
PATIENT INFORMATION FORM – MASSAGE THERAPY 

 

Name:_____________________________________ Date of birth: ___/___/_____ 

Address: _____________________________City ____________State ______Zip _______ 

Home Phone: (      )       -          Cell Phone: (      )       -           Work Phone: (      )       -            . 
Email: ___________________________________________________________________________________ 

Employer: _______________________________  Occupation:________  ______________________ 

Duties at work: ____________________________________________________________________________ 

Primary Care Physician: ____________________________________________________________________ 

Auto insurance, work comp and some health insurance companies cover massage.  

If this applies to you, please give the necessary information below: 

Will you be filing insurance for your massage therapy treatment? ___ yes   ___ no 

Insurance Company:  health insurance   auto insurance    worker’s compensation 

____________________________________________ Adjuster: ________________________________ 

Claims address: ___________________________________________________________________________ 

Are you the primary card holder on your insurance?    yes     no 

If no, what is the name and date of birth of the primary? _________________________________________ 

Emergency contact: ______________________________  phone: _________________ 

How did you hear about our office?  sign    internet search    website    insurance co 

Referred; who referred you?   patient:____________________    coworker/friend    

 medical doctor: ____________________________    other: __________________________________ 

 

Massage Therapy Informed Consent 
 

 I understand that massage therapy given here is for the purpose of pain relief, stress reduction, relief 

from muscular tension or spasm or for increasing circulation. 

 I understand that the massage therapist does not diagnose illness, disease or any other physical or mental 

disorder.   As such, the massage therapist does not prescribe medical treatment or pharmaceutical, nor perform 

any spinal manipulations.  It has been made very clear to me that massage therapy is not a substitute for medical 

examination and/or diagnosis and that it is recommended that I see a physician for any physical ailment that I 

might have. 

 Because the massage therapist must be aware of existing physical conditions, I have stated all my known 

medical conditions and take it upon myself to keep the massage therapies updated on my physical health. 
 

Signature         Date      

 

Financial policy for massage therapy filing with insurance 

I understand that Fern Creek Chiropractic Center will file with my insurance as a courtesy for this 

treatment.  I also understand that any changes to my policy not reported to the office leading to untimely 

filing could result in insurance denial of my claim. I understand that any change in my condition, claim 

status or liability must be reported to the office to ensure proper filing. I understand that I am ultimately 

liable for any fees incurred should my insurance company choose not to cover my costs. 

I have read, understand and agree to the massage therapy financial office policy. 

 

Signature         Date      

 

PLEASE ANSWER THE FOLLOWING QUESTIONS: 

 



 YES NO 

Have you ever had a professional therapeutic massage before?   

Have you ever had surgery? 

If yes: what? 

  

Do you wear contact lenses?   

Do you wear dentures?   

Do you have skin problems or allergies? 

Explain: 

  

Do you bruise easily?   

Do you take any prescription medications? 

List: 

  

Have you suffered an acute injury recently? 

Details: 

  

Do you have a history of varicose veins or blood clots?   

Do you have a history of arthritis?   

Have you ever been diagnosed with a systemic inflammatory condition, such as 

rheumatoid arthritis or lupus? 

  

Do you have any heart problems?   

a. Do you have high blood pressure?   

b. Do you have high cholesterol?    

c. Do you have any history of stroke or TIA?   

d. Are you on medication for these conditions?   

Are you pregnant or trying to get pregnant?   

Do you have any spinal problems? 

List: 

  

Do you have joint problems? 

List: 

  

Do you exercise or participate in sports?   

Have you ever experienced dizziness after having your head in an extended position, such 

as changing a light bulb or having your hair washed? 

  

Have you ever experienced temporary dizziness, nausea and confusion for no apparent 

reason? 

  

Do you have any other medical conditions? 

Details: 

  

Do you smoke?   

Please list any other accidents or illnesses not mentioned above: 

 

  

I, hereby, state that I have reported my medical history truthfully to the best of my ability. 

 

 

Signature         Date      

  



I understand that if my massage is not cancelled or rescheduled 24 
hours prior to my appointment time, the following fees will be charged 
to my account. 

15 minutes  $15 
30 minutes $25 
45 minutes $35 
60 minutes $45 

75 minutes $60 
90 minutes $70 
120 minutes $90

 

I also understand that these fees must be paid prior to receiving the 
next scheduled massage. 
 

I understand that if I am 15 minutes late for my appointment, the 

cancellation fee will apply, or I may elect to get the remainder of my 

massage at full fee if the office is notified of my intent. 
 

I understand that this fee is my personal responsibility and cannot be 

billed to my insurance company.  I understand that this courtesy reduced 

fee for late cancellation may only be used 3 times per calendar year and 

that late cancellations after this time will result in the full fee for my 

scheduled massage. 
 

** effective 7/26/2018 
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