CLIENT INTAKE FORM

LMT
MUIR

Today’s Date

Date of Initial Visit

Please complete & submit the
following form before your session.

Referred by

First Name Last Name

Date of Birth Phone Email

Home Address

Physician’s Name Physician’s Phone Number

Emergency Contact Name Emergency Contact Relationship

Emergency Contact Phone

Joanne Muir LMT | MA0026244
www.joannemuir.com | joannemuir@joannemuir.com



How would you rate your general health? Have you had a professional massage before?

(O Excellent (O Yes
Q Good Q No
Q Fair
O Poor

If yes, date of last treatment

List current medications & the List any major accidents or surgeries
conditions they are treating (including dates)
Any allergies or hypersensitivies? Reason for initial visit

Joanne Muir LMT | MA0026244
www.joannemuir.com | joannemuir@joannemuir.com









