
  
 
 
 
 
 
 
Name:        Date of Birth:       

Address:_________________________________________________________________________________________________ 
       City                           State                      Zip 

Phone:        Email:        

 
- Have you ever had a professional massage before?            Yes          No 

- Are you now under medical, chiropractic or therapeutic care?         Yes          No 

- If yes, for what condition?            

- Medications you are taking:            

- List any accidents, injuries or operations you’ve had in the last 5 years:       
 

 
- Please check any of the following symptoms or physical problems listed below that you are currently experiencing or  

 have experienced: 

 Allergies    Insomnia    Chronic Pain 

 Arthritis    Joint Stiffness/Soreness   Pulled Muscles 

 Carpal Tunnel    Plantar Fascitis    Spinal/Disc Problems 

 Fibromyalgia    Rotator Cuff Problems   Strains/Sprains 

 Low Back Pain     Headaches/Migraines   Whiplash 

 Numbness/Tingling   Sciatica    Other:      

- Women: Are you Pregnant?    Yes          No How far along?       

- What do you hope to gain from this massage session?     Pain Relief    Relaxation    

- List areas you would like focus on, areas you are feeling pain or tension:       
 

 
Any Areas you would like us to avoid?           

How did you hear about us?            

What type of pressure would you like applied?         Light  Medium  Deep Tissue 

 

 
I understand that massage is provided for the purpose of relaxation/relief of muscular tension. If I experience any 
pain/discomfort during the session, I will immediately inform Leia so that the pressure may be adjusted to my comfort. I 
understand massage is not a substitute for medical examination, diagnosis, or treatment & that I should see a physician, 
chiropractor or other health care specialist for any mental/physical illness. I participate in the activity at my sole risk and 
responsibility; I release, indemnify & hold harmless Leia McCumber and Dreamcatcher Massage from/against all & any 
actions or claims which may be made by me or on behalf I understand that massage is not sexual in any way. I have stated 
all known medical conditions and answered all questions honestly and to the best of my knowledge.   
 
 
Signature:         Date:       

DreamCatcher Massage & Spa Health History Form 
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