DESERT SOUL MASSAGE THERAPY

HEALTH QUESTIONNAIRE
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What results do you want from your massage session?

Are you currently experiencing pain? Where? Is the pain sharp or dull, constant or intermittent?
Please describe it,

What makes your pain better?
What makes your pain worse?

Indicate tension-holding areas or areas of discomfort; rate on a scale of 1 to 10 the degree of pain,.
(10 being the worst.)
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The type of massage you prefer: O Deep Muscular, O Soothing & Relaxing, 00 Combination,
O Lymphatic Drainage, 00 Don’t know, [ Other .

Because a massage therapist must be aware of any existing physical conditions that I have, I
have listed all my known medical conditions and physical limitations, and I will inform you of
any changes in my physical health. I understand that the massage therapy that I am given is
for the purpose of stress reduction, relief from muscular tension or spasm and/or for improved
circulation. I understand that a massage therapist can neither perform spinal manipulations
nor diagnose disease or any other physical or mental disorder.

I understand that all information will be kept confidential unless I authorize its release.

Signature: Date:

Payment is due when services are rendered unless previous arrangements have been made.

THANK YOU

Patricia Torres-Espinoza BS, MBA, LMT 6702 Date:
DESERT SOUL MASSAGE THERAPY




