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I, ________________________, understand that massage therapy provided by the massage 
therapist is intended to enhance relaxation, reduce pain caused by muscle tension, increase 
range of motion, improve circulation, and offer positive experience of touch. 
 
The general benefits of massage, possible massage contraindications and the treatment 
procedure have been explained to me. I understand that massage therapy is not a substitute for 
medical treatment or medications, and that it is recommended that I concurrently work with 
my chiropractor for any conditions I may have. I am aware that the massage therapist does not 
diagnose illness or disease, does not prescribe medications, and that spinal manipulations are 
not part of the massage therapy. 
 
I have informed the massage therapist of all my known physical conditions, medical conditions 
and medications and I will keep the massage therapist updated on any changes. I understand 
that there shall be no liability on the practitioner’s part due to my forgetting to relay any 
pertinent information. 
 
If I experience any pain or discomfort during the session, I immediately communicate that to 
the massage therapist so the treatment can be adjusted. 
 
I have read and understand the therapist’s policies and agree to abide by them. 
 
 
 
______________________________                                  ______________________________                                   
Signature                                                                                   Witness Signature 
 
 
______________________________                                  ______________________________ 
Date                                                                                            Date 
 
 

 
 



MASSAGE POLICY 
(CANCELLATION/NO SHOW) 

 
THIS OFFICE REQUIRES 24 HOURS NOTICE IF YOU SHOULD NEED TO 

CANCEL OR RESCHEDULE YOUR MASSAGE APPOINTMENT. BY SIGNING 
THIS FORM, YOU ARE AGREEING TO PAY $ 38.00 IF THIS IS NOT DONE. 

THIS FEE CANNOT BE BILLED TO YOUR INSURANCE. 
THANK YOU FOR UNDERSTANDING. 

 
 
 
______________________                          ____________________ 
Patient Signature         Date Signed 
 
 

Stevens Chiropractic & Wellness Center 
14090 Metropolis Ave. Suite 101 

Fort Myers, FL 33912 
239-489-4100 

 


