
                

 

Jennifer Gibson, LMP, CCT                              
Gentle & Holistic Craniosacral, TMJ & Visceral Bodywork                                                                

Phone: 206-300-9598    Email: jennyglmp@hotmail.com 

www.jennifergibsonlmp.com 
 

 

Client Information 
Patient Name: _________________________________     

Date of Birth: __________________________________   

Address: ______________________________________    

City/State/Zip: ________________________________ 

E-mail: _______________________________________     

Phone: Home _________________Cell _________________ 

Occupation: ___________________________________ 

Work Phone: __________________________________  
How did you hear about my services? ___________________ Reason for scheduling appointment? ____________________ 

 

Health History 

Please circle the following that apply to you: 

 
    Had professional massage/craniosacral before      allergies       

        athlete’s foot      circulation problems      blood clots 

skin conditions     osteoporosis     numbness     constantly tired 

      wear contact lenses     wear dentures     varicose veins           

chronic constipation/diarrhea     low blood pressure    pregnant  

     high blood pressure      herpes virus (simplex or genital) 

 

 

Please label the figures below as they pertain to 

your recent or current symptoms: 
 
 

                                    
 

Please circle the following that apply to you and PLEASE 

INCLUDE THE DATE in which the incident/condition took 

place or began: 

 

AIDS/HIV __________________________________ 
Arthritis __________________________________________ 

Cancer ____________________________________________ 

Diabetes __________________________________________ 

Back/Neck Pain ____________________________________ 

__________________________________________________ 

Fibromyalgia ______________________________________ 

Headaches _________________________________________ 

Heart Attack _______________________________________ 

Stroke ____________________________________________ 

Tingling/Numbness __________________________________ 

Surgeries __________________________________________ 

__________________________________________________ 

Car Accidents ______________________________________  

__________________________________________________ 

Head/Spinal Injuries _________________________________ 

__________________________________________________

__________________________________________________ 

Other Injuries/Conditions _____________________________ 

__________________________________________________  

__________________________________________________

 

Authorization for Treatment and Cancellation/Lateness Policy  

I, the undersigned, acknowledge that it is my choice to receive massage/craniosacral therapy.  I understand that massage/craniosacral therapists do 

not diagnose a disorder, nor may they prescribe medical treatment, pharmaceuticals, or perform spinal thrust manipulations.  I acknowledge that 

massage and/or craniosacral therapy is not a substitute for a medical examination or diagnosis; that these lie in the responsibility of my primary 

health care provider.  I have answered all questions above to the best of my knowledge, and will update my massage therapist of any change in the 

status of my health.  
 

I agree to pay a $75 fee if I am unable to provide my massage practitioner with at least 24 hours notice before canceling a scheduled appointment.  

This fee may be waived due to illness, if an emergency arises, or if a replacement is found to fill the appointment.  Your appointment may have to be 

shortened as a courtesy to the practitioner and other clients if you arrive late. Full payment for the scheduled session is still expected even if the 

session is shortened due to lateness. If you are more than 15 minutes late without calling ahead, your appointment is considered cancelled and a $75 

fee will apply. 

  

        Signature ____________________________________________     Date ______________

 

mailto:jennyglmp@hotmail.com

