Healing Touch Solutions
Formerly New InSPArations Healing Touch
 Innovative Alternative Health & Day Spa

805 E. Cedar Street * Angleton, TX  77515 * 979-849-9009

Name ______________________________________________________________  Male   /    Female

Address ___________________________City_____________________State_________Zip_________

Home Phone  (_____)______________________________Cell  (____)__________________________

Employer & Occupation _____________________________Work Phone (______)_________________

DOB _______/_______/________   Email address ___________________________________________

In case of emergency notify _______________________________________phone #_______________

How are your related?_________________________________________________________________

What is your primary reason for visiting US? ________________________________________________

How did you hear about US? ____________________________________________________________

Medical History:

Who is your physician? ______________________________Address & Phone______________________

_____________________________________________________________________________________

Are you presently under a doctor’s care?   _____yes    ______no   If yes, Why? ______________________

______________________________________________________________________________________

Any medical condition we should be aware of? _____yes   _____no    please Explain __________________

______________________________________________________________________________________

Do you currently take Coumadin or Aspirin?      _____yes   _____no

Are you allergic to Aspirin?                                    _____yes   _____no 

Are you currently taking any other prescription or over the counter medications?  _____yes   _____no
List oral medications you are taking ___________________________________________________________

List all medications you are allergic to __________________________________________________________

List any other known allergies ________________________________________________________________

Do you smoke?  _____yes   _____no   If yes, How much? ____________________________________________

(FOR WOMEN) Are you pregnant or lactating? _____yes   _____no 

Have you been involved in an auto accident? _____yes   _____no   If yes, were you injured? _______________

Have you ever had Chemotherapy or Radiation? _____yes   _____no   Please Explain? ____________________
Are you ticklish? _____yes   _____no

PLEASE CHECK ALL THAT APPLY:
	Active Acne
	Rosacea
	Flat Warts
	Dermatitis
	Psoriasis

	Eczema
	Herpes Outbreak
	Lupus
	Fibromyalgia
	High Blood Pressure

	Diabetic
	Heart/Lung Problem
	Cancer
	HIV/AIDS
	Recent Injuries

	Surgery (last 5 yrs.)
	Headaches
	Varicose Veins
	Acute Infectious disease
	Spinal Injuries

	Inflammation
	Osteoporosis
	Arthritis
	Broken Bones (last 2 yrs.)
	Edema

	Hernia
	Phlebitis/Blood  Clots
	Aneurysm
	
	


If You Checked any of the Above, Please Explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________I have additional questions about: ____________________________________________________________________________________________________________________________________________________________________________________

Informed Consents: Please take a moment and carefully read the following information before signing.

I, ____________________________, understand that the massage/body work that I receive is provided by the basic purpose of relaxation, stress reduction, and relief of muscular tension.  If I experience any pain or discomfort during this session, I will immediately inform the practitioner so that the pressure and/or strokes may be adjusted to my level of comfort.  I further understand that massage/body work sessions should not be constructed as a substitute for medical examination, diagnosis, or treatment; and that I should see a physician, chiropractor, or other qualified medical specialist for any mental or physical ailment that I am aware of.

I, ____________________________, understand that the services I choose to partake of can have contraindications (should not be done) under certain medical conditions; therefore, I affirm that I have stated all my known medical conditions and answered all questions honestly.  I agree to keep the practitioner updated as to any changes in my medical profile, and understand that there shall be no liability on the practitioner’s part should I forget to do so.  I further understand that the services I choose to partake of are elective and that there shall be no liability on the practitioner’s part for any incidents or accidents that may occur.  I understand that I accept all responsibility for myself and have signed this under NO DURESS.

I,___________________________________ have read a copy of the Guest Information.

__________________________________________


________/________/________

Client Signature






Date

__________________________________________


_______/________/__________

Technician Signature






Date
SKIN INFORMATION: 
Do you wear CONTACT LENSES?  _____yes   _____no
Have you ever seen a dermatologist for your skin? _____yes   _____no If yes, Explain____________________

_________________________________________________________________________________________

Have you ever had an adverse reaction after using a skin care regimen? _____yes   _____no

If yes, describe (rash, irritation, peeling, sensitivity, etc.) ______________________________________

Have you ever had a skin allergy?  [image: image1.png]X



Cosmetics _____yes   _____no    [image: image2.png]X



Fabrics _____yes   _____no 

 [image: image3.png]%



Fragrance _____yes   _____no [image: image4.png]X



Rashes _____yes   _____no     [image: image5.png]%



  Other________________ if yes, to any, please explain ___________________________________

Pigmentation: [image: image6.png]%



 Even      [image: image7.png]%



 Uneven      [image: image8.png]%



 Birthmark      [image: image9.png]%



 Pregnancy Mask

Does your skin appear fragile or burn easily? _____yes   _____no
Have you or any member of your family had skin cancer _____yes   _____no If yes, please explain __________________________________________________________________

What is your ethic background? ________________________________________________________________

Do you form thick or raised scarring from a cut or burn _____yes   _____no
Broke Capillaries: [image: image10.png]X



 Nose      [image: image11.png]X



 Cheek      [image: image12.png]X



 Chin      [image: image13.png]X



 Forehead      [image: image14.png]X



 Face

Is your skin: [image: image15.png]X



 Dry       [image: image16.png]X



 Combination       [image: image17.png]X



 Oily      [image: image18.png]X



 Acne Prone

Do you have a history of acne or periodic breakouts? _____yes   _____no
Do you have  [image: image19.png]%



 Exessive Oil      [image: image20.png]%



 Acne Scars      [image: image21.png]%



 Hormone related acne   If yes, how frequent?_________

Does your skin flake or fell tight and dry? _____yes   _____no _____sometimes

Is your skin shiny a few hours after cleansing? _____yes   _____no _____sometimes
Do you use wax or use depilatories on your face? _____yes   _____no If yes, Explain_____________________

Have you ever had a fever blister? _____yes   _____no    If yes, how frequent? _________________________
Have you had any active fever blister in the last 4-6 weeks? _____yes   _____no    
Have you ever had facial surgery, facial peels, laser surgery or dermabrasion? _____yes   _____no  If yes, Explain________________________________________________________________________

__________________________________________


________/________/________

Client Signature






Date

__________________________________________


_______/________/__________

Technician Signature






Date
Healing Touch Solutions
Formerly New InSPArations Healing Touch

805 E. Cedar Street * Angleton, TX 77515 * 979-849-9009
Client consent form
Required by the texas department of health services

NAME: ______________________________________________________________________________________________________________________

ADDRESS:_______________________________________________CITY, STATE & ZIP_______________________________________________

HOME PHONE:_________________________________________________ CELL PHONE:_____________________________________________

EMAIL ADDRESS:___________________________________________________________________________DOB:___________________________

Who referred you to us? ____________________________________________________________________________________________________

ARE YOU A RETURNING CLIENT OR IS THIS YOUR FIRST VISIT:________________________________________________________

 IF RETURNING CLIENT, HOW LONG SINCE LAST VISIT WITH US:______________________________________________________

WHAT TYPE OF MASSAGE ARE YOU REQUESTING (please circle one below)

SWEDISH/RELAXATION - DEEP TISSUE - PREGNANCY MASSAGE -  HOT STONE MASSAGE

Areas of pain/tension:_______________________________________________________________________________________________________

Areas to be avoided:_________________________________________________________________________________________________________

The massage therapist will not perform breast massage on female clients without written consent of the client prior to the massage session.

If uncomfortable for any reason the client (or therapist) may ask to end the massage session, and the session will be ended.

CLIENT SIGNATURE:__________________________________________________________________________________DATE:_________________
TO BE COMPLETED ONLY BY THE THERAPIST:

Type of massage techniques to be implemented: _____________________________________________________________________________

Part of the body to be massaged (Including indications and contraindications: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

THERAPIST SIGNATURE:____________________________________________________________________________DATE:____________________

