31956 US 19 N
Palm Harbor, FL 34684
(727) 364 1921
Name: ____________________________________________________ Date: ____________
Address: ____________________________________________________________________
City: __________________________________ State: ____________ Zip: ________________
DOB: ____________________ Occupation: ____________________________Yrs:_________
Phone: ______________________________ Email: __________________________________
Emergency Contact: _________________________________ Phone: ____________________
Primary Physician: __________________________________ Phone: ____________________
May we have permission to contact your Primary Physician and keep them informed of your
progress? Yes No
1. Who can we thank for referring you?
_______________________________________________
The following information will be used to help plan safe and effective treatments.
Please answer the questions to the best of your knowledge.
2. Have you ever had a professional massage before?

yes

no Frequency _____________

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. Are you wearing

( ) contact lenses

( ) dentures

( ) hearing aid

6. What specific goals are you looking to achieve from your massage treatment?
___________________________________________________________________________________________

7. Where exactly is the problem? Mark the figure below to specify. Rate the recent level of discomfort by shading
in the thermometer below. (You may select more than one body part.)

8. Have you ever been treated for this same condition?
yes no
If yes please explain ________________________________________________________________________

9. Were you admitted to the hospital?

yes

no

10. Describe how it feels:
(aching, cramping, dull, sore, deep, sharp, stabbing, stinging, tingling, burning, numbness, radiating -if so where?)

11. How did it start the first time and this time, if this is not the first?
(Sudden or gradual onset and mechanism of injury)

12. How often does it bother you?
(Constant, all the time, every day, number of times per week or month)

13. How long does it last once it is there? (Always there, number of minutes or hours)

14. What specifically makes it worse?
(Certain movements/activities, stress, time of day, no pattern)

15. What makes it feel better?
(Certain movements/activities, heat/ice, time of day, therapies, nothing)

16. Do you have a diagnosis from a Doctor? yes

no

If Yes Please explain __________________________

_____________________________________________________________________________________________

17. Other therapies/remedies tried and results:

Chiropractic
Orthopedics
Injections
Massage Therapy
Acupuncture
Medication
Other
18. Have you ever had any surgeries and were they beneficial at the time?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
19. List any other health problems for which you are being treated: ___________________________________
____________________________________________________________________________________________

20. Do you have any pre-existing conditions that relate to this present injury? Yes

No

If yes, please explain: __________________________________________________________________________
____________________________________________________________________________________________

21. Current Medications: ________________________________________________________________________

Activities of Daily Living
In this section, the idea is to get a sense of what type and to what intensity and frequency of activities/movements,
postures/positions, and exercise you get a regular basis.

Job/Work Duties:

Household Duties:

Regular Activities/Hobbies:

Exercise:

Sleeping Position:

Other:

22. What do you believe caused or is causing this condition? ___________________________________
________________________________________________________________________________________

23. Do you believe it is possible to heal 100%? If not, what %? ____________________________________
__________________________________________________________________________________________
24. How long do you feel it will take? __________________________________________________________
25. On a scale of 0-10, how much effort are you willing to put in to achieve maximum healing?
26. Select the level of stress you are experiencing on a regular basis on a scale of 1 to 10:
Describe what positive impact would happen in your life if you were symptom free.
(Examples) Play with my children, play tennis/ basketball/ other sports, exercise, work, sleep better, etc
_____________________________________________________________________________________________
_____________________________________________________________________________________________
____________________________________________________________________________________________

31956 US 19 N
Palm Harbor, FL 34684
(727) 786-1110
Thank you for choosing Therapeutic Elements Center for Massage Therapy for your
Massage & Bodywork needs. Selecting a therapist is an important process, and we hope that
you will be delighted with the service you receive.
The following policies are provided to you for your review and signature:

1. Silence all electronic devices.
2. Arrive 10-15 minutes before your scheduled appointment time.
3. If you are late for your appointment, the appointment still starts and ends at the
scheduled time.
4. Twenty Four (24) hours prior notice is required to cancel an appointment
without a charge. Any other cancellations, at the therapist’s discretion, will be
billed at that treatment’s rate.
5. In consideration of your Licensed Massage Therapist, you give Therapeutic
Elements permission to hold an updated credit card on file and understand that we
hold the right to charge the full price of your scheduled massage treatment to
the credit card on file in the event that you do not show up for your scheduled
treatment.
6. If the session is terminated due to inappropriate behavior or conduct, Payment is
due in full.
7. For the safety of you and your therapist, please disclose ALL information related to
Your medical conditions. ALL INFORMATION IS STRICTLY CONFIDENTIAL.
8. It is your obligation to update your therapist on your medications, medical conditions,
and responses to the massage treatment.
9. Please inform the therapist if the pressure during the massage treatment needs
to be adjusted to your comfort level.
Client Signature: __________________________________________ Date: ____________
Parent Signature (if client is under 18 years of age): ________________________________

