Jolie Spa & Nails
Massage Client Consultation
Name:  ___________________________________________     Birth Date: ________________________________________
Street Address: _____________________________________    Occupation: _______________________________________
City/State/Zip: ____________________________________        Physician: ________________________________________
Home Telephone: __________________________________       Emergency Contact: ________________________________
Cell Phone: ________________________________________      Emergency Phone#: _________________________________
EMAIL Address:  ____________________________________       Anniversary Date:  __________________________________
How did you hear about us?  _______________________________________________________________________________


If you answer “yes” to any of the following questions, please explain as clearly as possible.
() yes	() no	Do you frequently suffer from stress?		() yes	() no	Have you ever had a professional massage?
() yes	() no	Do you experience frequent headaches?				How often? _________________________
() yes 	() no	Do you have diabetes?			() yes	() no	Do you suffer from back pain?		
() yes	() no	Do you suffer from arthritis?			() yes	() no	Do you have any numbness or stabbing pain?
() yes	() no	Are you wearing contacts?			() yes	() no	Do you have cardiac or circulatory problems?
() yes	() no	Do you have high blood pressure?				Explain______________________________
() yes	() no	 Do you have varicose veins?			() yes	() no	Have you had surgery in the past 2 years?
 () yes	() no	Do you bruise easily?						Explain_____________________________
 () yes	() no	Do you have any contagious disease?		() yes	() no	Do you have any other medical conditions or
() yes	() no	Do you have any allergies?			Taking medications? ______________________________________
() yes 	() no	Are you Pregnant?     				_________________________________________________________	
 How Far along? ______________________			                Comments: ________________________________________________
Any complications? ___________________          		__________________________________________________________   
 	  		
 	
														
If you have a specific medical condition or specific symptoms, massage may be contraindicated.  A referral from your primary care provider may be required.
I understand that the massage I receive is provided for the basic purpose of relaxation and relief of muscular tension.  If I experience any pain or discomfort during the session, I will immediately inform the practitioner.  I also understand that massage work should not be substituted for medical exam, treatment, diagnosis and I should see a qualified medical professional for physical or mental illness.  Nothing said in the course of the session should be construed as such.  I affirm that I have stated all my medical conditions and answered all questions honestly.  And I agree to keep the practitioner updated as to any changes in my medical profile.  And that there shall be no liability to the massage therapist or Jolie Beauty Spa and Nails or its  affiliates and employees.  I also understand 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.

Signature_________________________________________________________________________    Date ____________________________ 
