
								__________________________________________	__________________________________________________ 
Name				 									Cell	Phone	

_________________________________________________________________________________________________	
Address	

_________________________________________________________________________________________________	
City	 	 	 	 	 State	 	 	 	 	 			Zip	

____________________________________________________________					__________________________________	
Email	 	 	 	 	 	 	 										Date	of	Birth	

How	did	you	hear	about	us?_________________________________________________________________	

Health	History	

Musculoskeletal Respiratory		 Skin	
____Bone	or	joint	disease								 	_____Breathing	Difficulty/Asthma							_____Rashes	
____Tendonitis/Bursitis								 	_____Emphysema							 							_____Cosmetic	Surgery	
____Arthritis/Gout								 	_____Sinus	Problems	 							_____Athelete’s	Foot	
____Jaw	Pain	(TMJ)								 							_____Herpes/Cold	Sores	
_____Lupus								 						Nervous	System	
_____Spinal	Problems								 	_____Shingles	 Digestive	
_____Migraines/Headaches															 		_____Numbness/Tingling	 		_____Irritable	Bowel	Syndrome	
_____Osteoporosis								 		_____Pinched	Nerve	 		_____Bladder/Kidney	issues	
Circulatory 	_____	Chronic	Pain				 		_____Colitis	
_____Heart	Condition								 								_____Paralysis	 		_____Crohn’s	Disease	
_____Phlebitis/Varicose	Veins				 		_____Multiple	Sclerosis		 		_____Ulcers	
_____High/Low	Blood	Pressure	 	_____Parkinson’s	Disease	
_____Lymphedema								 Psychological	
_____Thrombosis/Embolism						 	Reproductive	 		_____Anxiety/Stress	Syndrome	

			_____Pregnant?	What	week?____								_____Depression	
		_____Ovarian/Menstrual	Problems	 		 Other	
		_____IVF	 		_____	Cancer/Tumors	

		_____	Diabetes	

Please	explain	any	of	the	conditions	that	you	have	marked	above:___________________________________	
______________________________________________________________________________________________________________	

Reason	for	initial	visit?	___________________________________________________________________________________	

Seligman	Massage,	LLC	
6801	Lake	Worth	Rd.	Suite	105	
Greenacres,	FL	33467	
415-377-3011

MA#91015,	MM#39777	



Daily	activities	affected	by	stress/pain/condition?_____________________________________________________	

Desired	massage	pressure					LIGHT		 	 MEDIUM	 	 DEEP	

What	do	you	LIKE	in	a	massage?__________________________________________________________________________________	
What	do	you	DISLIKE	in	a	massage?	_____________________________________________________________________________	
Do	you	have	a	seafood	allergy?		______yes			_______no	
(I	often	use	massage	oil	that	contains	seaweed	and	will	avoid	it	if	you	have	an	allergy.)	

CANCELLATION	POLICY	
We	maintain	a	24-hour	cancellation	policy.		Real	emergencies	occur	and	will	be	handled	individually	but	
missed	or	canceled	appointments	with	less	than	24	hours	notice	will	be	charged	in	full.		
Please	Initial	_________	

CONSENT	
Are	you	under	the	age	of	18?__________If	yes,	parent	signature_________________________________________	

Are	you	comfortable	having	therapeutic	massage	on	the	following	areas:	
Gluteal	region	____yes		_____no	
Pectoral	muscles		_____yes		_____no	
Scalp		_____yes	_____no	
Face	_____yes		_____no	
Abdomen	_____yes	_____no	
Feet	_____yes		_____no		

By	attending	my	appointment(s),	I	agree	that	I	am	not	experiencing	any	of	these	symptoms:	cough,	
shortness	of	breath	or	difficulty	breathing,	fever,	chills,	sore	throat,	or	a	new	loss	of	taste	or	smell.	
I	also	agree	that	I	have	not	tested	positive	for	COVID-19	or	knowingly	been	exposed	to	someone	
with	COVID	19.	

Having full knowledge of the benefits and risks of massage and massage therapy, I agree to receive 
massage therapy and hereby give my consent. I understand there are no express or implied 
guarantees of success or effectiveness of individual massage or a series of massages. I 
acknowledge that massage therapy is not a substitute for medical care, medical examination or 
medical diagnosis. I have set forth my medical conditions above, and I will keep Seligman Massage, 
LLC notified of any changes to my health. 
I assume all risk of loss and liability attenuated to massage and hold Seligman Massage, LLC 
harmless for all liability arising from massages given and all services performed. 

__________________________________________________________	 										___________________________	
Signature	 	 										Date	
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