
 

 

 

 

 

Massage Policies and Procedures 
 

 All of our valued patients are required to make payment in full at the time of service unless other 

arrangements have been made; this includes Insurance co-pays. 

 

 The charge for each 15-minute unit of massage is $35.00. The time of service discount is ONLY 

applicable if we are not billing any insurance and payment is made in full at the time of service. 

 

 24 hour notice is REQUIRED to avoid a cancellation fee of $40.00 per missed appointment. (This 

fee is NOT covered by any insurance company)  The fee will be waived if we are able to fill your 

appointment time. 
 

 Massages beginning late will end at the scheduled time and are charged at full price for the time 

performed plus a $20 late fee.  This fee is not covered by insurance or payable by flex account and will 

be your responsibility. If you are more than 15 minutes late without response, the appointment may be 

considered cancelled. 

 

 Sexual harassment is NOT tolerated. If a therapist feels their safety is compromised, the session stops 

immediately and all of your massage privileges at our clinic are revoked. 

 

 Massage is NOT a substitute for seeing your primary physician.  Massage Therapists are not able to 

diagnose any physical or mental condition. If you feel you need a diagnosis, please consult your Doctor. 

 

 Your actual hands on portion of the session may be less than the full appointment time to provide time 

for a full health intake by your practitioner. 

 

 You are a major part of your health care team. Massage is an integral PART OF YOUR health 

care plan. You agree to participate fully in your treatment plan and notify us of any changes in 

your health condition. 
 

 By signing this document, you agree to inform your practitioner of any pain or discomfort during 

the massage and you agree to the policies above. 
 

________ Draping Policy: We follow strict draping techniques as we want to protect our patient’s privacy 

and safety. Massages may include chest massage no lower than two inches from your clavicle with proper 

breast draping and coverage. Should abdomen massage be requested by patient or massage referral proper 

chest and lower body draping will be performed to protect the patient’s privacy. Initials give written consent 

and awareness of this policy. 

 

 

Printed Name:_____________________________________ 

 

Signature:_________________________________________ Date: ___________________ 

 

Witness: __________________________________________ Date: ___________________ 

 

 

J.  M ICHAEL SCHWEITZER ,  DC 

DONALD SCOTT BENNETT ,  DC 
TAMI  HARDERS ,  LMP 

MA#  60117098 

ANDREA K  CHERNY ,  LMP 

MA#  00017439 

 



PERSONAL HEALTH INFORMATION 

PERSONAL DATA 

 

Name: ______________________________ __ Date: __________ Referred by: ____________ 

Address: _______________________________ Home Phone #: _________________________ 

City, State & Zip: _____________________      Work/Cell Phone #: _________________________ 

Date of Birth: ______________ Occupation: _______________ Employer: ___________________ 

Email: ________________________ Primary Care Physician: _____________________________ 

MASSAGE/TREATMENT HISTORY 

 

Have you ever received a professional massage?   

What results do you want from your massage sessions? ___________________________________ 

________________________________________________________________________________ 

What areas of your body would you like the therapist to focus on? ___________________________ 

________________________________________________________________________________ 

Are there any areas of your body that you would not like to have worked on? __________________ 

________________________________________________________________________________ 

Are you currently under the care of a medical practitioner? 

________________________________________________________________________________ 

Please list stress reduction and exercise activities: ________________________________________ 

Please list any medications you are taking, including over-the-counter drugs (such as: aspirin, ibuprofen, 

herbal supplements, etc.): ____________________________________________________________ 

Have you had any injections? (Such as Botox; if yes please list what, where & when) ____________ 

________________________________________________________________________________ 

Any allergies? ____________________________________________________________________ 

Please list any surgeries, injuries and/or accidents in the last 5 years, and any treatment received: 

________________________________________________________________________________ 

HEALTH HISTORY Please check all that apply, specifying past or current and location. 

MUSCULO-SKELETAL 

Past  Current              Past  Current 

e _________________  

  

  

s ______________  

  

  

_________________  



CIRCULATORY/RESPIRATORY  SKIN 

Past  Current               Past  Current 

  

 ___  

  

  

__________  

  

 ___ DIGESTIVE/URINARY 

 ipation/Gas/Bloating ______________ 

  

NERVOUS       

  

  

 REPRODUCTIVE 

 _____________________ 

  

  

 ____________________ 

 OTHER 

INFECTIOUS DISEASE     

 -immune disorder __________________ 

________________________________________  

  

________________________________________  

ADDICTION(S) 

Past/Current     P   C       P    C        P    C 

 
 

It is my choice to receive massage therapy and I realize the treatment is being given for the well-being of my body and 

mind.  This can include relief from muscular tension, spasm or pain, stress reduction or for increasing circulation and 

energy flow.  I agree to communicate with my practitioner if, at any time, I feel that my well-being has been 

compromised. 

I understand that massage practitioners do not diagnose illness, disease or any physical or mental disorder; nor do they 

prescribe medical treatment or pharmaceuticals or perform spinal manipulations. I acknowledge that massage is not a 

substitute for medical examination or diagnosis and that it is recommended that I see a primary health care provider for 

that service. 
 

I have stated all medical conditions of which I am aware and will update the massage practitioner of any changes to my 

health status. 
 

SIGNATURE: _______________________________________ DATE: _____________________ 


