124 Kentucky Ave. Suite 12 Lexington, Ky 40502

(859) 940-0697

Name: ________________________________________________________ Date of Birth: ___________________
Address: ________________________________________________________________________________________
City: __________________________________ State: ______________________ Zipcode: ___________________
Phone: _____________________________ Email: _____________________________________________________
How did you hear about Massage by Vi: __________________________________________________________
Are you currently under the care of a healthcare professional? (circle one) YES

NO

If yes, who and what condition(s) are you being treated? __________________________________________
_________________________________________________________________________________________________

Please circle any of the following that apply to you:
Cancer (type:______________) Chemotherapy (how many:______) Radiation: (how many:_______)
PTSD

Depression

Heart Condition

Scoliosis (S or C)

DVT (blood clot)

Headache/Migraines

Eczema

Psoriasis

High Blood Pressure

Osteoporosis Joint Replacement

Hearing Impaired

Back Pain Arthritis

Any TOPICAL allergies or sensitivities: _______________________________________________________

Client agreement: It is my choice to receive massage therapy. I am aware of the benefits and risks
of massage and give my consent for massage. I understand that there is no implied or stated
guarantee of success of effectiveness of individual techniques or series of appointments. I
acknowledge that massage therapy is not a substitute for medical care, medical examination or
diagnosis. I have stated all medical conditions that I am aware of and will inform my practitioner of
any changes in my health status. All sessions are non-sexual. The session may end at any point if
I, or the massage therapist, feels that any sexual advance has been made. I am responsible for all
charges for all service provided. In the unfortunate event that my insurance company denies
payment, or makes a partial payment, I am responsible for any balance due. (Initial) ________
Cancellation agreement: I agree to give 24-hour notice for any session that I cannot keep by
calling 859-940-0697. If proper notice is not given, I am aware that I may be charged for my FULL
scheduled session. (Initial) _________

Client Signature: ________________________________________ Date: _______________________________

