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GENERATIONS
salon & day spa

REVIVE. RENEW. RESTORE.




Massage Services
1. Have you ever had a professional massage? Yes_____ No_____

If yes, when? ______________ By whom? __________________

2. Do you have difficulty lying on your back, front, or turning on your side?

Yes_____ No_____ If yes, please explain: _______________________________

3. Have you ever had any surgery? Yes_____ No_____ 

If yes please explain_________________________________________________

4. Are you currently under the care of a health professional for injuries or on going medical treatment? Yes_____ No_____

If yes, please explain: ________________________________________________

5. Are you taking any medication? Yes_____ No_____

6.  Have you experienced any complications in the past? Yes_____ No_____

If yes, please explain: ________________________________________________

7. Is this massage for relaxation, therapeutic relief, or both? ________________
8. During your massage, do you prefer conversation?  None ___ As needed ____ Yes ____

9. Do you have any medical conditions, health problems or other physical conditions not listed? Have you experienced any complications in the past?

Yes_____ No_____

If yes, please explain: ________________________________________________

10.  Are you  pregnant?   Yes _______      # of weeks ______       No _______  

If you are pregnant, have you had any complications with this pregnancy or in the past? Yes_____ No_____`

If yes, please explain: ________________________________________________

Important Note:

It is my choice to receive massage therapy.  I understand that the information given above is strictly confidential and will be used to no other purpose than to assist the massage therapist in providing a suitable massage, which would take into consideration my specific requirements.  I also understand that failure on my part to disclose information could result in injury and/or illness and I hereby release Aveda Corporation and it’s parent company from any claims resulting from such.  Any information provided to me by the massage therapist is for general educational purposes only and is not intended for any medical or therapeutic purpose. We reserve the right to refrain from providing a massage service until written permission is given by your medical professional.

            Client Signature: ______________________________________Date: __/__/___


Print Name:________________________________________


Therapist Name: __________________________________

Therapist Signature: ___________________________________Date: __/__/___

