
Informed Consent for Therapeutic Massage 

Patient_____________________________________  Case #_______________________ 

I hereby request and consent to the performance of therapeutic massage on me (or on the patient named 

below, for whom I am legally responsible) at Kruger Chiropractic Center P.L.L.C. 

1. I understand that massage therapy is provided in order to treat painful ailments, 

decompress tired and overworked musculature, rehabilitate sport injuries, and overall 

improve physical health. 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. 

2. I understand that the services offered 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. 

3. Because some treatments should NOT be performed with certain medical conditions, I 

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

4. 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. 

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

6. I understand that Kruger Chiropractic Center P.L.L.C. personnel may communicate by 

telephone call regarding appointments, care information, or other details related to my 

care. 

7. I understand that it is my responsibility to inform personnel that should I have a concern 

regarding the privacy of the area in which I receive care, my patient record, or other 

communications related to my care; and that otherwise, Kruger Chiropractic Center 

P.L.L.C. personnel will make every reasonable effort to ensure my privacy. 

8. I understand that should I need to cancel a scheduled massage appointment, I will give at 

least 24 hours advance notice to my therapist. I acknowledge that if I fail to do so in the 

allotted time, a $25 fee will be charged to my account (not billable to insurance). 

9. I have read, or have had read to me, the above consent. By signing below, I agree to all of 

the above. I intend this consent form to cover the entire course of care now and in the 

future. I am free to withdraw my consent and discontinue care at any time. 

 

 

________________________________________    _____/_____/_____ 

      Patient/ Guardian Signature             Date 


