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CONSENT FOR TREATMENT 
 

To proceed with receiving care, I confirm and understand the following (Initial in all places provided): 
 
________ I understand that the novel Coronavirus (COVID-19) has been declared a global pandemic by the 
World Health Organization (WHO). I further understand that COVID-19 is extremely contagious and may be 
contracted from various sources. I understand COVID-19 has a long incubation period during which carriers of 
the virus may not show symptoms and still be contagious  
 
________I understand that I am the decision maker for my health care. To the best of their ability, my 
practitioner will provide me with information to assist me in making informed choices. This process is often 
referred to as “informed consent” and involves my understanding and agreement regarding recommended 
care, and the benefits and risks associated with the provision of health care during a pandemic. Given the 
current limitations of COVID-19 virus testing, I understand determining who is infected with COVID-19 is 
exceptionally difficult.  
 
________I understand that preventative measures and intensified sanitation protocols intended to reduce 
the spread of COVID-19 have been implemented. However, because this work involves close physical 
proximity over an extended period of time in a closed space, there may be an elevated risk of disease 
transmission, including COVID-19. I hereby acknowledge and assume the risk of becoming infected with 
COVID-19 through this treatment and give my express permission to you and the staff at your offices to 
proceed with providing care.  
 
________I understand that it is a requirement to wear a face mask in the office and during the session. 
 
________I am willing to wash or sanitize your hands upon entering the office and post-sauna/post-massage. 
  
I KNOWINGLY AND WILLINGLY CONSENT TO THE TREATMENT WITH THE FULL UNDERSTANDING AND 
DISCLOSURE OF THE RISKS ASSOCIATED WITH RECEIVING CARE DURING THE COVID-19 PANDEMIC. I 
CONFIRM ALL OF MY QUESTIONS WERE ANSWERED TO MY SATISFACTION.  
 
I HAVE READ, OR HAVE HAD READ TO ME, THE ABOVE COVID-19 RISK INFORMED CONSENT TO TREAT.  
I APPRECIATE THAT IT IS NOT POSSIBLE TO CONSIDER EVERY POSSIBLE COMPLICATION TO CARE.  
I HAVE ALSO HAD AN OPPORTUNITY TO ASK QUESTIONS ABOUT ITS CONTENT, AND BY SIGNING BELOW, I 
AGREE WITH THE CURRENT OR FUTURE RECOMMENDATION TO RECEIVE CARE AS IS DEEMED APPROPRIATE 
FOR MY CIRCUMSTANCE. I INTEND THIS CONSENT TO COVER THE ENTIRE COURSE OF CARE FROM ALL 
PROVIDERS IN THIS OFFICE FOR MY PRESENT CONDITION AND FOR ANY FUTURE CONDITION(S) FOR WHICH I 
SEEK CARE FROM THIS OFFICE.  

 
Client Signature:                                                                                                        Date:  
 
 
 
Parent or Guardian Signature (in case of a minor):                                           Date:  
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MASSAGE CLIENT WAIVER FORM 

 
Please take a moment to read and initial the following information: 
  
_______ I understand that massage therapy is provided for stress reduction, relaxation, relief from 

muscular tension, and improvement of circulation and energy flow.  

_______ If I experience pain or discomfort during the session, I will immediately inform my therapist 
so that pressure/strokes can be adjusted to my level of comfort. I will not hold my 
therapist responsible for any pain or discomfort I experience during or after the session.  

_______ I understand that the services offered today are not a substitute for medical care. I 
understand that my therapist is not qualified to perform spinal or skeletal adjustments, 
diagnose, prescribe, or treat physical or mental illness.  

_______ I affirm that I have notified my therapist of all known medical conditions and injuries.  

_______ I agree to inform the therapist of any changes in my health and medical condition. I 
understand that there shall be no liability on the therapist’s part should I forget to do so.  

_______ I understand that massage is entirely therapeutic and non-sexual in nature.  

_______ By signing this release, I hereby waive and release my therapist from any and all liability, 
past, present, and future relating to massage therapy and bodywork. 

_______ I have received this policy statement and have read and agree to the policies therein.  

 
Client Name:  
 
 
Client Signature:                                                             Date:  
 
 
Therapist Signature:  
 
 
Information and Suggestions  

• Prior to your massage, please remove contact lenses and all jewelry. Pull long hair back with a clip 
or band.  

• In general, massage is given while you are unclothed. However, you may choose to wear 
undergarments or a swimsuit. You will be covered with a top sheet throughout your session. This 
is your massage and you should be as comfortable as possible.  

• Certain types of massage (cranial sacral therapy, reflexology, Thai massage, Bio-Magnetic 
Therapy) require loose, comfortable clothing that allow for freedom of motion.  

• Feel free to ask your therapist any questions before, during, or after the session. Your therapist is 
a highly trained professional and will be happy to make you feel informed and comfortable 
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