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Massage Form 
Name: _________________________________________________
Address: _______________________________________________
City: ____________________ St: ________ Zip: _______________

Cell Phone: _________________ Bus Phone: __________________
Email: _________________________________________________
Date of Birth: _______________________ Age: _______________
Referred By_______________________________________
            (Friend, Ad, Internet, Walk-in, Gift Certificate etc.)

Have you had a Professional Massage before?
           Yes           No

Please Circle the conditions you are experiencing:
-Tiredness

-Anxiety 
               -Insomnia                        -Headaches

-Dry/Dull Skin

-Exhaustion
Indicate your Stress level -Low- Medium – High
Please circle the areas of the body where you are experiencing discomfort:

-Scalp

-Head

-Neck



-Shoulders
-Upper back
-Mid back

-Lower back
-Hips

-Calves

-Feet

-Arms

-Hand

Below is the list of enhancers available to your during your scheduled massage service. Please check your selection for anything you wish to add. 
                                                         Non-Member       Member 

Additional 30mins (time permits)   ____ ($30)      ($30)
CBD (full body)                              ____ ($30)      ($30)
CBD (spot)                                      ____ ($20)      ($15)
Unwinding Scalp Massage
         ____ ($15)      ($10)
Rock My Back
                     ____ ($15)      ($10)
Aromatherapy 
  
         ____ ($15)      ($10)
Brush Me Buff Me
   
         ____ ($15)      ($10)
Pressure Preference- Indicate

Swedish (Long, Gliding strokes to relax and improve circulation)
Deep Tissue $10 upgrade (Medium to Firm pressure to relieve
 Muscle tension, aches & pain)

What would you like to achieve in today’s session? ____________________________________________

What is your water intake   - _______glass per day?
Please Circle Medical conditions you are experiencing 
                         -Hypertension          -Easy Bruising 
-Blood Clots

                          -Skin Problems         -Heart Disease        -Pregnant 

                          -Allergies
       -Arthritis
             -Cancer
                          -HIV/AIDS               -Diabetes
             -Epilepsy
-Thyroid                - COVID

Other________________________________________
List all medications taken within the last 30days
Includes (hormones, birth control, pills, vitamins,
Herbal supplements etc.)
Medications
Reasons
Length of Use          Length of Use

_________________________________________________



_________________________________________________



_________________________________________________



_________________________________________________



_________________________________________________
Are you currently under a physician’s care?    Yes    No    
Please circle any additional services you are interested in?

Skin care, Laser, Botox, Juvederm, hair and body treatments                                                                                     
Additional Comments:

_______________________________________________________

I acknowledge that the answers given to the above questions are true and that Sanctuary Salon and their staff cannot be held responsible for any adverse conditions that may develop.
Signature

                                   Date      
