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     CERTIFICATION RECIPIENT - INTAKE
RECIPIENT’S  NAME ________________________________  

 ______________________________

Address _____________________________________  

 
Massage Practitioner
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Phone (h) _________________________   

DOB __________________

Occupation





Hobbies

Regular Exercise




Meditation


What Kind


How often and for how long





Past
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Vitamins/ Supplements



Consumption of:    alcohol









    tobacco









    caffeine









    water

Medication

Serious illness/ surgery


What and when


Any residual effects

Serious injuries


What and when


Any residual effects
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Lower back pain or problems

Previous Professional massage


If YES:  Specific Technique & pressure preferred



  Specific techniques not preferred



  Areas to be worked on


Areas not to be worked on

Unusual Stresses

Under care of physician or health professional

Tension areas:


Chronic


Acute

Anything else you think I should know before we start?


Signature___________________________________________________ Date_____________________

CERTIFICATION PRACTITIONER SOAP NOTES
Subjective:  Client chief complaint.  Symptoms:
       Location, Intensity, Frequency, Duration, Onset

Observation:  Body evaluation of Client, be specific

        Areas of tension, Limited ROM, Soreness, Holding patterns

Action:  Application of techniques.

      What different modalities did you use in different areas?

Plan:  Make a plan for the next session:

      What would you want to change, add, delete, etc.?

Consent of Treatment:  I understand that Massage Practitioners are not medical practitioners.  They do not diagnose illness nor do they treat disease symptoms.  They are massage practitioners and stress management facilitators and are thus responsible for helping me to become aware of how I can better take care of my own health.








