
Kelly Taylor, LMT Client Questionnaire 
 
Personal Information 
 
 

First Name:  Last Name:   

 

Address:   

City:  State:   Zip:  

 

Email:   

Phone:  

 

Date of Birth  ___ Male ___ Female ___ Other ___ Not Specified 

 
 

Occupation:  

Where did you hear 
about me? 

 

 
 
Emergency Contact Information 
 

Name:  Phone:  

Relationship  

 
 
Doctor Information 
 

Name:  Phone:  

 
 
 
 
 
 
 
 
 



Reason for Treatment 
 

Cause of Injury or Concern:  
 

How Long Since First Noticed:  
 

Primary Complaint:  
 
 
 
 

Past Treatment  
 
 
 
 

 
 
Existing Conditions Information 
 

Respiratory 

__ Asthma __ Bronchitis __ Chronic Cough __ Emphysema 

__ Shortness of Breath    

 

Cardiovascular 

__ Blood Clots __ Cardiovascular Accident __ Cerebral-vascular Accident 

__ Cold Feet __ Cold Hands __ Congestive Heart Failure 

__ Heart Attack __ Heart Disease __ High Blood Pressure 

__ Low Blood Pressure __ Lymphedema __ Myocardial Infarction 

__ Pacemaker __ Phlebitis __ Stroke 

__ Thrombosis/Embolism __ Varicose Veins  

 

Skin 

__ Bruise Easily __ Hypersensitive Reaction __ Melanoma 

__ Skin Conditions __ Skin Irritations  

 

 



Head & Neck 

__ Ear Problems __ Headaches __ Hearing Loss 

__ Jaw Pain (TMJD) __ Migraines __ Sinus Problems 

__ Vision Loss __ Vision Problems  

 

Infectious Conditions 

__ Athlete’s Foot __ Hepatitis __ Herpes 

__ HIV __ Respiratory Conditions __ Skin Conditions 

 

Women 

__ Gynecological Problems __ Pregnancy 

 

Soft Tissue/Joint Dysfunction 

__ Ankles (Left) __ Ankles (Right) __ Arms (Left) __ Arms (Right) 

__ Feet (Left) __ Feet (Right) __ Hands (Left) __ Hands (Right) 

__ Hips (Left) __ Hips (Right) __ Knees (Left) __ Knees (Right) 

__ Legs (Left) __ Legs (Right) __ Lower Back (Left) __ Lower Back (Right) 

__ Mid Back (Left) __ Mid Back (Right) __ Neck (Left) __ Neck (Right) 

__ Shoulders (Left) __ Shoulders (Right) __ Upper Back (Left) __ Upper Back (Right) 

 

Miscellaneous 

__ Allergies __ Anaphylaxis __ Artificial Joints/Special Equipment 

__ Arthritis __ Cancer __ Crohn’s Disease 

__ Diabetes __ Digestive Conditions __ Dizziness 

__ Epilepsy __ Fibromyalgia __ Gout 

__ Hemophilia __ Insomnia __ Loss of Sensation 

__ Lupus __ Mental Illness __ Osteoarthritis 

__ Osteoporosis __ Other Diagnosed Diseases __ Other Medical Conditions 

__ Rheumatoid Arthritis __ Shingles __ Stress 

__ Surgical Pins or Wire   



 

Neurological 

__ Burning __ Cerebral Palsy __ Herniated Disc __ Multiple Sclerosis 

__ Numbness __ Parkinson's __ Stabbing __ Tingling 

 

Family History 

__ Cardiovascular Conditions __ Respiratory Conditions 

 
 

Allergies and other conditions your provider should be aware of: 

 
 
 
 
 
 
 
 

 
 

Medications - Please list any medications or drugs you are currently on: 

 
 
 
 
 
 
 

 
 
 
 
Email and Text Consent 
 
I consent to receive appointment reminders by text and/or email as well as occasional newsletter emails. I 
understand my email address will never be sold or shared. I can opt out of, or change my preferences, by 
logging into my client account at https://www.kellytaylorlmt.com/appointments 
 
 
 
 
 
 

https://www.kellytaylorlmt.com/appointments


Client Waiver Form 
 
I understand that massage therapy is provided for stress reduction, relaxation, relief from muscular tension, and 
improvement of circulation and energy flow. 
 
If I experience pain or discomfort during the session, I will immediately inform my therapist so that pressure/strokes can 
be adjusted to my level of comfort. I will not hold my therapist responsible for any pain or discomfort I experience during or 
after the session. 
 
I understand that the services offered today are not a substitute for medical care. I understand that my therapist is not 
qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat physical or mental illness. 
 
I affirm that I have notified my therapist of all known medical conditions and injuries. 
 
I agree to inform the therapist of any changes in my health and medical condition. I understand that there shall be no 
liability on the therapist’s part should I forget to do so. 
 
I understand that massage is entirely therapeutic and non-sexual in nature. 
 
By signing this release, I hereby waive and release my therapist from any and all liability, past, present, and future relating 
to massage therapy and bodywork. 
 
Cupping Therapy Client Release Form 
 
Information has been provided to me about Cupping Therapy. It has been explained to me that there are contraindications 
for Cupping Therapy. It has been explained to me that there is a possibility of discolorations that can occur from the 
release and clearing of stagnation and toxins from my body. I also understand that this reaction is not bruising, but due to 
cellular debris, pathogenic factors and toxins being drawn to the surface to be cleared away by my circulatory system. I 
further understand that the discolorations will begin to dissipate from a few hours to as long as 2 weeks in some cases, 
and in relation to my after-care activities. 
 
I understand that the first time I experience Cupping, my body’s immune system can temporarily react to this as it might 
with the flu - producing flu-like effects: nausea, headache, aches - that will subside in time with rest and water. Water 
helps to dilute the intensity of the release. I understand that Cupping Therapy modalities should not be combined with 
aggressive exfoliation, 4 hours after shaving, after sunburn or when I’m hungry or thirsty. 
 
I understand that I should avoid exposure to cold, wet, and/or windy weather conditions, hot showers, baths, saunas, hot 
tubs, and aggressive exercise for 4-6 hours after receiving Cupping. I understand that exposure to such extremes can 
produce undesirable effects and I should avoid such situations. 
 
I understand that I should avoid caffeine, alcohol, sugary foods and drinks, dairy and processed meats and I should 
consume an abundance of clean water. 
 
I have read the statements above and agree to all the policies. 
 

Client Signature: Date: 

 
 

 

 


