 Gabi Marcus Bodyworks

Intake-Minor
Name of minor _________________________ Today’s Date ______________
Address________________________________________________________

DOB________________________  
Name of parent or legal guardian: ________________________

Parent/legal guardian’s phone   Work__________  Home/Mobile____________
Email _________________________________________________________
Your preferred method(s) of contact?  Email__  
           Cell Phone__    

                                                             Home Phone__           Work Phone__






       No Preference __

(I will use your other phone numbers only in an emergency, such as a scheduling concern, unless you do not provide them.) 
What type(s) of health care is your child receiving?  (physicians, chiropractors, homeopaths, acupuncturists, etc.) ___________________________________

______________________________________________________________

Do they currently have, or have they ever had, any of the following conditions? (This information is strictly confidential and may be important to their therapy.)

	Headaches ___

Skin Problems ___

Numbness or Tingling ___

Inflammation ___
Incontinence/Pelvic Floor Issues ___

Diabetes ___

Cancer  (history)___ 

Allergies (skin, scent, nuts, etc.) ___

Athlete’s Foot ___

Digestive Troubles ___


	Pain in the: 

   Jaw __ Neck __ Shoulder __

   Arms__ Wrists/Hands__

   Feet __ Ankles __ Knee __ 

   Legs __ Hips/Groin__

   Low Back__Mid Back ___   

   Upper Back__
Other _______________________

____________________________

____________________________


Please list and give the years or ages (approximate is fine) of major traumas such as car accidents, falls, or other serious impacts/injuries: 
______________________________________________________________ 

______________________________________________________________

______________________________________________________________

Please list and give the years or ages (approximate is fine) of past surgeries:

______________________________________________________________

______________________________________________________________

______________________________________________________________

Scar tissue can sometimes be an important part of our work. Please list any scars you know your child has here:

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

Please list any medications they are currently taking:______________________
_______________________________________________________________ 
_______________________________________________________________
_______________________________________________________________
Have they ever received (please circle): 

__physical therapy?  __chiropractic care?    __acupuncture?    

Have they ever worn:  __orthotics  __flip-flops  __high heels

Are they right or left-handed?  Right  Left

Do they usually sleep (check more than one if appropriate): 

__ face down    __face up    __on left side   __on right side 

Have they been ill recently?  Yes   No

Previous massage/bodywork experience:  Never__   Occasionally__   Often__   

Types of bodywork received? _______________________________________

I understand that massage therapy involves neither diagnosis nor treatment of any condition and is not a substitute for medical care. I understand that parents and guardians may be in the massage room at all times; if they choose to sit outside, the door to the massage room will be open for ease of communication throughout the session. I understand that all clients may stay fully clothed, and that if they choose to undress therapeutic massage draping will be used for the duration of the session to ensure warmth, comfort and privacy. I understand that I or my child may choose to end the session at any time for any reason without penalty.  

Gabi Marcus Bodyworks requires 24 hours’ notice of cancellation.  If I give less than 24 hours’ notice, I may be charged in full for the missed appointment. 

Signature of parent or legal guardian 
______________________________________

Date

______________________________________

