Sage Wellness Massage Therapy Consent Form
I hereby request and consent to the service of massage therapy treatment and other massage
procedures, including various modes of remedial exercise and hydrotherapy, on me by the
registered massage therapist.
I understand that I will have an opportunity to discuss with the massage therapists and/or with
other office or clinic personnel, the nature of massage therapy treatment and other procedures.
I understand the results may not be guaranteed.
I am informed that, as in all health care, in the practice of massage therapy there are some very
slight risks to treatment, including, but not limited to, muscle strains and sprains, bruising, light
headed or dizziness, and tenderness. I do not expect the massage therapist to be able to
anticipate and explain all risks and complications and I wish to rely on the massage therapist to
exercise judgment during the course of the treatment which the massage therapist feels at the
time, based upon the facts then known, and is in my best interests.
I understand that I will be draped at all times and the areas undraped will be secure to insure
there is no indecent exposure. If undraping my gluteals is significant in the treatment I do
understand that it is part of the therapy and will include verbal consent with each treatment.
Areas such as inner thigh, breast, chest wall, or abdomen will include verbal and written consent.
Consent can be revoked at any time for this or any part of my treatment. I am free to discuss in
further detail with my therapist should I have any concerns about comfort.
I am informed that I have the right to terminate the treatment at any time, and the right to alter
the therapist’s pressure during the massage treatment.
I am aware there are further alternatives offered such as chiropractic, acupuncture, reflexology,
athletic therapy, and osteopathy.
I have read the above consent. I have also had an opportunity to ask questions about its consent,
and by signing below, I agree to the above named procedures. I intend this consent form to
cover the entire course of the treatment for my present condition and for any future condition(s)
for which I seek treatment.
Cancellation Policy
Our clinic requires 24 hours notice for all cancelled appointments. Otherwise, please be advised that half
of the treatment fee will be charged.

Patient Signature: __________________________ Witness of Signature:_________________________
(or Legal Guardian)
Name:___________________________
(please print)

Name:_________________________
(please print)

Date:____________________________
(MM/DD/YY)

Yes! I would like to be added to the monthly newsletter.

