
Savannah School of Massage Therapy, Inc. 
Student Application 

 
Please check the quarter you wish to begin:      Fall/Day       Fall/Eve       Spring/Day      Spring/Eve  
                                                                                     Calendar Year: __________  
Student Application Form                                           Date Application Completed: _______________________ 
 
Name:  ___________________________________________________________________________________ 
 Last First Middle  
Address:  __________________________________________________________________________________ 
 Street City State Zip 
Telephone: Work(     ) ________________ Home (     )____________________  Cell (       )_______________ 
 
Social Security Number:  _____________________  Birthdate: __________________   Sex:  _______________ 
 
Occupation:  ______________________________________   E-mail:__________________________________ 
 
Employer:____________________________________________________________Phone: _______________ 
 
Method for proof of age: ____________ Name of Person who referred you to this school:_________________ 
                                         (Proof must be brought to interview)  
 
Education 
___________________________________________________________________________________________ 
High School City/State Year of Graduation 
 
___________________________________________________________________________________________ 
College/University City/State Degree/Year 
 
___________________________________________________________________________________________ 
Other City/State Degree/Year 
 
Have you attended post-secondary education (college, university, technical school) in the past and/or taken 
advanced placement classes in high school? Yes No 
 
 

Have you ever been convicted of a crime?     Yes     No (Failure to disclose prior conviction may negate eligibility for licensure) 
 
If yes, please explain:  
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
Personal Physician:    ______________________________________________  Phone:___________________ 
Address: __________________________________________________________________________________ 
 
FOR OFFICE USE ONLY 
Date & Time Application Rec’d __________________      Interviewed by:    

 



Extended Interview Form: One word answers are insufficient.  Please give detailed and 
thoughtful answers to the questions. 

      If Employed: 

1. What are you responsibilities at your current job?  

2. Could you see yourself working there for the rest of your life? 

3. Do you feel that you are well-paid? 

4. Give three reasons why you want to make a change and pursue a career in massage therapy at this point 
in your life. 

 

5. Would you continue to work while in school? 

6. What other jobs have you had? 

      If Unemployed:  

1. How long have you been unemployed? 

2. Have you been looking for employment?  How long? 

3. How are you presently supporting yourself? 

     Educational Background 

1. Tell me about your educational background (H.S./college/additional training). 

2. What were your average grades? 

3. Do you feel you could have done better? Why? 

4. Talk about any fears or anxieties you have about returning to school. 

 

 

 

 



Personal Background 

1. Do you usually complete things when you start? Please give detailed examples.  

2. Because attendance is so important, tell me about your plans for: 

 
a. Child Care:       Plan A: ____________________  Plan B: ___________________ 

b. Transportation: Plan A: ____________________  Plan B: ___________________ 

3. At this point, is there anything I should know that would prevent you from starting and completing 
school?  

Career Investment 

1. How much money have you set aside for your career training? 

2. What do you feel you can afford on a monthly basis? 

3. Will someone be helping you with your tuition and fees? 

IPEDS Data 

The following information is required by the Department of Education to better track race/ethnicity statistics for 
federal student aid. 

1. Is your race of Hispanic/Latino descent? 

2. If no, is your race any of the following?  American Indian, Alaska Native, Asian, Black or African 
American, Native Hawaiian or other Pacific Islander, White 

Referrals 

Do you know anyone personally who might be interested in our program? 

Name:     Phone:    e-mail: 

Name:     Phone:    e-mail: 

 
YOUR SIGNATURE BELOW INDICATES THAT THE INFORMATION YOU HAVE GIVEN ON THIS 
APPLICATION IS TRUE AND TO THE BEST OF YOUR KNOWLEDGE.  SHOULD ANYTHING ON THIS 
APPLICATION BE FALSELY STATED, IT IS IMMEDIATE GROUNDS FOR DISMISSAL FROM THE PROGRAM. 
 
Applicant Signature: ____________________________________________ Date: ________________________ 



Student Health History Report (Page1) 
The massage therapy program at SSOMTT is a demanding and rigorous process by its very nature.  This Health History 
Report will assist the school in determining whether the applicant has the physical, mental, and emotional resources 
necessary for a successful experience in the training program.  All information disclosed will remain confidential.  This 
form will be kept in the student’s permanent file.  Please attach an additional sheet of paper when answering the 
questions if necessary. 
 

1. Describe any past injuries, accidents, traumas or surgeries you have experienced or medical conditions you 
currently have including any psychological or emotional conditions.  Please be specific including approximate 
dates for each incident or diagnosis, and the treatment(s) you have received or are currently receiving. Also list 
any medications you are taking for these conditions.                                                                                                
                                                                                                                                                                                   

                                                                                                                                                                                   

                                                                                                                                                                                   

                                                                                                                                                                                   

 
2. Have you ever been physically or sexually abused or assaulted?  __________  Have you been treated for 
alcohol, drug or substance abuse? ____________ If yes, list any counseling or treatment you have received, 
along with dates of treatment and the name of the provider.  
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 
4. Are you currently under a physician’s care (medical doctor, chiropractor, osteopath, acupuncturist, 
naturopath) or working with a counselor, psychologist, psychotherapist, social worker or psychiatrist at 
present? ________  If yes, list each provider’s name, address, and phone number.  
_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 
5. Do you have any diagnosed learning disabilities? _________ List the condition, along with the treatment. 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 

 
6.  Describe any difficulties/challenges you have with either classroom learning or at-home study work. 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________ 



Student Health History Report (Page 2) 

 

Name: ______________________________  Marital Status:  M  S  W  D   Date of Birth: _________________ 
 

Notify in Case of Emergency: _______________________________ Relationship:______________________ 
 

Emergency Contact Address: ________________________________________________________________ 
                Street   City       State Zip  Phone(s) 
 

 

Have you had any of the following?  (Please Check.) 
 

  Yes No  Yes No 

Diabetes   Stomach Trouble   
Operations   Fainting Spells   
Fractures   Epilepsy   
Back Injury   Mental Disease   
Other Injuries   Jaundice   
Chronic Back Pain   Rheumatism   
Tuberculosis   Asthma   
Heart Conditions   Sinus Trouble   
Hernia   Skin Conditions/Disease   
Muscular or Joint Problems   Spinal/Skeletal Problems   
Swelling/Edema   Allergies   
Varicose Veins   Headaches/Migraines   
Digestive Problems   High/Low Blood Pressure   

I have read the above and declare that I have had no injury, illness, or ailment other than as herein noted.  I verify that I have 
considered my health and my ability to complete a program in massage therapy at Savannah School of Massage Therapy Training, 
Inc. and will not hold SSOMTT, Inc. liable for any preexisting conditions that may limit my ability to perform massage.  I have 
completed this form as part of the Application Packet to the best of my knowledge and I state that the information given here is true 
and correct. Any falsification or misrepresentation will be sufficient grounds for my release from the school. 
 
Social Security # _______________________   Signature: _____________________________  
  
 COPY OF IMMUNIZATION RECORDS ATTACHED     

(applicant needs proof of MMR in either previous record, recent titer test or booster) 
 

Physicians Health Examination (Must be completed by health professional) 
 

Ears: Eyes: 
Teeth: Nose and Throat: 
Skin: Scars: 
Heart: Lungs: 
Extremities Menstrual Hx: 
Blood Pressure: T.                         P.                         R. 
Height: Weight: 

 

 
P.P.D.: ______________ DATE GIVEN: ____________ SITE: ____________ BY: ____________________________ 
 
DATE READ __________________________ RESULTS:  _____________ BY: _______________________________ 
 
CHEST X-RAY: _____________________________ REFERRED TO HEALTH DEPT: ________________________ 
 
MD/NP/PA SIGNATURE: __________________________________________ DATE: _________________________ 

 



Applicant Personal/Professional Reference Form 
 

Applicant Name: ________________________________          Name of Reference:___________________________________ 
          (please print) 

This applicant has applied to study massage therapy in SSOMTT’s professional training program.  We would appreciate your 
thoughtful assessment of this applicant’s potential to succeed in the program.  Please complete this form and return it to the applicant 
in a sealed envelope or mail it to the attention of the Registrar at: 
Savannah School of Massage Therapy Training, Inc., 6413 Waters Ave., Savannah, GA 31406 
 

1. How long have you known this person and in what capacity do you know this person? (employer, professional, church, etc.)  
 
__________________________________________________________________________________________________________ 
 

2. In all the time that you’ve known the applicant, how much contact did you have on a daily basis? 
 
__________________________________________________________________________________________________________ 
 

3. What experience, if any, have you had with massage? 
 
__________________________________________________________________________________________________________ 
 

4. Would you feel confident referring your friends, associates, family members, patients (if applicable) or yourself to this 
person for massage therapy?   _____ yes          _____ no         Why or why not? 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

5. How does he or she get along with other people? _________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

6. How would you describe this applicant’s communication skills?  _____________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
7. How would you rate this applicant’s integrity and dependability?  ____________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

8.  Please list some adjectives that describe this person’s personality, character and values. __________________________________ 
 
___________________________________________________________________________________________________________ 
 
9. Please explain why SSOMTT should or should not accept this person into the professional massage course? 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

9. Additional comments (please use reverse side if necessary):  ________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 

Your Signature: _____________________________________________      Date: ______________________________ 
 

Address: ________________________________________________________     Phone: _____________________________ 
 
 _________________________________________________________  Email:______________________________ 
Please be advised that SSOMTT may contact you for verification of this reference.  Thank you. 



Applicant Personal/Professional Reference Form 
 

Applicant Name: ________________________________          Name of Reference:___________________________________ 
           (please print) 

This applicant has applied to study massage therapy in SSOMTT’s professional training program.  We would appreciate your 
thoughtful assessment of this applicant’s potential to succeed in the program.  Please complete this form and return it to the applicant 
in a sealed envelope or mail it to the attention of the Registrar at: 
Savannah School of Massage Therapy Training, Inc., 6413 Waters Ave., Savannah, GA 31406 
 

1. How long have you known this person and in what capacity do you know this person? (employer, professional, church, etc.)  
 
__________________________________________________________________________________________________________ 
 

2. In all the time that you’ve known the applicant, how much contact did you have on a daily basis? 
 
__________________________________________________________________________________________________________ 
 

3. What experience, if any, have you had with massage? 
 
__________________________________________________________________________________________________________ 
 

4. Would you feel confident referring your friends, associates, family members, patients (if applicable) or yourself to this 
person for massage therapy?   _____ yes          _____ no         Why or why not? 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

5. How does he or she get along with other people? _________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

6. How would you describe this applicant’s communication skills?  _____________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
7. How would you rate this applicant’s integrity and dependability?  ____________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

8.  Please list some adjectives that describe this person’s personality, character and values. __________________________________ 
 
___________________________________________________________________________________________________________ 
 
9. Please explain why SSOMTT should or should not accept this person into the professional massage course? 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

9. Additional comments (please use reverse side if necessary):  ________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 

Your Signature: _____________________________________________      Date: ______________________________ 
 

Address: ________________________________________________________     Phone: _____________________________ 
 
 _________________________________________________________  Email:______________________________ 
 
Please be advised that SSOMTT may contact you for verification of this reference.  Thank you. 



Applicant Personal/Professional Reference Form 

 
Applicant Name: ________________________________          Name of Reference:___________________________________ 
           (please print) 

This applicant has applied to study massage therapy in SSOMTT’s professional training program.  We would appreciate your 
thoughtful assessment of this applicant’s potential to succeed in the program.  Please complete this form and return it to the applicant 
in a sealed envelope or mail it to the attention of the Registrar at: 
Savannah School of Massage Therapy Training, Inc., 6413 Waters Ave., Savannah, GA 31406 
 

1. How long have you known this person and in what capacity do you know this person? (employer, professional, church, etc.)  
 
__________________________________________________________________________________________________________ 
 

2. In all the time that you’ve known the applicant, how much contact did you have on a daily basis? 
 
__________________________________________________________________________________________________________ 
 

3. What experience, if any, have you had with massage? 
 
__________________________________________________________________________________________________________ 
 

4. Would you feel confident referring your friends, associates, family members, patients (if applicable) or yourself to this 
person for massage therapy?   _____ yes          _____ no         Why or why not? 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

5. How does he or she get along with other people? _________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

6. How would you describe this applicant’s communication skills?  _____________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
7. How would you rate this applicant’s integrity and dependability?  ____________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

8.  Please list some adjectives that describe this person’s personality, character and values. __________________________________ 
 
___________________________________________________________________________________________________________ 
 
9. Please explain why SSOMTT should or should not accept this person into the professional massage course? 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

9. Additional comments (please use reverse side if necessary):  ________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 

Your Signature: _____________________________________________      Date: ______________________________ 
 

Address: ________________________________________________________     Phone: _____________________________ 
 
 _________________________________________________________  Email:______________________________ 
Please be advised that SSOMTT may contact you for verification of this reference.  Thank you. 



Applicant Massage Journal 
 
Applicant Name: _________________________________________  Date of Massage: _________________________ 
 
As part of the SSOMTT application process, we require that you receive at least one full-body massage from a professional, licensed 
therapist.  This ensures that you experience what a professional massage session entails.   
 
After you receive the massage, please answer the following questions and return the journal signed by you and the practitioner along 
with your application to SSOMTT.  Feel free to write on the reverse side of this form or attach additional sheets if you require more 
space. 
 
1. How did you feel prior to the massage? ________________________________________________________________________ 
 
__________________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________________ 
 
2. Please describe what physical, mental, and emotional responses you experienced during the massage. 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
3. What did you like best and least about the massage?_______________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
4. What did you learn about yourself from this experience?____________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
5. What are your perceptions of massage therapy as a career and did this experience have an impact on those perceptions?   
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 

 
Massage Practitioner Name: ______________________________________  Date of Massage:_____________________ 
 
Massage Practitioner Phone: ______________________________________     Email:______________________________ 
 
Massage Practitioner Business Name/Location: _____________________________________________ 
 
Massage Practitioner License Number: ____________________     Date Expires: ________________________ 
 
Massage Practitioner Signature: _________________________________________________________ 
 
Please be advised that you may be contacted by SSOMTT for verification of this massage.  Thank you. 



The following are Licensed Massage Therapists & Graduates of SSOMTT who offer 
discounted massage to prospective students applying to SSOMTT: 

 
 
Erin Ferrell, LMT 
A Perfect Touch Massage 
325 Eisenhower Dr. Suite A 
Savannah, GA 31406 
912-656-4486 
 
 
Casey Horan, NCLMT 
Horan Therapeutic Massage 
8400A Abercorn St. Suite 107 
Savannah, GA 31406 
912-484-5809 
 
 
Todd Norris, LMT 
Titus Sports Chiropractic 
7373 Hodgson Memorial Dr. 
Savannah, GA  31406 
912-355-3170 
912-596-5833 (cell) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 



REQUEST FOR OFFICIAL TRANSCRIPT 
 
Attention Registrar:  Please include a grading scale and class rank with all transcripts. 

 
Send to:  Savannah School of Massage Therapy Training, Inc. 
                Attention: Admissions 
                6413 Waters Avenue 
                Savannah, GA 31406 
                912-355-3011 
 
 
                                                                                                                                                                                  
Name of Student                              Maiden(Surname)                SSN                                                      Date of Birth  
 
 
                                                                                                                                                                                                                    
Name of High School/College           Date Attended              Signature of Student                    Date       
 
 
 
 
 
 
 
                                                                                                                                                                                       
 
 
 
 
REQUEST FOR OFFICIAL TRANSCRIPT 
 
Attention Registrar:  Please include a grading scale and class rank with all transcripts. 

 
Send to:  Savannah School of Massage Therapy Training, Inc. 
                Attention: Admissions 
                6413 Waters Avenue 
                Savannah, GA 31406 
                912-355-3011 
 
 
                                                                                                                                                                                  
Name of Student                              Maiden(Surname)                SSN                                                      Date of Birth  
 
                                                                                                                                                                                                                    
Name of High School/College           Date Attended              Signature of Student                    Date       
 
 

 
 
 



BACKGROUND REQUEST FORM 
(CONFIDENTIAL) 

 
I, ____________________________ am giving Database Systems permission to perform a consumer report (credit, MVR, Workers 
Comp, or criminal background check) on my past history, now, and on future dates or an investigation consumer report may be 
made and forwarded to (Savannah School of Massage Therapy Training, Inc.). I understand that by signing this release does not in 
any way constitute automatic employment with (Savannah School of Massage Therapy Training, Inc.). All questions must be filled 
out completely and accurately. Incomplete or inaccurate information may lead to rejection of your application for a background 
search. Information found to be false can also lead to rejection of your applicant. 
 

(PRINT CLEARLY AND COMPLETE IN BLACK INK) 
Applicant Name:              
  (First)   (Middle)   (Last)   (Maiden) 
 
Please insert any additional names used within the last seven years:        
 
Address:               
 
City:      State:     Zip:        
 
Please list your current county of residence. If you have not lived in your current county for the past seven years, also, list the other county(s) you have lived in during the last seven 
years along with your current one. Please be advised, there will be additional fees incurred if more than one county listed.   HR initials: __________ requesting additional county 
check  

 
1) Current County: ___________  State: _____ 2) Previous County: ____________ State: ______ 
3) Previous County: ___________  State: _____ 
Drivers License #:          State:      
Social Security Number:              
Date of Birth:        Race:      Sex:  M    /    F 
 
Applicant's Signature:              
Staff Only: Complete Beyond this Point 
Please select service(s) needed for this applicant: 

 GA State Repository search (GCIC) 

 Nationwide criminal search 

 Federal Criminal Records 

 Prev. Employers 

 I-9 Verification 

 County Criminal 

 Credit Check 

 MVR-driver record 

 Bankruptcy 

 Sex Offender Register 

 Social Security Trace 

 Workers Comp 

 DOT Forms 

 Professional License search 

 Education 

 Drug Screening

                
 

REQUESTOR INFORMATION: Please complete this form in its entirety. Form will not be processed unless 
everything is filled out. A coversheet is not needed when faxing this form. Also, double check to ensure that 
every line is COMPLETED by you and the applicant and that it is LEGIBLE before sending. 
 
Requestor's Name: Savannah School of Massage Therapy Training, Inc. Date:       
Position Applied for: Student/Instructor/Staff          
Address: 6413 Waters Avenue       City: Savannah      State: GA   Zip: 
31406  
Phone Number: 912-355-3011   For results: Site Fax # or E-mail: eddirector@ssomt.com 
 
 

FAX COMPLETED FORM TO DATABASE SYSTEMS INTERNATIONAL (1-866) 760-1878 
Phone: 1-866-773-3675 or 770-760-1866 



 
 

SSOMTT Application for Admissions                                                                         

Savannah School of Massage Therapy, Inc.  
Entrance Assessment Form 

 
Please complete the following questions. This is an assessment of your current understanding of massage therapy, ethical 
standards, and other similar questions relating to the massage industry. 
 
1. Please give an example and explanation of when you had to work with a group of peers to accomplish a specific project.  Were you 
successful and why? 
 
 
 
 
 
2. Please give an explanation for a correct way to handle conflict with your peers as related to a school setting.  
 
 
 
 
3. How do you respond to correction and praise from that authority?   
 
 
 
4.  Please list your top five core values (family, confidence, knowledge, wealth, etc.). 

 
 
 
 
 
 
5.  It is understandable that everyone has personal conflicts at times (illness, work schedule, family obligations, etc.).  Please explain 
how you will handle personal conflicts in relation to completing your schooling at SSOMTT. 
 
 
 
 
6.  How do you feel about personal boundaries? How would you go about determining another person’s boundaries? 
 
 
 
7.  Please give an example and explanation of a time where you were involved in a situation where you were wrongly accused of 
something and how you resolved that situation. 
 
 
 
 
8.  How would you handle a client that arrived for an appointment with offensive body odor? 
 
 
 
 
9.  How do you think you would handle a situation where a client made a sexual advance toward you? 
 


