
Therapy Intake 
Revised 10/10/19

New Client Intake Form – Therapy 

Personal Information 

Today’s Date: _________________________ How did you find us: ________________________________ 

Name: _________________________________________________ Preferred Name: _____________________________  

Date of Birth: __________________  Gender: _______________ Phone (home): _________________________________ 

Address: __________________________________________________ Phone (cell): _____________________________ 

City: ______________________________ State: ______ Zip: ________ Phone (work): ____________________________ 

Email: _______________________________________        Referred by: _______________________________________  

Emergency Contact: ______________________________ Relationship: _________________ Number: _______________ 

Health Information 

How would you rate your current state of health? _________________________________________________________ 

For women, are you or could you be pregnant? ________  If yes, how far along?  ________________________________ 

Are you under a medical doctor’s care for any conditions?    ___________        If yes, what are you being treated for? 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

List any current or previous major illnesses, accidents, broken bones, or surgeries _______________________________ 

__________________________________________________________________________________________________ 

Do you have any communicable condition (like athlete’s foot) on your body (explain if yes)?  _______________________ 

Do you have any broken skin, wounds, rashes, or any other conditions currently (explain if yes)? ____________________ 

Do you have any vascular/vein or nerve/muscle/tendon issues (varicose veins, peripheral neuropathy, blood clots, etc)?  

__________  Explain if yes: ____________________________________________________________________________ 

Current Medications (include birth control and OTC):  For what:   For how long: 

___________________________________________ ___________________________ ___________________ 

___________________________________________ ___________________________ ___________________ 

___________________________________________ ___________________________ ___________________ 

___________________________________________ ___________________________ ___________________ 



Please mark areas of concern with the appropriate marking as necessary. 

Numbness Pins & Needles Aching Burning Stabbing 

‐  ‐  ‐  ‐ o  o  o  o x  x  x  x  ø  ø   ø   ø ^  ^  ^  ^ 

What are your bodywork and/or energy work goals? 

 

 

 

          

          

Please rate your stress level: 

0           1           2            3           4          5           6           7            8           9           10 

          

          

Please rate your current pain level: 

0           1           2            3           4          5           6           7            8           9           10 

When was your last massage/bodywork/energy work appointment? 
 

Name: 
 

Signature: Date: 
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