
 
Cupping Therapy – Client Form Supplement 

Please fill out along with a ‘Massage Client Intake Form’ 
Personal Information 

 

Name:  ___________________________________________________               Date:  __________________ 
 

DOB:   ________________ 
 

Medical History 
 

Cupping Therapy is safe for most individuals; however, there are some instances where Cupping is either not 
an option or requires modifications for your protection.  Therefore, for your safety, it is important to know 
any problems or medical conditions that may affect today’s session. 
 
 I have thoroughly read the ‘Medical History’ portion of the Massage Intake Form and checked any that  
     apply to me. 
 
 

Today’s Cupping Service(s) 
 

  Therapeutic Cupping Massage 
  Lymphatic Drainage 
  Abdominal Cupping 

 

  Cellulite Treatment 
  Facial Cupping 

 

  PediCupping 
  BioMagnetic Blanket 

 

Cupping Therapy Disclaimer 
 

  I understand that Cupping Therapy is therapeutic in nature and I agree to communicate to the therapist any physical  
      discomfort or draping issues during the session. 
 

  I understand that there is the possibility of marking and discolorations that can occur from Cupping.  I also  
      understand that this reaction is not bruising but, rather, the result of cellular debris, pathogenic factors, and toxins  
      having been drawn to the skin’s surface.  These discolorations will dissipate from a few hours to as long as two weeks  
      in some cases and in relation to my after-care activities. 
 

  I understand that the first time I experience Cupping Therapy, my body’s immune system can temporarily react to  
      the release as it might with the flu, producing flu-like effects such as nausea, headache, and/or aches; these will  
      subside in time with rest and water.  Additionally, Cupping may also cause local itching from the release of  
      histamines.  
 

  I understand that Cupping Therapy modalities should not be combined with aggressive exfoliation, 4-hours after  
      shaving, after a sunburn, or when I am hungry or thirsty.  Additionally, I understand that after Cupping, I should avoid  
      exposure to cold, wet, and/or windy conditions, hot showers/baths, saunas, hot tubs, aggressive exercise for 4 to 6  
      hours, caffeine, alcohol, sugary foods and drinks, dairy, and processed meats.  I should strive to remain well-  
      hydrated and consume plenty of clean water. 
 

  I understand that the information I have provided in this form is crucial to the massage session and for my  
     own safety.  I have filled out this form completely and to the best of my knowledge. 
 

_______________________________________________________  _____________________ 
Client Signature                                                                                                         Date 

 
_______________________________________________________ 
Print name 

 

 
 
 



 
 

Therapist Use Only 
Notes 

 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

R R L 

________________________________________________ 
Therapist Signature 

 
________________________________________________ 
Therapist Name (printed) 

 
___________________ 
Date 

   Stationary Cup Placement 

     Gliding Cup Movement 

     Friction Cup Movement 

 

Cupping Map Key: 


