~ Divine Lasting Care ~ by Danielle L Carr ~
Client Information
Date / /
Name: Phone ( ) DODB
Address Cit9 St. ZIP
I mail

In Case of Emcrgcncy: Phone ( )
Referred by FPhone ( )
Occupation Details:

T}jpe OF regular WCC‘(IH exercise

thsician FPhone ( )

Cl’liropractor Fhone ( )
Other Fhone ( )

Please take a moment to carcmcullg read the Fo"owing information and sign where indicated. lmcgou have a sPcchCic medical
condition or sPcci{:ic symptoms, massage/boclgworlc may be contraindicated. A referral from your Primarg care Providcr
may be rcquircd Prior to service bcing Provic]ccl.

Previous exPerience with massage:

Knowledge of essential oils: Are you sensitive to scented ils? Y / N
Any known a”ergies

Some medications are contraindications for massage in corj unction with essential oils or massage modalities. Flcasc list

current medications including asPirin, fbuPro{:cn, l'xcrbs, suPPlcmﬁnts, etc, as well as any intoxicating substances:

Serious irjuric:s or surgeries? Flcasc include dates:

Flcasc mention all Physical conditions that aEElg now.

__ headaches _neck pain . tightjaw
L grind teeth L clench teeth L lower backaches
L leg Pain o Fregnancg _______ months . other:

(Current conditions that exist or are causing Pain:

Dcscribc wlﬁg you came in for boclg work/massage:

F]casc indicate desired modalities:

Full Boc{g: dccp pressure liglﬂt pressure SPeciFic Target Area
OR
Kainclrop Thera Py (see ac/c/h‘lbna/,oagc)

| have received my copy of Raindrop Tecl’mique information and understand the process: (initials)



I, Cpr/htname)unclcrstancl that the massage | receive is

Proviclccl forthe basic purpose of relaxation and relief of muscular tension.

* ] will communicate my response to the massage ona 1-10 Pafn scale for my comfort and sagetg. Fain or discomfort has
no Place ina t}ﬁerapeutic massage.

*l am aware that l have the right to end the session at any Pofnt For any reason.

*Draping will be used during the entire session.

*l Furthcr understand that massage should not be construed as a substitute for medical examination, diagnosis, or
treatment and that | should see a clualhcicd medical spcciahst suchasa Physician, or chiropractormcor any mental or
Phgsical aflment that | am aware of.

*| understand that massage therapists are not qualixciecl to Per‘Form spinal or skeletal aclj ustments, diagnose, Prescribe) or
treat any Pl’rysical or mental illness, and that notl’)ing said in the course of the session should be construed as such.
*Bccausc massage should not bc Pchormec] under certain medical conditions, ] affirm that ] have stated all my known
medical conditions, and answered all questions honcst|3. Since massage should not be received while under the
influence of alcohol or other intoxicating clrugs, l affirm that l am aware of the adverse reactions that could occur cluring a
massage and take any and all rcsPonsibility ncl have withheld this information from my t]’ycraPist.

*l agree to keep the therapist updated as to any changes in my medical ProFile and understand that there shall be no
Iiability on the therapist’s part should ] fail to do so.

Canccuation Policg: | will Provicle 24 hours notice in the event that | cannot make my scheduled aPPointment. |
understand that | will be cl’]argcd the full amount for my session if | do not show up for my scheduled aPPointment, orif]

do not nothcy D1 C 24 hours beforehand.

Signature of client Date

Signature of Massagc Thcrapist Date

onsent to treatment o inor (under the age ot 18): my signature below, | hereby authorize | Janielle | .

C £ Minor (under the age of 18). By my signature below, | hereby authorize Daniclle |
arr/} Jivine | _astin are to administer massage, bodywork, or somatic therapy techniques to my child or

Care/Divine |_asting Care to ad ge, bodywork herapy techniques to my child

dcpcnc]cnt as tlﬂcy deem necessary.

Name(s) of Child(rcn):

Signaturc of Parent or GGuardian Date




