                                              LYMPHATIC MASSAGE L.L.C.			
Elizabeth M. Murphy LMT	1389 Industrial Dr. Suite A    New Braunfels, TX 78130
 1+(512) 415.8790						    Murphyelizabeth7@gmail.com
www.elizabethmurphylmt.massagetherapy.com


Name: 	___________________________________Date: __________	DOB: _____________________
Address: _________________________________________________	Phone: ____________________
Email: ___________________________________________________	I.C.E.: _____________________ 
Are you under the age of 17? If yes, you must have the written consent of your parent or guardian or present to receive massage therapy services.

Please check below all that apply:

_Spinal Problems	_Allergies	_High Blood Pressure	_Bruise Easily
_Varicose Veins		_Migraines	_Heart Conditions	_Injuries past and current
_Smoke			_Currently Pregnant? Due Date: Doctors authorization in writing to receive

Please explain any checked above: ________________________________________________________

_____________________________________________________________________________________

Any medical conditions your therapist should be made aware of? 

_____________________________________________________________________________________

 Current Medications: ___________________________________________________________________


Type of massage you are requesting	(Please circle below):

Lymphatic	Therapeutic		Swedish/Relaxation	Deep Tissue	Trigger Point

Neuromuscular	Myofascial Release	Pregnancy Massage	Hot Stone 	Reflexology

Areas of pain/tension/discomfort: _________________________________________________________

Areas to be avoided: ____________________________________________________________________



Massage therapy is not a substitute or medical examination or diagnosis. It is recommended that I see a physician for any physical ailment that I may have. I understand that the massage therapist does not prescribe medical treatments or pharmaceuticals and does not perform any spinal adjustments. I am aware if I have any serious medical diagnosis, I must provide a physician’s written consent prior to services.

The licensee shall drape the breasts of all clients and not engage in breast massage of clients unless the client gives written consent before EACH session involving breast massage as lymphatic drainage.
Draping of the genital area and gluteal cleavage will be used at all times during the session for all clients.

The licensee must immediately end the massage session if a client initiates any verbal or physical contact that is sexual in nature.

If the client is uncomfortable for any reason, the client may ask the licensee to end the massage, and the licensee will end the session. The licensee also has a right to end the session if uncomfortable for any reason.


Client Signature: ________________________________________________	Date: ______________

(Parent or Guardian if under the age of 17) __________________________________________________



To be completed by the licensee:

Type of massage service/techniques to be used: _____________________________________________

Parts of the body to be massaged (including indications and contraindications): ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Licensee signature: _______________________________________________ Date: ________________
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