
*  CHAIR MASSAGE Client Intake *

Name ___________________________________________ Phone___________________________

Occupation ____________________________ Contact Preference: (circle 1+)  Email     Text    Phone

Email ___________________________________

Emergency Contact  ___________________________Phone________________ Relationship____________

Have you ever had a chair massage? Y or N
What do you hope to achieve with this appointment? ______________________________________

________________________________________________________________________________
________________________________________________________________________________

What have you noticed makes your neck and shoulder tension better? What makes it
worse?___________________________________________________________________________

Circle your preferences for touch : Light    Medium Firm

How many times do you get up and take a break from the computer?
________________________________________________________________________________

On a scale of 1-10, rate your level of pain right now (1 being the lowest and 10 being the highest) _______
Any sensitive areas that  should be avoided? ____________________________
Other sensitivities or allergies? _______________________________________
List of medications _________________________________________________

Please circle any areas of discomfort or concern to address. Mark “X” for Do not touch zones.



_________________________________________________________________________________________

I understand that CHAIR MASSAGE is for therapeutic purposes only and not diagnostic. I understand
that I will remain fully clothed during the appointment. I have disclosed all known allergies and
medical conditions and know no reason why I cannot receive a chair massage. I willingly give my
consent and agree to hold my therapist, The Crystal Stair Chamber and its representatives harmless.

I understand that services offered are NOT a substitute for medical or psychiatric care.
If I experience pain or discomfort during my session, I will immediately inform my therapist so that
position/pressure/strokes can be adjusted to my level of comfort. Should I choose not to, I will not
hold my therapist responsible for any pain or discomfort I experience during and or after the session.

I will inform my therapist prior to session work of areas to avoid, open sores or wounds, injuries or
any contagious illnesses prior to my session.

I agree to inform my therapist of any changes in my mental and physical health and medical
conditions before my session starts. I understand that there shall be no liability on the therapist's part
should I forget to do so.

I understand that CHAIR MASSAGE is performed with clothes on. I understand that this is a
therapeutic service and completely non-sexual in nature. My therapist has the right to stop and
terminate the session should there be any inappropriate behavior and payment will be charged in full
despite any remaining time left in my session.

Under Texas Law for all licensed massage therapist, I have the right to contact the TDLR and inquire
about the status of licensure status or complaints should I need to for my therapist, License #
MT132976 at https://tdlr.texas.gov.

I have read the statement above and agree to all policies, procedures and agreements.
I have read and agree to the Full Service Agreement and Cancellation Policies.

Name and Date _______________________________________________________________

Signature ____________________________________________________________________

https://tdlr.texas.gov

