
 
1235 SE Division #206, Portland, OR 97202 • lemontreewellness.co 

 
 
New Client Information 

First name ______________________________________    Last name __________________________________________________   Date ______________________ 

Address ________________________________________________________   City/State __________________________________   Zip _________________________ 

Date of birth ____________________   Age ______________   Contact phone ______________________________          Home          Work          Mobile 

Email _____________________________________________________________   What is your preferred method of contact?           Phone          Email  

Preferred name (if different) _______________________________________________________________   Pronouns ____________________________________ 

Your occupation ______________________________________________________________________________________________________________________________ 

Guardian (if a minor) ________________________________________________________________________________________________________________________ 

Emergency contact __________________________________________________________________   Relationship _________________________________________ 

Emergency contact phone __________________________________________________________________________             Home          Work          Mobile 

Family doctor __________________________________________________________   Family doctor phone (if known) ________________________________ 

Family doctor email __________________________________________________________________________________________________________________________ 

Referring professional ___________________________________________   Referring professional phone (if known) _____________________________ 

Referring professional email _________________________________________________________________________________________________________________ 

Who were you referred to? ___________________________________________________________________________________________________________________ 

 Massage Information 

Which type of massage appointment are you wanting to schedule? 

        Structural Integration (only offered by Erin Solveig) 

        Full Body Massage 

        Craniosacral (Lynn Harvey only) 
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Have you ever received professional massage/bodywork before? 

         Yes      No  

If so, how recently? __________________________________________________________________________________________________________________________ 

What would you prefer had been done differently, if anything? 

_________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________ 

Please you’re your current symptoms (stress, pain, numbness, tingling, swelling, stiffness, etc.) 

_________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________ 

Health History 

Please list any medications you currently take, and any side effects you are experiencing: 

_________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________ 

Have you had any injuries or surgeries in the past that may influence your treatment (this includes injectable dermal fillers and 

other medical spa procedures)? 

_________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________ 
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Please check all boxes for current or past conditions. 

       High Blood Pressure              Infections                                    Skin Conditions                                      Trauma or PTSD 

        Low Blood Pressure              Congestive Heart Failure            Contagious Disease                                 Muscle or joint pain 

        Heart Attack or Stroke          Cancer                                         Pitting Edema (or lymphoma)               Muscle or joint stiffness 

        Varicose Veins                        Headaches/Migraines                 Cellulitis (not cellulite)                          Osteoporosis 

        Heart Disease                         Kidney Disease/Infection          Lymph node removal or biopsy              Degenerative Discs 

        Blood Clots                            Broken Bones                             Dizziness, vertigo, ringing in ears          Diabetes 

        Swelling                Bruise easily         Sensitive to touch      Epilepsy, seizures 

       Arthritis (rheumatoid or osteoarthritis)                                   Endocrine/thyroid conditions               Scoliosis 

       Depression, anxiety, or mental health conditions                   Numbness or tingling (or neuropathy) 

       Neurological (MS, Parkinson’s, chronic pain)                         Digestive Conditions (Chron’s, IBS)  

        Gas, bloating, constipation                                                       Allergies (include sensitivity to any topical products) 

       Shortness of breath or asthma                                                   Memory loss, confusion, easily overwhelmed, disorientation 

       Other  ____________________________________________________________________________________________________________________________________ 

What is your current pain level (om 0 = No Pain and 10 = Excruciating Pain)? 

0 1 2 3 4 5 6 7 8 9 10 

Who may we thank for referring you? _______________________________________________________________________________________________________ 

If you are wanting to bill insurance, please let us know your member ID and insurance plan below. Please note that benefits checks 
are ultimately the responsibility of the patient, and that if your insurance does not cover your visit, you will be charged in full for 
your appointment. 

_________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________ 
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Consents 

Consent for Treatment (Required) 

If I experience any pain or discomfort during this session, I will immediately inform the practitioner. I understand that bodywork 

and Reiki should not be construed as a substitute for medical treatment, and that I should see a qualified health care practitioner 

for any mental or physical ailment. I understand that massage therapists are not qualified to perform skeletal or spinal adjustments, 

diagnose, prescribe, or treat any physical or mental illness. I affirm that I have stated all known medical conditions and answered all 

questions honestly. I will keep the practitioner updated as to any changes in my medical profile and understand that there shall be 

no liability on the practitioner or facility's part should I fail to do so. I also understand that any illicit or sexually suggestive remarks 

made by me will result in immediate termination of the session, and I will be liable for payment of the scheduled appointment.        

I have read the above statement and give my consent to receive care. 

Cancellation policy (Required) 

Your appointment time is reserved just for you. A late cancellation or missed visit leaves a hole in the therapists' day that could have 

been filled by another patient. As such, we require 24 hours’ notice for any cancellations or changes to your appointment. Patients 

who provide less than 24 hours’ notice, or miss their appointment, will be charged in full unless another client is able to take their 

spot.       

I am aware of the Cancellation Policy. 

Release of Liability (Required) 

Healthcare treatments carry inherent risks. I hereby release all Lemon Tree Wellness, its teachers, and all staff om any liability 

resulting om harm incurred during treatment. 

I agree. 

Information Sharing (Required) 

By signing this form, you are giving your consent for providers working with you to discuss you with each other to better serve your 

needs. 

I give my consent for Lemon Tree Wellness providers to discuss my health information. 

I do not give my consent for Lemon Tree Wellness providers to discuss my health information. 
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Signature (Required) 

___________________________________________________________________________  Date _________________________________ 
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