


         CLIENT INFORMATION FORM

Name_________________________________________________________

Address_______________________________________________________

Primary Phone Number______________________

E-mail___________________________

If you are under the care of a physician, please state what you are being treated for?

_______________________________________________________________________

_______________________________________________________________________

Have you had any major health problems in the past? Any surgery, trauma, etc? 

_______________________________________________________________________

_______________________________________________________________________

Are you receiving any other form of therapy i.e. counseling, body work, chiropractor, acupuncture, nutrition, etc? 

_______________________________________________________________________

_______________________________________________________________________

What do you hope to achieve through working with Polarity and/or Massage therapy?

_______________________________________________________________________

_______________________________________________________________________

Is there anything that you would like to focus in on, or avoid through the session?

_______________________________________________________________________

_______________________________________________________________________
