
Ser eni t y  In  M ot ion   48 Alcock Close Okotoks AB 403 519 3668       DATE:___________ 

INSURANCE PROVIDER: _____________________                                                                                   

PRESSURE PREFERED: COMBINATION: __ LIGHT: __ MEDIUM:__ THERAPEUTIC - DT:__   

 

 

 

 

 

 

 

 

 

 

 

NAME:___________________________  DATE OF BIRTH____________________     

EMAIL ADDRESS:_______________________________  MAILING ADDRESS:_______________________ 

CONTACT #CELL:____________________   WORK #:___________________  TYPE:___________________ 

EMERGENCY CONTACT NAME& # __________________________________ 

ALLERGIES:               Y / N    DETAIL:_____________________ 

HAVE YOU HAD A MASSAGE BEFORE:         Y / N       TYPE:_______________ 

ANY INJURIES IN THE LAST 3 DAYS:            Y / N           DETAILS:_________________________ 

 

 

 

SIGNATURE:  _________________________________  DATE:____________________________ 

 



 

 

 

 

 

 

 

 

 

 

 


