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PURE’INTEGRITY

MASSAGE THERAPY I NC.




Personal Information:
Name: ___________________________________
Date: _______________________________

Address: _________________________________
Phone #: ____________________________

City/Province: ____________________________
Postal Code: _________________________

DOB: ____________________________________
Occupation: _________________________

E-mail: ________________________________________________________________________

Emergency Contact: ___________________________ Phone #: __________________________

Who referred you? : ___________________________

Third Party Medical Insurance: ____________________________________________________

Health History:
Have you ever received a professional massage?

YES


NO

If yes, when was your last massage? 

____________________________________

Are you currently under the care of a physician?

YES


NO

Please List any current medications you may be on: ______________________________________________________________________________
Please list any recent surgeries and/or accidents and provide dates and details:

______________________________________________________________________________
______________________________________________________________________________
Are you currently suffering from and of the following? Please check all that apply:
__ Headaches

__ Arthritis

__ Shoulder Pain

__ Back/hip pain

__ Osteoporosis
__ Neck Pain

__ Arm Pain


__ Hand Pain

__ Fibromyalgia
__ Poor Circulation    __ Decreased Range of Motion

__ Varicose Veins 
__ Diabetes

__ Heart Condition

__Whiplash


__ High/low blood pressure 


__ Blood clots


__ Broken Bones

__ Allergies, if yes what are you allergic to: __________________________________________

Females: Are you pregnant?  Yes           No
How many weeks? _______________________
Continued on next page-------------------------(
Consent to perform Massage Therapy

I, ________________________________ understand that  the massage therapy provided is intended to enhance relaxation, reduce pain caused by muscle tension, increase range of motion, improve circulation, and offer a positive health experience.  

The general effects of massage, contraindications as well as the treatment procedure have been explained to me.  I understand that massage therapy is not a substitute for medical treatment or medications, and that it is recommended that I currently work with my primary care giver for any conditions I may have.  I am aware that the massage therapist does not diagnose illness or disease, does not prescribe medications and that spinal manipulations are not part of massage therapy.

I have informed the massage therapist of all my known physical conditions, medical conditions and medications.  I will keep the therapist updates of any changes.
Cancellation/ No Show Policy

We require 24 hours of notice to cancel an appointment. Please call 403-394-7873 (PURE) to cancel or reschedule.  
If you don’t show up for your scheduled appointment, we charge half of the appointment price for the first missed appointment and full price for the next.  

We also require 24 hours notice to change an appointment.

If you cancel an appointment with less than 24 hours notice or fail to attend a scheduled appointment with the intent on redeeming a gift certificate it will result in forfeiting of that certificate.  

If you have health benefits and you miss your appointment, we will not bill your health-care provider.  You will be responsible for the charges.  We cannot bill for a service we do not provide.  
Client Signature: _______________________________________________________________

Date: _________________________________________________________________________
