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CLIENT RECORD AND CONSENT FORM 

 

THIS FORM MUST BE COMPLETED & SIGNED BEFORE RECEIVING A MASSAGE 

 

Client Details 

Title ……..……… Surname  ……………………..……………..………… First Name  ………………….…………… 

D.O.B  ……..…/…..……/……..…    M/F  ………….…      
Address ………………………………………………………………………………………………………………………………………… 

…………………………………………………………………………………………………………………………………… 

Contact Details      Day  ………………..……………   Mobile  …………..………………   Email:  ……………………………………… 

 

In case of an emergency contact: 

Name  ...………………..………..….. Contact Number  ……………………………….. Relationship …………………………………... 

 

GP Details 

Name  ………………………………………….….…………..   Contact Number  ……………………………………..…………………… 

Surgery Address  ………………………………………………………………………………………………………………………………. 

 

 

Medical History 

 

Do you have any of the following conditions? If yes, please explain below as clearly as possible. 

______ Cardiac/circulatory problems ______ Arthritis ______ Allergies 

______ Diabetes ______ Open wounds ______ Bruise easily 

______ Cancer ______ Varicose veins ______ Depression  

______ osteoporosis ______ Joint/limb swelling  ______ Stress 

______ Contagious disease ______ Pregnant  ______ Epilepsy or seizures 

 

_____ Any suspicion of deep vein thrombosis? Been on a long haul flight recently?  

_____ Numbness or stabbing pains? Explain below. 

_____ High blood pressure. If yes, are you taking medication for this? Is it kept under control? Explain below. 

_____ Surgery in the past five years? Explain below. 

_____ Accident or suffered any injuries in the past 2 years? Broken bones, etc. Explain below. 

_____ Other medical conditions not listed. Explain below. 

_____ Are you seeing other healthcare professional for other issues? Explain below.  

 

If required, has permission been given by the GP/Consultant to carry out the treatment? (please attach letter) Y/N 
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Details  

…………………………………………………………….…………………………………………………………………………………………

………………………………………………………….……………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………………………. 

………………………………………………………………………………………………………………………………………………………. 

 

CONSENT AND DECLARATION 

 

I understand that due to the physical nature of massage therapy, there will be physical contact on various parts of the body during 

treatment. I understand that all treatments may be explained to me, I am in control and can stop treatment at any time. Despite the 

best effort of the therapist, some treatments may result in after-effects which include, but not limited to, local soreness, bruising, 

folliculitis, dehydration and drowsiness. I accept that this is within normal limits. 

 

I affirm that I have stated all my known medical conditions and answered all questions honestly and understand this is essential for 

my safety. I agree to keep the therapist updated with any changes in my medical profile and understand that there shall be no 

liability on the therapist should I fail to do so. Based on the medical status, I understand the therapist reserves the right to refuse to 

perform massage on anyone whom he/she deems to have a condition for which massage is inappropriate. I further understand that 

the therapist cannot be held responsible for any conditions that are not known by either party at the time of treatment. I understand 

that treatment should not be construed as a substitute for medical examination, diagnosis, or treatment. I understand that therapists 

are not qualified to diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the treatment 

given should be construed as such. 

 

 

Signed  ……………………………………………………………………………….   Date  ………………………... 

Therapist Signature  ……………………………………………………………..….   Date  ………………………...  


