
Name__________________________________________Home Phone (_____)_______________Cell (____)______________

Address__________________________________________________________________Best(s) Time To Call __________

City ___________________________________________ State_____ Zip__________ EMail ____________________________

DOB_________________ Occupation ____________________________ Work Hours _______________________________

In Case Of Emergency________________________________________ Phone (_______)____________________________

Physician ____________________________________________________ Phone (_______) ____________________________

Health Insurance Carrier _______________________________________________________________________________

How Did You Hear About Me? Who Referred You? ________________________________________________________

____________________________________________________________________________________________________________

Reason for Calling/Purpose of Massage (Relaxation/Addressing an injury)____________________________

____________________________________________________________________________________________________________

Description of Injury ____________________________________________________________________________________

Contraindications _______________________________________________________________________________________

Please indicate with an (X), if any, the areas in which you are feeling discomfort: 

                               

Have you Previously Had a Massage (circle Please)?  Yes  No  
      

If So, By Whom____________________________________________________________________________________________

When? _____________________ Frequency? ____________________ Modality (type) used? _____________________
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What type of pressure do you prefer (Please Circle)?    Light     Medium      Firm

Are you wearing (Please Circle):            contact lenses             hearing aid          hairpiece 

Please circle or clearly mark any areas that you wish NOT to receive massage:

Scalp      Face      neck      Shoulders      Upper Arms      Lower Arms      Hands      Feet      Lower Legs

               
Upper Legs      Gluteals      Lower Back      Mid-back      Pectorals      Abdominal

The following sometimes occurs during massage.  They are normal responses to relaxation.  Trust your 
body to express what it needs to: 

need to move or change position * sighing, yawning, change in breathing 
stomach gurgling * emotional feelings and/or expression 

movement of intestinal gas * energy shifts * falling asleep * memories 

What questions or concerns might you have?_____________________________________________________________ 

___________________________________________________________________________________________________________

Expectations______________________________________________________________________________________________

____________________________________________________________________________________________________________

Texas State Law requires I inform you Of the following:

I will not engage in any form of breast massage on female clients. 
If medically necessary, a physician’s permission form will be requested. or, if a direct 
request is made by the client, written consent will be obtained from both client and 
therapist.  Please Initial here that you understand this statement 

Draping will be used throughout the session. 
Please initial here that you understand this statement.

If for any reason and/or anytime you become uncomfortable, you may ask me to end the 
massage session. Please initial here that you understand this statement.

Please take a moment to carefully read the following information. If you have a specific medical 
condition or specific symptoms, massage/bodywork may be contraindicated. A referral from your 
primary care provider may be required prior to service being performed. 
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      IF YOU ANSWER “YES” TO ANY OF THE FOLLOWING QUESTIONS, PLEASE EXPLAIN AS CLEARLY AS POSSIBLE

           Comments _________________________________________________________________________________
                                                
        ________________________________________________________________________                                                                                                                               
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Client Consent for the Purposes of Treatment, Payment and Health Care Options

I _______________________________________________give consent to _______________________________________
for the use and disclosure of my Protected Health Information (PHI) for the specific purposes of 
providing treatment to me, receiving payment for services rendered to me and for general 
administrative operations of the practice.

I understand that I have the right to request restrictions on the use and disclosure of my PHI, but 
the practice is not required to agree to these restrictions. If the practice agrees with my 
restrictions, the restriction is binding on the practice.

You may contact me for appointment reminders, schedule changes, or other needs by the following 
methods (please make sure you have filled out the appropriate information on your client 
information page)

Check if you would like text message appointment reminders _____

Check if you would like e-mail message appointment reminders _____

Check if you would like phone call message appointment reminders ______

Marketing: Occasionally I post newsletters, announcements and special occasion cards. If you do 
not wish to receive a notice, please initial here.________

I have read the Notice and understand this authorization form. I understand that I do not have to 
sign this authorization and that my refusal to sign will not affect my abilities to obtain treatment, 
nor will it affect my eligibility for benefits. I also understand that I may revoke this authorization 
at any time by notifying the practitioner in writing.

Print Name (client or Personal Representative)________________________________________________________ 

Date ______________________________________ 

Client (or rep) Signature________________________________________ Date __________________________________

CANCELLATION POLICY: PLEASE READ CAREFULLY

I understand that unanticipated events happen occasionally in everyone’s life. Business meetings, 
project deadlines, flight delays, car problems, snowstorms, and illness are just a few reasons why one 
might consider canceling an appointment. It is my desire to be effective and fair to all of my clients and 
out of consideration for everyones’ time, i have adopted the following policies: 

24 hour advance notice is required when canceling an appointment. This allows the opportunity for 
someone else to schedule an appointment. If you are unable to give 24 hours advance notice you will be 
charged the full amount of your appointment. This amount must be paid prior to your next scheduled 
appointment. 

No-shows 
Anyone who either forgets or consciously chooses to forgo their appointment for whatever reason 
will be considered a “no-show”. They will be charged for their “missed” appointment and future service 
will be denied until payment is made. 
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Arriving late 
Appointment times have been arranged specifically for you.  If you arrive late your session may be 
shortened in order to accommodate others whose appointments follow yours.  Depending upon how late 
you arrive, it will then determine if there is enough time remaining to start a treatment. Regardless of 
the length of the treatment actually given, you will be responsible for the “full” session. Out of 
respect and consideration to your therapist and other customers, please plan accordingly and be on 
time. 

Please initial here that you understand this statement.  __________________

Disclosure and Disclaimer Statement:

I understand that the massage/bodywork I receive is provided for the basic purpose of relaxation and relief of 
muscular tension. If I experience any pain or discomfort during this session, I will immediately inform the 
practitioner so that the pressure and/or strokes may be adjusted to my level of comfort. I further understand 
that massage or bodywork should not be construed as a substitute for medical examination, diagnosis, or 
treatment and that I should see a physician, chiropractor, or other qualified medical specialist for any 
mental or physical ailment of which I am aware. I understand that massage/bodywork practitioners 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/ bodywork 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 practitioner updated as 
to any changes in my medical profile and understand that there shall be no liability on the practitioner’s 
part should I fail to do so. I also understand that being under the influence of drugs and/or alcohol is a 
contraindication for massage and my therapist will terminate the session.  any illicit or sexually suggestive 
remarks or advances made by me will result in immediate termination of the session, and I will be liable for 
payment of the scheduled appointment.

Client Signature________________________________________ Date ______________________________________ 

Practitioner Signature __________________________________ Date ______________________________________ 

SHOWER FACILITIES:

Please read carefully before signing

use of Shower facilities involves a risk of accidental injury despite all safety precautions. I will 
take all precautions and will immediately inform employees, managers or members of metta massage 
clinic PLLC of any identified hazards and inform metta massage clinic pllc of my intention to use 
the on site shower facilities at the beginning of my therapy session. I/we, as an individual or as a 
parent or guardian of the client named herein, assume all risks and hazards incidental to the use 
of shower facilities, and release from responsibility and agreed to indemnify and hold harmless 
metta massage clinic pllc, its officers, directors, members and all employees for injury to me if I 
choose to use the shower facilities directly following a massage. 

Sign below only after carefully reading the above.

Client Signature________________________________________ Date ______________________________________ 

Practitioner Signature __________________________________ Date ______________________________________
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