BARON'S HEALTH & BEAUTY @ LILY'S TOUCH
Professional Massage Client Consultation & Consent Form
CLIENT INFORMATION
Full Name: ____________________________________________
Date of Birth: _________________________________________
Phone Number: ________________________________________
Email Address: ________________________________________
Home Address: ________________________________________
Emergency Contact (Name & Phone): _______________________
Are you currently under a doctor's or physiotherapist's care?  □ Yes  □ No
If yes, provide details: __________________________________
LIFESTYLE & WELLBEING
Occupation: ___________________________________________
Daily Activity Level: □ Low  □ Moderate  □ High
Exercise Routine: ______________________________________
Stress Level: □ Low  □ Moderate  □ High
Do you have children? _________________________________
Any allergies to oils, scents, nuts, or other substances? ______
MASSAGE PREFERENCES
Have you had a professional massage before? □ Yes □ No
Preferred Pressure: □ Light □ Medium □ Firm
Areas to Focus On: ____________________________________
Areas to Avoid: _______________________________________
Preferred Oils/Scents: _________________________________
Sensitivity to Heat, Cold, or Touch: _____________________
Relaxation Preference: □ Soft Music □ Quiet Environment
MASSAGE TYPE
□ Indian Head Massage
□ Holistic Body Massage
□ Recommended (Medical) Massage
□ Lymphatic Drainage Massage
MEDICAL HISTORY
□ Recent Injuries   □ Surgeries (Past 2 Years)
□ Heart Conditions  □ High/Low Blood Pressure
□ Diabetes  □ Epilepsy  □ Osteoporosis
□ Varicose Veins  □ Skin Conditions
□ Allergies  □ Cancer (Past)
□ Pregnancy  □ Chronic Pain
Other Medical Conditions:
_____________________________________________________
_____________________________________________________
RED FLAGS DURING MASSAGE
□ Sudden Dizziness
□ Chest Pain
□ Shortness of Breath
□ Numbness or Tingling
□ Severe Headache
□ Fainting
CONDITIONS REQUIRING MEDICAL PERMISSION / CAUTION
□ Uncontrolled High Blood Pressure
□ Heart Disease / Heart Failure
□ Recent Heart Attack
□ Angina
□ Pacemaker
□ DVT History
□ Blood Clotting Disorders
□ Severe Anemia
□ Chemotherapy / Radiation
□ Neuropathy
□ Multiple Sclerosis
□ Stroke Recovery
□ High-Risk Pregnancy
□ Recent Surgery
□ Fractures
□ Torn Ligaments or Tendons
□ Arthritis
□ Joint Replacements
□ Fibromyalgia / Sciatica
[bookmark: _GoBack]□ Severe Eczema / Psoriasis
□ Open Wounds
□ Anxiety / PTSD
□ Asthma / COPD
□ IBS Flare-Ups
□ Hernia
MEDICATIONS THAT AFFECT MASSAGE
□ Blood Thinners
□ Painkillers
□ Steroids
□ Anti-Inflammatories
List Medications: ______________________________________
CONTRAINDICATIONS (MEDICAL CLEARANCE REQUIRED)
□ Fever or Acute Illness
□ Contagious Infection
□ Active Cancer Without Approval
□ Uncontrolled Hypertension
□ Current/Suspected DVT
□ Severe Cardiovascular Disease
□ Recent Major Surgery
□ Severe Skin Infection
□ Flu or Viral Infection
□ Severe Inflammation
CONSENT & AGREEMENT
□ I understand massage therapy is not a substitute for medical treatment.
□ I will inform the therapist of any changes to my health.
□ I consent to receive massage treatment.
□ I am not under the influence of drugs or alcohol.
□ I understand the privacy and cancellation policies.

Client Signature: ______________________   Date: __________

Therapist Signature: ____________________ Date: __________
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