
 

Stay Fit Massage Intake Form 
 

Name: _____________________________________________________________________________ D.O.B. ______/_______/__________ 

Address: ______________________________________________________City: ________________________________________________ 

State: ______________ Zip: _____________________ Phone: ______________________________________________________________ 

Email: ______________________________________________________________________________________________________________ 

How did you hear about us? ______________________________________________________________________________________ 

_____________________________________________________________________________________________________________________ 

Is this your first massage? ___________ If  no, how many massages have you had? ________________________________ 

 

Waiver and Release 

I understand that the massage I receive is provided for the purpose of relaxation and the relief of muscular ten-

sion only. I have no known medical condition that would contraindicate massage and understand that massage 

therapists are not qualified to diagnose, adjust, prescribe, or treat any physical or mental illness. This consent is 

intended as a waiver of liability for all massage therapists employed by Stay Fit Physical Therapy & Core Well-

ness, Inc., as well as Stay Fit Physical Therapy & Core Wellness, Inc. 

 

Signed by: __________________________________________________________________ Date: ________________________________ 

(Please Print) 

Signature: _____________________________________________________ Witness: __________________________________________ 

 

 

 

Stay Fit Physical Therapy & Core Wellness, Inc. 

Massage Intake and Waiver For, Rev 1, Jan. 2012 



Stay Fit Health Questionnaire  

 

Personal Information 

 

Name: ____________________________________________________    Right Handed:         Left Handed: 
 

Education:  Elementary         High School           Trade School         College         Graduate School 
 

Employment: Full Time        Part Time  

Describe your daily activity or job position: ___________________________________________________________________ 

_________________________________________________________________________________________________________________ 
 

Activities:  Sports ______________________________________________________________________________________________ 

       Hobbies ____________________________________________________________________________________________ 

Emergency Contact:  _______________________________________________________ Relationship: _____________________ 

Home Phone: _______________________________________ Mobile Phone: ___________________________________________ 

Physical History 

 

Please list most current injuries/accidents: ______________________________________________________________________ 

___________________________________________________________________________________________________________________ 

Have you ever received physical therapy? ____________If yes, when & why? _____________________________________ 

___________________________________________________________________________________________________________________ 

Please list any recent surgeries? _________________________________________________________________________________ 

 

 

Lifestyle 

Do you smoke? Y/N 

Do you drink alcohol? Y/N 

How many hours of sleep do you average per night? _____ 

Describe your current exercise program? ______________________________________________________________________ 

__________________________________________________________________________________________________________________ 

 

Check all that apply. 
 

   Unable to participate in normal hobbies/interests? 

   Significant Stress:  Work          Home         Other     

   Difficult with self care? 

   Excessive moodiness?  

   Depression?     

Personal Evaluation 

 

     

     Nervousness? 

     Forgetfulness? 

     Grief due to family death?  

     Transportation problems? 

     Other? 
 

           



Current Pain Level 

Please indicate on this image what body area your are currently experiencing pain: 

Please mark on the scale what best describes your pain level: 

1               2               3               4               5               6               7               8               9               10 

No Pain     Moderate Pain     Extreme Pain 

Medical History 
 

Please indicate “C” for Current problem or “P” for past problems: 

     Allergies 

     Artificial Joint 

     Arthritis 

     Bone Fracture/Sprain 

     Blood Clots 

     Cancer 

     Chest Pain 

     Dizziness 

     Diabetes 

     Easy Bruising 

     Epilepsy 

     Fainting Spells 

     Fibromyalgia  

     Frequent Headaches/Migraine 

     Recent Weight Loss/Gain 

     Recurring Back Pain 

     Recent Surgery 

     Seizures 

     Shortness of Breath 

      ____On Exertion 

      ____Lying Flat 

     Skin Infection/Disease  

     Sleep Apnea 

     Sleeping Difficulties 

     Stroke 

     Thyroid  

     TMJ 

     Varicose Veins 

     Glaucoma 

     Heart Condition/Pacemaker 

     Hernias 

     High Blood Pressure 

     Joint Injury 

     Leg Pain 

     Loss of Appetite 

     Muscle Weakness 

     Numbness/Tingling Sensation 

       ____Arm(s)    ____Hand(s) 

       ____Leg(s)     ____Foot/Feet 

     Night Sweats 

     Osteoporosis 

     Pregnancy 

Please clearly describe your pain below: 
 

___________________________________________ 

 

___________________________________________ 

 

___________________________________________ 

 

___________________________________________ 

 

___________________________________________ 

 

___________________________________________ 

Medications 

List all current medications and dosages: _______________________________________________________________________ 

___________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________ 


