Last update 1/20/19
Confidential Client Information 


Name ___________________________________________________________________________________________
Last				 	 First			         Middle
Date of Birth _____/_____/_____    
Address ________________________________________________________________________________________
City __________________________________________ State________________   Zip Code _____________
Home Phone # _________________________________ Cell Phone # ______________________________
Email Address ____________________________________
Insurance Provider _______________________________   Insurance Plan ID# __________________  
Emergency Contact ________________________________________ Phone #___________________________

Confidential Massage Therapy Health History

Primary reason for appointment: _______________________________________________________________				 	
Please circle all conditions for current or past that apply.
	
Headache	 	 	Head/Neck Injury	 	 	Arthritis/Tendonitis	 	 
Varicose Veins	 	Back Injury	 	 	     Cancer/Tumors	 Diabetes	 	 	Muscle/Bone Injury	 	 	Blood Clots	 	 
Pregnancy	 	 	Sprains/Strains	 	 	Numbness/Tingling	 	 
Rash	 	 	     Jaw Pain/TMJ	 	 	     Infectious Disease	 	 
Fatigue	 	 	Chronic Pain	 	 	     High/Low Blood Pressure	 
	 
Accidents: ____________________________________________________________________________________
Surgeries: _____________________________________________________________________________________
Medications: ___________________________________________________________________________________

Policies/Practice:  Please initial each line
1.______Payments: Must be paid for at the time of service. I accept cash, check, credit/debit, health savings and flexible spending cards.
2. ______ Tardiness/Cancellations/Missed Appointments: I require 24 hour notice for cancellations. Appointments cancelled with less than 24 hours prior notice will be responsible for the full charge of the scheduled appointment. Missed appointments will be paid for the full charge of the scheduled service as well. 
3.  ______ Permission/Consent to Receive Massage Therapy:  I understand that massage is given here for the purpose of rehabilitation of soft tissue injury, stress reduction, relief from muscular tension, spasm or pain, and for increasing circulation or energy flow. I understand that the massage practitioner does not diagnose illness, disease or any other physical or mental disorder. They do not prescribe medical treatment nor do they perform spinal manipulation. It has been made clear to me that massage is not a substitute for medical examination or diagnosis and that it is recommended that I see a physician for any physical ailment that I may have. I understand that undiagnosed underlying medical conditions may be present and the normal manipulation of soft tissue may aggravate these conditions. I will not hold the Anita Koch, LMT liable should this result. I give my permission to receive massage from Anita Koch licensed Massage Therapist. I have stated all my known medical conditions and take it upon myself to keep the massage practitioner up to date regarding my physical health. I understand massage does not include work on genitalia. Only with prior written, verbal, and signed informed consent of the client or patient, the gluteal and breast drapes may be temporarily moved in order to perform therapeutic treatment of the area. In addition, with informed and written consent, a client or patient may choose to have their upper torso undraped during the entire massage.
4.  ______I understand that I can end a massage session at any time if I feel uncomfortable for any reason. I understand that Anita Koch, LMT may end the massage or refuse service at any time for safety concerns or scope of practice limitations/restrictions arise.
5.  ______I understand that Anita Koch, LMT will not require electronic disclosure of personally identifiable information. When booking appointments through the website with Acuity Scheduling I acknowledge and agree to provide some personally identifiable information for the purpose of scheduling alone. Anita Koch, LMT will not send any personal health information electronically and requests that you refrain from doing so as well. I agree that Anita Koch, LMT is not responsible or liable for any information sent electronically.
5.  ______Anita Koch, LMT provides Acuity Scheduling for those who prefer to schedule appointments online. Acuity is a HIPPA compliant program. Currently Anita Koch, LMT uses an email provider that is not 100% HIPPA compliant. 

Contact Information
I have received, read and understand this policy. By signing below I authorize / grant permission for the clinic to use and disclose my health information in accordance with this notice
Signature _______________________________________________________ Date ______________________ 

Consent to authorize massage treatment for a minor
As the parent or legal guardian I authorize Anita Koch, LMT to provide massage treatment for below named minor. I understand my right to remain in the room for the entire massage session and agree to return immediately if requested by the minor or practitioner if I choose to leave the room. I attest that the above minor is competent and able to communicate with the practitioner throughout the massage session. 

Signature of Parent or Guardian ____________________________________ Date _______________________
Signature of Massage Therapist ____________________________________ Date _______________________
Name of Minor Client ____________________________________ Date _______________________


