The Reset Protocol LLC
Client Health History and Liability Release

PLEASE PRINT                                                                               TODAY'S DATE ___________________      
Name __________________________________________ Birth Date ___________________
Address ________________________________City __________________State ______ Zip ______ Cell Phone ________________________________ Email ___________________________________  Age ____ Height ____ Weight ____   
Wear contacts? Y or N       Gender __Male  __Female  __Nonbinary  
Emergency Contact________________________________ Phone __________________________ 
Circle Any of The Following That Apply:  
Fever        Sore Throat       Undiagnosed Blisters       Covid Exposure within (14 days)      Swollen Lymph Nodes       Infectious condition/disease      Malaise      Cold or Flu Symptoms       Surgery within past 8 weeks      Blood Clots

Circle any conditions that you currently have or have had in the past: 
Your information is confidential and will not be released without your written request.

Allergies/sinus                                         Eczema                                       Athlete’s Foot
Anemia	                                          Hearing Impairment/Aid      Headaches
Aneurysm                                                  Hepatitis                                     Memory Loss
Arthritis                                                       Hernia                                          Ringing in Ears
Asthma                                                       Inflammation                            Loss of Balance
Blood pressure - High/Low                Melanoma                                 Dizziness
Bruise easily                                             Numbness/Tingling               Pain with Movement
Bursitis                                                       Osteoporosis                            Stiff Neck
Cancer                                                        Kidney Failure/Disease       Can’t Raise Arms
Cardiac/circulatory condition          Scoliosis                                    Hands Tingling/Numbness
Chest pain                                                 Sleep Apnea                             Loss of Grip Strength
Blisters/Cuts/Scratches                     Stroke                                          Nausea
Closed head injury                                Swelling                                      Constipation/Diarrhea
Diabetes -Non-Insulin                         Warts                                           Low Back Pain
Diabetes -Insulin Dependent           TMJ/Grind Teeth                      Pregnant # of Months___ 
Injection site____________                                                                         Knee Surgery/Replacement
                                                                                                                               Hip Surgery/Replacement 
Other______________________________________                                             
 Have you previously received massage? Yes   No   

How long ago was your last massage? __________ 

Preferred level of pressure:  Mild  Moderate  Firm

Desired results from massage:  Relaxation    Pain Relief    Increased flexibility
 
What type of exercise/hobbies do you do and how often? ____________________________________________________________________________________


Describe any medical concerns, surgeries, injuries, broken bones or allergies:_______________________________________________________________________________________________________________________________________________________________

List all medications and/or supplements you take: ____________________________________________________________________________________ ____________________________________________________________________________________

Client Acknowledgement & Policies
I understand I am required to keep my underwear on during the massage. Any inappropriate, sexually suggestive, or harassing behavior, verbal or physical, will result in immediate termination of the session. I will be responsible for the full cost of the scheduled appointment, and such behavior may be reported to authorities. 
Client Initials: ______
I understand that a no-show occurs when I fail to attend a scheduled appointment without notice. No-shows are charged the full session fee, and repeated no-shows may result in refusal of future services. Appointments canceled or rescheduled with less than 24 hours’ notice are subject to a late cancellation fee of 50% of the scheduled cost. Emergencies are considered case-by-case at the therapist’s discretion.
I understand that massage may be unsafe for clients who have recently received chemotherapy (past 48 hours), are scheduled for chemotherapy in the next 24 hours, received radiation in the past two weeks, had surgery in the past eight weeks, have kidney or heart failure, or have a contagious condition. If massage is contraindicated due to a medical condition, a referral from my primary care provider may be required. 
I affirm that I have disclosed all known medical conditions honestly and completely, and I will inform my therapist of any pain or discomfort during the session.
I understand that massage is provided for temporary relaxation, stress relief, and relief of muscular tension, and is not a substitute for medical examination, diagnosis, or treatment. I understand the therapist does not diagnose, prescribe, or treat any illness. I acknowledge that massage involves close physical contact and may increase the risk of disease transmission, including COVID-19. 
I voluntarily assume responsibility for any risks, illness, or injury that may occur while receiving massage or using the facilities.
Minors under 18 must have a parent/guardian signature. 
Minors under 16 must have a parent/guardian present. 
Massage is not provided for children under 10 years old.



Client Signature: ________________________ Date: ____________

Parent/Guardian Signature (if applicable): ________________________ Date: ____________

Therapist Initials: ____________ Date: ____________





