
Massage Therapy
Treatment Information and What to Expect

Welcome! We are honored in being a partner on your wellness journey and excited to share, with
you, this profound healing art! We are at hand to answer any questions that may come up and we
are here to support you. Following is some basic information that will help get things started.

¥ Your first session will give you the opportunity to speak about your health concerns, questions and
goals. Your practitioner will talk with you about your medical history and anything else deemed
pertinent at the time.

¥ Each session will be tailored to suit your specific needs, including adjustment of pressure and body
parts addressed.

¥ The sessions will often involve reflexology to further relax your body and balance your systems.

¥ Weekly treatments are the most beneficial.  This allows your body to start maintaining a relaxed
posture.  This lets you reap the long-term benefits of massage including overall stress reduction and
better bodily function.

¥ Please pay at the time of your visit. We accept cash, personal checks and credit cards. Note: Please
feel free to discuss any financial concerns with your practitioner prior to or during your first visit.

¥ If you must cancel an appointment please give 24 - hour notice. The full fee is paid for
cancellations made without 24 hours notice. There is no charge for last minute emergency
cancellations (i.e. snowy weather) If you need to urgently cancel please call (410) 418-8944.

¥ Enclosed is a Health History form that is to be filled out. Please take the time to complete it before
your session to save time.  Along with helping us provide you with a complete evaluation, this
form also gives you invaluable time to reflect on your present state of health.

¥ Also enclosed is a consent form that is to be read thoroughly and an optional Ôstay in touch with
The WellÕ form.

Do not hesitate to call us at (410) 418-8944 before your visit or at any time during your treatment.
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Please help us provide you with a complete evaluation by taking the time to fill out this questionnaire carefully.

 All answers are strictly confidential.

Please print clearly in ink.

Name: ___________________           Sex: M / F    Date:__________

Email:_______________________

Address:__________________________  City:_____________   State:___ Zip:____________

Date of Birth ___________                                            Age  _____

Telephone:  Home (      )  ________________  Work (     )   ____________   Cell (     )________________

Emergency Contact:______________________

Occupation:__________________________________

Referred by: ___________________________________________

Reason for visit today: ________________________________________________________________

Other problems ________________________________________________________________

How long have you had this condition?  __________________

 Have you ever experienced this before?___________________

What seemed to be the initial cause? ________________________________________________________

What seems to make it better? _____________________________________________________________

What seems to make it worse? _____________________________________________________________

Does it bother your :  Sleep ____Work____ Other (what?)_______________________________________

Describe the exercise activities you do (include frequency):

______________________________________________________________________________________
List other therapies you receive:

 ______________________________________________________________________________________

MEDICINES:

Prescription drugs you are currently taking and for what condition?

__________________________________                          __________________________________

__________________________________                          __________________________________

__________________________________        ___________________________________

__________________________________                         ___________________________________

Over-the-counter medication you are currently taking and for what condition?

_________________________________                           __________________________________

__________________________________                          __________________________________



MAJOR HOSPITALIZATIONS

If you have ever been hospitalized for any serious medical illness or operation, write the most recent one

below: (do not include normal pregnancies).

Year Operation/illness___________________________________

    ___________________________________

Have you ever had massage or bodywork before?     Yes   |    No

If so, Where? _________________________________________

Please Indicate with an X  where on your body you feel discomfort and/or pain.



Informed Consent Form

I _______________________________hereby voluntarily consent to be treated by a
licensed practitioner of The Well LLC. With one or more of the following
treatments, massage, shiatsu, acupressure or ____________ which may include
nutrition and lifestyle counseling.

I understand that Massage Therapy is intended to enhance relaxation, reduce
pain caused by muscle tension, increase range of motion, improve circulation
and offer a positive experience of touch.

I understand that all of my patient records as well as information I share with my
practitioner the will be kept confidential.  No records or information will be
released without my written consent.

I have informed the practitioner of all my known physical conditions, medical
conditions and medications, and I will keep the practitioner updated of any
changes.

I understand that I should inform my practitioner prior to being treated if I
believe I might be pregnant.

I understand I will be charged the full fee for appointments cancelled with less
than 24 hours notice.

I have carefully read and understand all the foregoing and so am fully aware of
what I am signing. I have felt free to ask any questions.

___________________________________________    ________________
Print name of patient Date

___________________________________________    ________________
Signed by patient or guardian Date
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stay in touch

If you are interested in receiving our ÔWell HappeningsÕ email with updates on classes
,workshops, events, and other fun stuff; and/or our Seasonal Well newsletter with mind, body
spirit related articles, recipes, staff stories and more, simply enter your info below. All
information is kept strictly confidential.

Name: ____________________________________

Email:_____________________________________

Address: ___________________________________

City:                           State:___ Zip:_____________

Telephone:  Home (      )_________________  or
    

          Cell     (     )__________________

Where did you hear about The Well? ______________________________

I would like to receive:

 The ‘well happenings’ email

 The well Seasonal Newsletter

my interests include:

 Yoga   bodywork   workshops

  other_________________________
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