INFORMED CONSENT FOR MASSAGE THERAPY SERVICES
Massage therapy is a comprehensive intervention involving a range of techniques to manipulate the soft tissues
and joints of the body. The purpose of massage therapy is to prevent, develop, maintain, rehabilitate or augment
physical function or relieve pain (Massage Therapy Act, 1991). Massage Therapists assess the whole person, taking
into account every factor of physical function and how they relate, as well as focusing on the spiritual, mental and
emotion aspects of each individual. Massage Therapy is a hands-on, therapeutic manipulation of muscles,
connective tissue, tendons, ligaments and joints for the purpose of optimizing health. The Massage Therapist will
take you through a comprehensive health history, physical assessment, and treatment, which may be repeated or
updated throughout the treatment plan of each individual to monitor changes and progress. The time taken to
complete the initial assessment and reassessment will occur WITHIN your designated treatment time and is part
of the cost of the entire visit.
As a patient you will receive information about your assessment results and the proposed treatment, or an
alternative course of action. You will be made aware of the cost of the treatment, nature of the treatment,
consequences, benefits, adverse reactions of the treatment, contraindications and alternative options. As a patient
you are empowered to become involved and participate in your treatment in collaboration with the Therapist. The
Massage Therapist may practice multiple complimentary treatment modalities, which you will be made aware of
before treatment. Modalities out of the Massage Therapy scope of practice will be practiced separately, not within
the massage treatment.
There are some possible health risks/concerns to treatment by Massage Therapy. These include but are not limited
to:
• Aggravation of pre-existing symptoms. Allergic reactions to lotions, gels, oils or any product including
scents of aromatherapy and detergents.
• Pain, bruising, injury or re-injury. Extra concerns for those diagnosed with a serious health condition such
as and not exclusive to congestive heart failure, stroke, blood clots, etc. due to the movement of
blood/fluids and sympathetic stimulation.
• Light-headedness or fainting
• Muscle fatigue, possible strains and sprains with treatment or homecare (stretching, strengthening, range
of motion, hydrotherapy, etc.)
• Psychosocial effects of ‘Touch Triggered Memory’
I understand that a record will be kept of the health services provided to me. This record will be kept confidential
and will not be released to others unless so directed by myself when the law requires it.
I understand the potential risks of treatment, which includes but is not limited to the list mentioned above.
I understand that my Massage Therapist will answer any questions that I have to the best of his/her ability. I
understand that the results are not guaranteed. I do not expect the Massage Therapist to be able to anticipate and
explain all the risks and complications. I will rely on the Massage Therapist to exercises judgement during the
course of the treatment which they feel at that time is in my best interest based on the facts known to them. With
this knowledge, I voluntarily consent to the assessment and therapeutic procedures mentioned above. I also
confirm that I have the ability to accept this care of my own free will and choice.

Office Policies and Fees
30 minute treatment- $55 45 minute treatment- $70 60 minute treatment- $85 90 minute treatment- $125
It is our policy that 24 hours notice is required to cancel/re-schedule an appointment otherwise a fee of $50.00
will be charged. PLEASE INITIAL: _________________________________________
I understand that the Massage Therapist will not disclose or discuss treatment specifics over the phone or email.
I understand that this office will not provide treatment options or change treatment protocol over email or
phone with an appointment. We may send out clinic newsletters to patients who provide an email. We may also
contact you over phone or email to change or modify an appointment. I understand that the Lakeside Clinic is not a
Walk-In Clinic and an appointment is necessary. I declare that I have received a full and complete explanation of
the treatment services that I may receive with my Massage Therapist and hereby authorize and consent to
treatment. I agree to pay my full account at the time of each visit or treatment, including fees or services,
administrative fees, late charges, and other applicable fees.
It is very important that you inform your Massage Therapist immediately of any disease process that you are
suffering and any medications/over the counter drugs that you are currently taking. Please advise your Massage
Therapist if you are pregnant, if you suspect you are pregnant, or if you are breast-feeding.

Patient Name: (Print):__________________ Signature: __________________

Massage Therapist: ___________________ Date: _____________________

