
MASSAGE THERAPY QUESTIONNAIRE  

Name: Date: 

Have you experienced a professional massage before? YES     NO 

What is your preferred pressure?  LIGHT    FIRM         DEEP 

Are you comfortable receiving treatment on: (circle all that apply) 

Gluteal region     pectoral muscles     scalp     face     abdomen     feet 

For Gluteal Region, are you more comfortable with being touched: (circle what applies) 

Over the sheet                            Under the sheet

Describe your main concerns and reasons for visit (relaxation/pain relief). 

What qualities do you seek in a Massage Therapist? 

Do you experience stress/tension from work, sports, or hobbies requiring repetitive movements? Briefly describe: 

Previous Treatment for Your Current Symptoms: 

Goals for treatment (What do you expect to get from treatment?):  

Kourtney Pierce
@eric@gobeyondexercise.com I just realized that the new version of the Massage Questionnaire was never placed on the website. I am sending this over for you to add it in. I can also take care of this if you need, I just need the website access. 

Kourtney Pierce
@eric@gobeyondexercise.com Just kidding, this is the correct one. Sorry I had to tweak something
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