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                                      Jen Stone Massage

                                                                           jenstonemassage@gmail.com   303-777-3828

Client Health Questionnaire

Please fill out the appropriate information below. All information provided is kept in strictest confidentiality.

Name: _________________________________________________________

Address __________________________________________________________________ Apt #: ________________

City: ______________________________________ State: _______________ Zip: ___________

Daytime Phone: ______________________________ Evening Phone: ____________________________________

Occupation: _________________________________ Employer: _________________________________________

Date of Birth: ____________________  Email address: _______________________________________________

In Case of Emergency Please Notify: _______________________________________________________________

Relationship to Client: ____________________________ Phone: ____________________________________

How did you hear about Jen Stone Massage?______________________________________________________

Have you ever received a massage before? Yes   No 

If yes, when was your last massage? ___________________________________

Do you have allergic reactions to oils, lotions, ointments, liniments, or other substances put on the skin?  Yes  or  No

Do you wear contact lenses ( ) dentures ( ) a hearing aid ( )?

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

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

If yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________

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

If yes, please describe:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any particular goals for this massage session? Yes or No

If yes, please explain:__________________________________________________________________________________

Are you under Medical, Chiropractic, Physical Therapy, or Therapeutic treatment? Yes   No

If YES, for what condition(s) ?: ____________________________________________________________________________________

____________________________________________________________________________________

Health History:

Check any and all of the following conditions that currently apply to you, or have occurred within the last 12 months.
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Please provide any comments/concerns regarding your health history: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please list ANY prescription medications, including ANY over-the-counter medications or herbal/nutritional supplements you are currently taking and what you take them for:

