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Jennifer Wiegand LMT, QTTT, CMLDT 

19063 12th Ave NE  ■  Poulsbo, WA 98370  ■  360-434-1454 office 

jenwiegandTT@gmail.com   www.jenwiegandTT.com 

CONFIDENTIAL CLIENT INTAKE FORM 

Name_________________________________________________________ Date________________________ 

Adress______________________________________________  City_______________________State_______ 

Zip _____________  Home Phone_________________________  Work________________________________ 

Cell Phone_________________________  DOB___________ Occupation_______________________________ 

Emergency Contact & Phone___________________________________________________________________ 

Referred by____________________________________________________ 

1. What is your primary complaint? ________________________________________________________ 

2. Secondary Complaint?_________________________________________________________________ 

3. What date did your symptoms begin?_________________________ 

4. How did your symptoms begin?__________________________________________________________ 

5. Did you receive treatment for this condition?     ꙱ Yes    ꙱ No 

6. If yes please indicate type of treatment, dates, and effectiveness _______________________________ 

____________________________________________________________________________________

____________________________________________________________________________________ 

7. What aggravates your symptoms?________________________________________________________ 

8. What decreases your symptoms? ________________________________________________________ 

9. What are your goals in seeking treatment?_________________________________________________ 

10. What kinds of activities are limited or cannot be performed now, that you used to do? Please be 

specific______________________________________________________________________________

____________________________________________________________________________________  

11. How much improvement in your symptoms do you believe is possible? 

____________________________________________________________________________________ 

MASSAGE HISTORY/TREATMENT INFORMATION 

What type of bodywork have you received in the past?______________________________________________ 

Date of last session__________________ 
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List any stress reduction activities, including frequency______________________________________________ 

Would you like me to teach you some stress reduction techniques during your session?     ꙱ Yes    ꙱ No 

Who is your primary care physican?_____________________________________________________________ 

What was the date of your last physical and what were the results? ___________________________________ 

__________________________________________________________________________________________ 

Are you currently under a doctors care?      ꙱ Yes    ꙱ No 

If Yes, for what?  ____________________________________________________________________________ 

List current medications, herbs, vitamins_________________________________________________________ 

__________________________________________________________________________________________ 

_________________________________________________________________________________________ 

PREVIOUS HISTORY (please include year and treatment received) 

Injuries/Accidents ___________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Major Illnesses, Surgeries or Hospitalizations _____________________________________________________  

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Traumatic Life Events ________________________________________________________________________  

__________________________________________________________________________________________ 
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Please mark any of the following that you have NOW or in the PAST with a N or P and circle the applicable 
condition if there are two on the same line. 
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Dear Client, 

I look forward to working with you. We will work as a team to restore function and decrease any pain 
you may currently be experiencing. The following information is my office/financial policy, and some 
session guidelines. Please read carefully and sign. A one hour session is $110, an hour and a half 

is $160, payable at the time of your appointment, cash or check. Credit cards may be used 24 hours 
prior to your appointment by using the PayPal function on my website www.jenwiegandtt.com 

It is not customary nor expected to tip a medical health professional. 

Insurance billing is the patient’s responsibility. I will provide you with an invoice to take care of your 
insurance reimbursement. Check with your insurance customer care line for coverage and eligibility 
before your scheduled appointment. 

For myofascial release therapy sessions: 
Women - please wear or bring a two piece bathing suit, sports bra, and loose gym shorts, or bra and 
underpants for your session. Men – loose gym shorts with an elastic band is sufficient. This allows me 
to see your myofascial restrictions during the postural analysis and during your treatment session. 

For proper myofascial release to occur, do not wear any lotion or oil on your skin the day of your 
session as it is important to have a good purchase on the skin and not slide.  If at any time during the 
session, anything feels uncomfortable, please let me know so that I can adjust the pressure and 
technique to your particular needs. 

Please sign and date the following - I have read the above information and discussed it with my 
practitioner, Jennifer Wiegand. I understand that this work does not constitute medical treatment, but 
rather is a form of health promotion, utilizing the techniques and principles of traditional Chinese 
Medicine, Myofascial Release, Trigger Point Therapy, Reiki, Therapeutic Touch, Swedish Massage, 
Cranial Sacral techniques, and Manual Lymphatic Drainage. I take responsibility for alerting my 
practitioner, Jennifer Wiegand, to any physical conditions which affect me at this time, and in future 
sessions. I further understand that a massage therapist, neither diagnoses nor prescribes for illness, 
disease, or any other medical, physical, or emotional disorder, nor performs any thrusting joint or 
spine on manipulations or adjustments. I am responsible for consulting a qualified primary care 
provider for any ailment I may have. 

I agree to give at least 24 hours’ notice if I must cancel my appointment. I also agreed to arrive on 
time for my scheduled appointment. Payment is expected for my appointment if canceled or missed 
without a minimum of 24 hours’ notice. Insurance will not pay for missed sessions. When you commit 
to a certain time and day for your session you eliminated that period of time as an option for some 
other client. Therefore, as part of the therapeutic contract, you are responsible for that time. No further 
appointments will be scheduled until payment is made. Your signature below signifies that you agree 
to abide by this part of the therapeutic contract. 

Signed _______________________________________________   Date  ________________ 


