
Bodywork and Massage 

CLIENT INTAKE AND CONSENT FORM   Date:                                

Name:                        Date of Birth:      

Address:              

City:                   State:             Zip:      

Home Phone:                      Cell:      Work:       

Email:              

Emergency contact name: ______________________________ Phone:                      

Occupation:            

Who referred you, or how did you hear about Discover Rolfing?          

Medications you are currently taking:         

           

Are there activities/exercise/hobbies you regularly participate in?         How often?    

What type?           

Do you sit for long hours at a workstation, computer, or driving? ___Yes ___No 

If yes, please describe: _____________________________________________________________ 

Do you perform any repetitive movement in your work, sports, or hobby? ___Yes  ___No 

If yes, please describe:          

Have you ever received bodywork before? ___Yes  ___No If yes, how often:     

Biggest Complaints/Chronic Issues:         

           

Past Injury:          Date:        

Past Injury:          Date:        

Past Injury:          Date:        

Please note all current and previous conditions 

__ Abdominal /digestive problems __ Depression  __ Muscle/bone injuries 
__ Anxiety   __ Diabetes  __ Numbness/tingling 
__ Arthritis/tendonitis  __ Fatigue  __ Rash/fungus 
__ Asthma or lung condition  __ Headaches, migraine __ Sinus problems 
__. Athletes foot   __ Hepatitis (A, B, C, other) __ Sleep difficulties 
__ Auto-immune condition*  __ Hernia   __ Spinal disorders 
__ Blood clots   __Herpes   __ Sprain/strain 
__ Chronic pain   __ High blood pressure __ Tension/stress 
__ Circulatory/heart problems  __ Jaw pain/TMJ pain __ Vision problems 
__ Constipation/diarrhea  __Low blood pressure __Varicose veins 

 (*AIDS, fibromyalgia, chronic fatigue, lupus, etc.) 

Please describe any conditions indicated above and any other conditions that you feel may be 

important::            

Do you have any of the following today: 

___Skin rash   ___cold/flu   ___open cuts   
___Severe pain  ___Anything contagious  ___injuries/bruises 
 
Do you have any allergies to: 
___Medications  ___Foods (nuts, etc.)  ___Skin care products 
___Environmental allergens (dust, pollen, fragrances) 

If any of the above are checked, please give details:      

           

Are you currently wearing:  

___contact lenses  ___hearing aid  ___hairpiece 

Please indicate areas of tension, pain or 
stress you are currently experiencing on the 
figures below. 

Front 

Back 

 

 

Describe discomfort: 
Mild    Moderate    Disabling     
Constant    Occasional    Rare     
Chronic/Recurring    Recent/New     
Worsening    No Change    Improving 



Bodywork and Massage 

 

POLICIES 

Please take a moment to carefully read the following information and sign where indicated. 
 
I understand that Massage and Rolfing are compliments to healthcare and not a substitute for medical supervision of any condition. If I 
have any medical condition that requires a physician’s care, I have consulted him/her regarding receiving a Massage/Rolfing 
treatment, and either have their consent, or have taken responsibility for the session upon myself. I certify that the above information 
is correct to the best of my knowledge. I will not hold my Rolfer/Masseuse (hereafter "Practitioner") responsible for any errors or 
omissions that I may have made in the completion of this form. I have disclosed all medical conditions that I am aware of and will 
inform my Practitioner of any changes in my health status.  
 
I understand it is necessary for my Practitioner to touch my body in order to assist me in establishing balance and alignment in my 
body. I give Sarah Zumwinkel my permission and consent to do all those things necessary in helping me establish balance and 
alignment, including touching my body. I give full privilege and license to work on my body in such a way as to restore and establish 
balance therein.  
 

APPOINTMENTS and CANCELLATIONS 

I understand that is necessary to be on time for my appointment. Cancellation is expected 24 hours in advance for both Client and 
Practitioner. If I provide less than 24 hours notice, and my Practitioner is unable to fill my appointment time, I will be responsible for 
the fee. If I am late, I will receive only the amount remaining of my scheduled appointment, and full payment will be expected. 
Allowances for emergency cancellations are determined at the Practitioners discretion. 
 
I understand that this is a professional Massage/Rolfing session and is in no way sexual in nature. If the practitioner feels that any 
inappropriate gestures are made by the Client, she reserves the right to end the session immediately, with payment due in full. 
 
 
Client Signature:          Date:      

 


