
Have you had any fever over 100 °F, tiredness, 

13. In the last 14 days, have you been in contact 
with anyone diagnosed with Covid-19?

Do you have any recent fractures and/or surgeries?

body ache and/or dry cough in the last 14 days?

Yes No

Yes No

(Please indicate where)

In the following body diagrams, please mark the 
areas you would like the massage therapist to 
concentrate on.
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