	A. Jewel Bushland, LMT



Bushland Therapy




Therapeutic Massage of Texas
(972) 897-2638




700 E. Park Blvd. Suite 102

                                                 Client In-Take form

Name:
  _______________________________________________________________________









Address:  _____________________________________________________________________

E-mail Address:_______________________________________(for coupons, etc.)









Telephone (Home):
________________________Which is best 






Work/Cell:
________________________to confirm you at:______________
______




Emergency Contact:
  _________________________Relationship:  _______________
______
Emergency contact Phone #(s):  _____________________________________________










How did you hear about me:____________________________________________________





What doWhat do you What do you wish to gain from this massage? (relief from discomfort, relaxation,










pain management, detoxification, stress reduction, hold chiropractic adjustment)








________________________________________________________________________
______________________________________________________________________________


Have you received Body work before?  Yes/No
(including Chiropractic)




What Kind?
_________________________________________________________










Are you allergic to Lavender, Mint,  Rosemary, Basil, Geranium, or tree nuts?








_______________________________________________________________










Are you ticklish?______________________________

How much water do you drink per day (oz)?
___________________________________






Do you currently have any discomfort?
________Please describe____________________




______________________________________________________________________________









Please describe any serious injury, illness or trauma suffered in the last 10 years:











______________________________________________________________________________











_______________________________________________________________________________











Are you currently on any medications (esp.that may cause bleeding and/or bruising)?











___________________________________________________________________________________











For what conditions:_________________________________________________________________











___________________________________________________________________________________








Occupation:
_____________________
Diet type:  _____________________________________




Exercise hours per week:
___________
What kind?
___________________________________




How much time per week do you spend:  at a desk:  ___________  Standing:  __________


Lifting:  ____________  Driving:  _______________  On a computer?
__________________




Would you like information on breast health/care?
Yes/no 






Do you Give consent for



Do you give consent for contact with your breast(s) for strictly therapeutic and/or educational
 purposes?
Yes/no










Is there any part of your body that you would rather your therapist not work on?
__________

__________________________________________________________________________________











Consent for Care:


I understand that ….








*
My therapist is not a MEDICAL healthcare provider.










*
Massage is not a substitute for medical care, medical examination or diagnosis.









*
My therapist needs information on ALL of my current medical conditions.










*
I should let my therapist know about all changes in my health status.










*
It is my choice to receive a massage, I am aware of the benefits and risks, and give my 









informed consent for massage.










*
There is no implied or stated guarantee of success or effectiveness for massage sessions.








*
My therapist has a strict draping policy and will abide by that policy.
*
Any discussion of or attempt at contact of a sexual nature during the massage will 







result in the immediate termination of my session and I will be liable for the cost of 
            Session.
*
Should I receive care from another therapist and/or chiropractor in this office, my 







therapist may share information on my status with the other practitioner and give









my permission for this exchange of information. ___________initial here










*
My therapist does not file insurance but will gladly provide me with a super bill 











complete with CPT codes so that I may be reimbursed.










*
Copies of SOAP notes are available upon request.  A fee will be charged for copies.





**
If * *          If at any time during the massage I become uncomfortable I can terminate the massage







but I will pay for the time booked.










*
Twenty four hours is required for cancellation of a session.  If I cancel with less








than twenty four hours’ notice, I will pay for my missed session before the next session.










I understand any or all of the following modalities may be used during the course of







this this or future massages with my therapist and give consent for these treatments.












Neuro-Muscular therapy



Orthopedic Massage







Manual Lymphatic


            
Trigger Point







Thai Yoga



                        Myo-Fascial Release







Cupping 



                        BARS





Signature:  __________________________________
Date:
______________________

Due to HIPPA Laws, I am unable to share your health information with anyone else unless 

Specified by you.  Is there anyone to whom you wish me to release information?

(Lawyer, insurance adjuster, spouse, room mate, children…)

Signature:_______________________________________  Date:_________________________________

	
	
	
	
	
	
	


