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Little OM Yoga & Massage, LLC  

at Arise Chiropractic Wellness Center, LLC 

605 N Bentz Street, Suite 103 Frederick, Maryland 21701 | 301-662-4220 

Alison Kennedy, LMT 

240-793-1845 | www.littleom.org | alison@littleom.org 
 

Confidential Health Intake and Informed Consent 

Client Name _____________________________________________________     Today’s Date ______________________  

Date of birth __________________ E-mail __________________________________________________________________  

Phone (Cell/Home) ______________________________ If cell phone, permission to contact via text? YES NO  

Address ________________________________________________________________________________________________ 

City __________________________________ State ____________________ Zip Code ___________________  

Current occupation ___________________________________ Gender/Pronouns ________ she/her they/them he/him 

Emergency contact ____________________________________ Phone number ________________________________  

How did you hear about me? __________________________________________________________________________ 

What are your goals in seeking a Massage and/or an Ayurvedic Treatment today? ________________________ 

________________________________________________________________________________________________________ 

Have you ever received massage and/or bodywork before?  YES     NO 

If so, please elaborate which treatments you have received ______________________________________________  

Are you currently under the care of a Physician/Medical Professional?  YES    NO 

 If so, can you please explain why? ______________________________________________________________________ 

At present, are you or your household experiencing or recovering from any of the following? Please circle   

Skin Rash    Infections/fungus Lice/scabies/bed bugs/fleas     Allergies    Cold/flu/fever    Injuries/bruises      

Open cuts/sores   Stress/trauma  Other viral infection (Mono, Hepatitis, etc.) __________________________________ 

Please list any allergies or sensitivities (including seasonal, medications, topical, environmental, etc.): 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Please list any current medications and/or supplements (include any side effects/symptoms you experience 

from any of these): _________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Please list all surgeries (including dental, emergency, and C-section): ________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________  

Are you pregnant?    YES    NO          If yes, please provide due date ________________________________  
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Name_________________________ 

Please use a √ to denote current and/or past conditions or symptoms. Where there are two listed, circle the 

one(s) that apply. 

Current   Past  Musculoskeletal        Current  Past   Cardiovascular  

_____________  Arthritis or Bursitis        _____________  Blood clots/DVT  

_____________  Back pain         _____________  Heart attack  

_____________  Foot pain         _____________  Heart disease  

_____________  Broken Bones             _____________  High/low blood pressure  

_____________  Herniated/bulging Disc       _____________  Poor circulation  

_____________  Osteoporosis             _____________  Stroke  

_____________  Torn ligament/tendon           _____________  Varicose veins  

_____________  Scoliosis/other spine condition      _____________  Other __________________________ 

_____________  Strain/sprain Whiplash     

_____________  TMJ/teeth grinding or clenching        Current  Past_  Neurological  

_____________  Other ___________________________     _____________  Fibromyalgia  

           _____________  Migraines or headaches  

    _____________  Epilepsy/seizures  

Current  Past   Psychiatric         _____________  Numbness/tingling 

_____________  Anxiety disorder        _____________  Sciatica  

_____________  Bipolar              _____________  Other ____________________________  

_____________  Depression      

_____________  Frequent stress            Current  Past_  Skin Conditions/Infections  

_____________  Mood swings           _____________   Burns  

_____________  PTSD/trauma           _____________   Eczema  

_____________  Insomnia or other sleep disorder     _____________   Impetigo  

_____________  Other ____________________________       _____________   Other ____________________________ 

Current  Past   Respiratory             Current  Past   Reproductive  

_____________  Asthma         _____________  Dysmenorrhea  

_____________  Bronchitis         _____________  Fibroids or PCOS  

_____________  COPD              _____________  Infertility  

_____________  Emphysema            _____________  PMS 

_____________  Hay Fever         _____________  Prostatitis  

_____________  Other ____________________________        _____________  Other ____________________________ 

Current  Past   Urinary              Current  Past   Digestive  

_____________ Frequent Urination        _____________  Colitis  

_____________ Difficult/painful urination       _____________  Constipation  

_____________ Kidney stones            _____________  Crohn’s Disease  

_____________ UTIs          _____________  Diarrhea  

_____________ Other _____________________________       _____________  Other ______________________________  

Current  Past   Endocrine 

_____________ Diabetes  

_____________ Hypo/Hyperglycemia  

_____________ Thyroid disorder  

_____________ Other __________________________  
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Name_________________________ 

Have you ever been diagnosed with the following?  

Lyme’s disease YES NO  

Shingles YES NO  

Cancer, if so, please describe type and stage or remission: __________________________________________________  

Please tell me a bit about your daily activities (include activities for work and pleasure, for example: sitting at a 

desk/computer, time driving, heavy lifting, walking/hiking, sports or other activities, etc.): 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

Please circle the areas of the body, in the picture 

to the left, where you are feeling pain or 

discomfort.  

On a scale of 0-10, with 0 signifying zero pain and 

10 the most severe pain, please indicate how you 

are feeling today: _______  

Are there any past traumas, physical or 

emotional, that you would like me to be aware? If 

so, are there parts of the body or body positions 

which can cause discomfort as a result? 

_____________________________________ 

_____________________________________

_____________________________________ 

_____________________________________

_____________________________________ 
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Statement of Understanding and Informed Consent 

(Please initial to the left of each statement) 

_______ I understand that Alison Kennedy is a licensed massage therapist and trained in Ayurvedic Body Work. 

She is neither a medical doctor nor a licensed medical practitioner. I understand that massage practitioners do 

not diagnose illness, disease, or any physical or mental disorder; nor do they prescribe treatment, 

pharmaceuticals, or preform spinal manipulations. Furthermore, I understand that bodywork is not a substitute 

for medical care. If I have any health concerns, I understand that Alison advises me to consult with my regular 

primary caregiver or an appropriate medical professional.  

_______ I affirm that I have provided Alison Kennedy with accurate and complete information regarding all 

known, current, and past health conditions, as well as medications. I understand that this information will be 

held in the strictest of confidence in accordance with HIPAA regulations. I agree to keep Alison informed with 

updates or changes to my health. 

 _______ I understand that close contact with people increases the risk of infection from COVID-19. By signing 

this form, I acknowledge that I am aware of the risks involved and give consent to receive massage from this 

practitioner.  

_______ I understand that disrespectful or inappropriate language and/or behavior will not be tolerated, and 

that treatment is non-sexual and therapeutic. Any form of sexual, lewd or demeaning language or behavior will 

result in refusal to treat and immediate termination of a treatment in progress.  

_______ I understand that 24-hour cancellation notice is required and that all cancellations made with less than 

24 hours’ notice before scheduled booking will be subject to 50% of the treatment price and the FULL payment 

will be due for all NO SHOWS. 

If you feel that you are coming down with an illness, please take care of yourself and reschedule. You should 

feel better for three full days before coming in for a massage. No matter how minor your cold or flu may seem, 

it can be aggravated by massage, and you may potentially spread your illness. You will not be charged for less 

than 24-hour notice in these circumstances. 

It is my choice to receive massage therapy. I realize that the treatment is being given for my well-being. This 

includes stress reduction, relief from muscular tension, spasm, pain, or for increasing circulation or energy flow. I 

agree to communicate with my practitioner anytime I feel like my well-being is being compromised.  

I sign below to indicate that I have read and understand the above terms, which I accept in their entirety and 

without reservation, and that I consent to hands on massage/bodywork from Alison Kennedy.  

Signature_______________________________________________________ Date___________________  

Print Name______________________________________________________ 

 

 

 


