	Name: 
	Phone(s):      

	Address:      
	City:      
	State:   
	Zip:      

	DOB:      
	E-mail:      
	Referred by:      

	In case of emergency:      
	Phone:      

	Occupation:      
	 FORMCHECKBOX 
Male  FORMCHECKBOX 
Female

	Medical Professionals:      


Please take a moment to carefully read the following information & sign where indicated. If you have a specific medical condition or specific symptoms massage/bodywork may be contraindicated. A referral from your primary care provider may be required prior to service being provided.

	     


 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Have you ever experienced a professional bodywork session?  How recently? 

If you answer “yes” to any of the following questions, please explain as clearly as possible (use comment area or back of page if necessary).

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you frequently suffer from stress?
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you bruise easily?

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you have diabetes?
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Any broken bones in the past 2 years?

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you have frequent headaches?
	     

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Are you pregnant?
	  FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Any accidents or injuries in the past             

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you suffer from arthritis?
	              2 yrs?      

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Are you wearing contact lenses?
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Specific areas of tension or soreness?                

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Are you wearing dentures?
	                   

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you have high blood pressure?
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Any cardiac or circulatory problems?

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  If “yes” to the previous question, are 
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you suffer from back pain?

	               you taking medication for this?
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Any numbness or stabbing pains? if yes

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you have epilepsy or seizures?
	              where?      

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you suffer from joint swelling?
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Sensitive to touch or pressure in any

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you have varicose veins?
	              area?      

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you have any contagious diseases?
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Any surgeries? Explain below?

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you have osteoporosis?
	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Any other medical conditions, or 

	 FORMCHECKBOX 
Yes FORMCHECKBOX 
No  Do you have any allergies?
	               medications I should know about?

	Comments:     

	


I understand that the massage therapy given here is for the purpose of stress reduction, relief of muscular tension or spasm, or for increasing energy flow. I understand that the massage therapist does not diagnose illness, disease, or any other physical or mental disorder. The therapist does not prescribe medical treatment or pharmaceuticals, nor do they perform any spinal manipulations. I understand that massage therapy is not a substitute for medical treatments and/or diagnosis and that it is recommended that I see a physician for any physical ailments that I may have. I have stated all my known medical conditions and take it upon myself to keep the massage therapist updated on my physical health. If I experience any pain or discomfort during this session I will immediately inform the therapist so the pressure and/or strokes may be adjusted to my level of comfort.
	Signature:                                                                                                   Date:


Complementary and Alternative Health Care Client Bill of Rights

Body Repair   4147 Minnehaha Ave. S., Minneapolis, MN 55406


Terri L. Harris

Massage Therapist, Shiatsu Practitioner

Education: Centerpoint Massage and Shiatsu Therapy School

Areas of Training: Swedish Massage, Integrative Massage, Deep Tissue Massage, Rehabilitative Massage, Trigger Point Therapy, Hot Stone Massage Therapy, Namikoshi Shiatsu, Shiatsu Anma, Ampuku (Chinese Abdominal Massage), Tui Na (Chinese Medical Massage)


Member AMTA (American Massage Therapy Association)

Certified Practitioner AOBTA (American Organization for Bodywork Therapies of Asia)


Scott E. Miller

Massage Therapist

Education: Centerpoint Massage and Shiatsu Therapy School

Areas of Training: Swedish Massage, Integrative Massage, Deep Tissue Massage, Rehabilitative Massage, Trigger Point Therapy, Hot Stone Massage Therapy

Member AMTA (American Massage Therapy Association) 

Nationally Certified Massage Therapist

Fees for services are posted.  
The state of Minnesota has not adopted any educational and training standards for unlicensed complementary and alternative health care practitioners. This statement of credentials is for information purposes only. Under Minnesota law, an unlicensed complementary and alternative health care practitioner may not provide a medical diagnosis or recommend discontinuation of medically prescribed treatments. If a client desires a diagnosis from a licensed physician, chiropractor or acupuncture practitioner, or services of a physician, chiropractor, nurse, osteopath, physical therapist, dietitian, nutritionist, acupuncture practitioner, athletic trainer or any other type of health care provider, the client may seek such services at any time.
 

· You have the right to know your therapist’s training and background.
· As a complementary and alternative health care client, you have the right to feel safe and secure during your session.  During massage, you may undress to your comfort level and you will be draped with a sheet at all times--only body parts that are to be worked on will be undraped.  

· You have the right to expect courteous treatment and to be free from verbal, physical, or sexual abuse.

· You have the right to complete and current information concerning the therapist’s assessment and recommended service that is to be provided, including the expected duration of the service to be provided.

· You have the right to reasonable notice of changes in service or charges.

· You have the right to choose freely among practitioners and to change practitioners at any time.

· Your client records and transactions are confidential, unless the release of these records is authorized in writing by you, or otherwise provided for by law.

· You have the right to request access to your client records and to request copies of your records for an additional fee. 

· You have the right to refuse services or treatment, unless otherwise provided for by law.

· You have a right to assert these rights without fear of retaliation.

 

You have the right to file a complaint with: 
Minnesota Department of Health, Complementary and Alternative Health Program
P.O. Box 64882, St. Paul, MN 55164


I have read and understand my rights as a complementary and alternative health care client.

Client’s signature:______________________________________Date:___________________

