(! Belle Meade

The Medical Spa

179 Belle Meade Road ~ Suite 2 ~ East Setauket, NY 11733
(631) 751 2693 ~ FAX (631) 751 4428

MASSAGE THERAPY INFORMED CONSENT

l, (client), understand that massage therapy provided

by (massage therapist), is intended to enhance

relaxation, reduce pain caused by muscle tension, increase range of motion, improve
circulation and offer a positive experience of touch. Any other intended purposes for massage

therapy are specified below:

The general benefits of massage, possible massage contraindications and the treatment
procedure have been explained to me. | understand that massage therapy is not a substitute
for medical treatment or medications, and that it is recommended that | concurrently work with
my Primary Caregiver for any condition | may have. | am aware that the massage therapist
does not diagnose illness or disease, does not prescribe medications, and that spinal

manipulations are not part of massage therapy.

| have informed the massage therapist of all my known physical conditions, medical conditions

and medications, and | will keep the massage therapist updated on any changes.

| have received a copy of the therapist’s policies, | understand them and agree to abide by

them.

Client Signature Date



