
Adrienne G. Honeywell, L.M.T. massage therapy
patient intake form

Confidential Patient Information

First Name: ____________________________________   Last Name: __________________________________

Street Address: _______________________________________________________________________________

City: _____________________________________  State: _________________  Zip Code: _________________

Home Phone: ____________________________  Work Phone: _______________________________________

Cell Phone: ______________________________  E-mail Address: ____________________________________

Please list the telephone number you wish to receive calls about your appointments, or other

health related information if different than your home phone number: __________________________

Marital Status: ____________________________  Profession: ________________________________________

Birth Date: ___________________________  Age: ___________________    Sex:         Male            Female

Have you ever had massage before?          Yes           No  

If yes, when was the date of your last massage? _______________________________________________  

Who can we contact in an emergency? (Name) _______________________________________________

             (Phone) _______________________________________________

How are you related to this person? ___________________________________________________________

Name of Medical Doctors:       Date of Last Visit:

 Primary Care Physician_______________________________  ___________________________

 Chiropractor ________________________________________  ___________________________

 Acupuncturist _______________________________________  ___________________________ 

 Dentist ______________________________________________  ___________________________

 Other _______________________________________________  ___________________________

How did you hear out about i spa? 

Referral _________________________________, internet, yellow pages, other _______________________

May we add you to our monthly e-mail newsletter list, filled with health tips, information about our 
upcoming events and other valuable health related resources?          Yes        No 



Have you taken any medications prior to your arrival to i spa?         Yes            No  

If yes, please list: _____________________________________________________________________________

Are you on any medication right now?       Yes         No   If yes, which one(s)? (Please include any birth

control, supplements/vitamins as well) ____________________________________________________________________

______________________________________________________________________________________________________

Please circle any frequent habits you have:  tobacco  coffee  tea  soda  alcohol  non-prescription drugs

Are you allergic to any oils or creams?         Yes           No     If yes, which one(s)? _________________ 

__________________________________________________      Do you stretch regularly?       Yes            No       

Do you exercise regularly?        Yes           No     If yes, how often do you exercise? _______________

Please list any previous injuries:

1) ________________________________________  Date: ____________________ 

2) ________________________________________  Date: ____________________

3) ________________________________________  Date: ____________________  Continue on back if needed.
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