Client Information Sheet
Kendra Wehner, LMT #4018

Name:_______________________________Birthdate:_________Phone #_________________________
Address:____________________________________City/State/Zip:______________________________
Height:________Weight:_______Occupation:_____________________Email:______________________
How did you hear about me?  Who referred you to me?________________________________________

General Medical Information
Please check all that apply.  Please us the comment lines below to explain further.
	· Stress
	· Disk Problems

	· Frequent Headaches
	· Heart Attack

	· Pregnant?  How far?__________________
	· HIV

	· Diabetic
	· Joint Ache

	· High Blood Pressure
	· Back pain.  Low, mid, or high?____________

	· Epileptic
	· Neck Pain

	· Recent Surgery
	· Osteoporosis

	· Abdominal Pain
	· Sprains/Strains

	· Accident
	· Stroke

	· Arthritis.  What kind?__________________
	· Varicose Veins

	· Cancer
	· Whiplash

	· Blood Clots
	· Allergies



Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
List all medication (including supplements) and reason for taking________________________________
_____________________________________________________________________________________

In case of an emergency, whom may I contact?
Name:________________________________________ Phone #:________________________________

Please take a moment to carefully read the following information and sign where indicated.
I understand that the massage work I receive is provided for the basic purpose of relaxation and relief of muscular tension.  If I experience any pain or discomfort during this session, I will immediately inform Kendra so that the pressure and/or strokes may be adjusted to my level of comfort.  I further understand that massage therapy should not be construed as a substituted medical examination, diagnosis or treatment and that I should see a physician, chiropractor or other qualified medical specialist for any ailment that I am aware of.  Because massage therapy is contraindicated under certain medic conditions, I affirm that I have stated all my known medical conditions and answered all questions honestly.  It is also understood that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment.


Signed:_________________________________________________Date:__________________________
