915 Southwest Blvd. Suite H
Phone: 573-635-2225

Jefferson City, MO 65109
Fax: 573-634-5155

MASSAGE THERAPY CONSENT FORM
I understand that the massage I receive is provided for the basic purpose of relieving muscular tension, relieving
pain and facilitating range of motion and relaxation. If I experience any pain or discomfort during the session, I
will immediately inform the therapist so that the pressure and/or strokes may be adjusted to my level of comfort. I
further understand that massage should not be construed as a substitute for medical examination, diagnosis, or
treatment. I understand that massage therapists are not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given
should be construed as such.
Because massage should not be performed under certain medical conditions, I affirm that I have stated all my
known medical conditions, and answered all questions honestly. I agree to keep the massage therapist updated
as to any changes in my medical profile during the session and understand that there shall be no liability on the
massage therapists part should I fail to do so. I understand that any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session. I also understand that the license massage therapist reserves the right to refuse to perform massage on anyone whom he/she deems to have a condition for which massage is contraindicated.
I have read the above noted consent and I have had the opportunity to question the contents and my therapy.
By signing this form I confirm my consent to treatment. In addition, I intend this consent to cover the treatment
discussed with me and such additional treatment as performed by my massage therapist from time to time to
deal with my physical condition for which I have sought massage therapy. I understand that at any time I may
withdraw my consent and massage therapy will be stopped.
Client name: ________________________________________ Date:______________
Client/Guardian Signature: _____________________________________
Licensed Massage Therapist____________________________

