Absolute Muscular Care 
185 E. Franklin Street Hartwell, Georgia 30643
706.376.7594 
Personal Information

Name:________________________ Date:_____________ M or F

Address:________________________________________________

City, State, Zip:_____________________________ DOB:_________

Phone  #’s (1)____________________ (2)_____________________

Email address _________________Permission to Contact You (Y N)

Occupation:_________________ Emergency Contact #___________

Health History

Have you ever received a professional therapeutic massage? Y or N
 
 
Indicate which areas you feel need the most attention________________________________________________

Please list any medications you are on_____________________________________________________

Please list any surgeries or accidents you have had______________
______________________________________________________________________________________________________________

Do you have any conditions involving circulatory, digestive, nervous, reproductive skeletal or muscular systems? If so please explain. Are you pregnant? If so, how far along? _________________________
_____________________________________________________________________________________________________________________________________________________________________
Permission for Treatment and Understanding of Policies

It is my choice to receive massage therapy.  I realize that the treatments are being given for the well being of my body and mind.  This includes stress reduction, relief from muscular tension, spasms, or pain while increasing circulation and energy flow.  I agree to communicate with the Therapist at anytime I feel my well being or personal boundaries are being compromised.

I also understand that the massage therapists DO NOT diagnose disease, illness, or any other physical or mental disorders, nor do they prescribe medical treatment.  I acknowledge that massage is NOT a substitute for any health care provider for service.

I have stated all medical conditions that I am aware of and will update my therapist of any changes in my health status.

I am also aware that I AM responsible for honoring my scheduled appointments.  I understand that if I am a walk-in there may be a wait time involved and I will be worked in at the therapist’s earliest convenience.  If I need to cancel my appointment I agree to try and give 24 hours notice. 

[bookmark: _GoBack]Payment is due upon completion of therapy unless other arrangements have been made.  Checks may be made to Absolute Muscular Care or Kayla Hill and Credit and Debit are accepted. 

Signature_______________________________  Date:___________

 Thank you for choosing Absolute Muscular Care  



