure have been explained to me. I understand that massage therapy is not a substitute for medical treatment or 
medications, and that it is recommended that I concurrently work with my Primary Caregiver for any condition I may have. I am 
aware that the massage therapist does not diagnose illness or disease, does not prescribe medications, and that spinal 
manipulations are not part of massage therapy. I have informed the massage therapist of all my known 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 practitioners part due to my forgetting to relay any pertinent information. If I experience any pain or discomfort 
during the session, I will immediately inform the practitioner so that the pressure or methods can be adjusted to my level of 
comfort. I understand that I am an active participant in the process of establishing, evaluating and accomplishing my goals and 
demonstrate this by my ability and willingness to communicate my ideas, thoughts, feelings, needs, likes, dislikes, and 
questions. I understand that naming my needs openly and clearly and by bringing my full attention and awareness into this 
process, I am empowered, and respect and care for myself. By signing this release, I hereby waive and release from any and all 
liability, past, present, and future, relating to massage therapy provided by, Jared B. Geurts (Sage Works Massage).

I understand that at any time I may withdraw my consent and treatment will be stopped. 

_______________________________________________ ___________________________
Client Signature            Date

Dora State Licensure MT.0018511 Jared B. Geurts Insurance Policy ABMP ID : 1122428
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