
               Lake Norman Salt Spa Massage Intake/Health History Form 

The information requested below will assist us in providing you with safe treatments. Please ask your therapist if you have any questions about the 

information being requested. All information provided below will be kept as confidential unless allowed or required by law. Your written permission 

will be required to release any information.   

Client Information 

Name________________________________________________________________Email____________________ 

Phone (cell/day) __________________________________ DOB ______________________ Age: _____________ 

Address_______________________________________________________City/State/Zip____________________ 

Emergency Contact Name ________________________ Phone ___________________ Relationship ___________ 

Occupation ____________________________________________ Referred by: ______________________________________ 
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By signing below, I acknowledge that I am aware of the benefits and risks of massage therapy and that I have 

completed this form accurately and truthfully to the best of my knowledge.  I also agree to inform my massage 

therapist of any health or medical changes.  

Client Signature _______________________________________ Date ______________ 


