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MASSAGE CONSENT TO TREAT 

I understand that the purpose of massage therapy is to promote relaxation, reduce stress, relieve muscle 
tension, spasms, and pain, and improve circulation. I understand that massage therapists do not diagnose 
illness, disease, or other physical or mental conditions, nor do they perform spinal manipulation. Massage 
therapy is not a substitute for medical care or diagnosis, and I agree to consult a physician or other 
qualified healthcare provider for any known or suspected medical or mental health condition. 

I understand that nothing stated during a massage session should be interpreted as medical advice or 
diagnosis. My consent is informed and voluntary, and I understand that I may withdraw consent at any 
time, except for actions already taken. 

Client Agreement 

• I voluntarily request and consent to receiving massage therapy. 
• I confirm that I do not have any injuries, conditions, or contraindications that would prevent me 

from safely receiving massage therapy. I will inform my massage therapist of all medical 
conditions, injuries, or medications that may affect the session. 

• I agree to immediately inform my massage therapist if I experience any pain, discomfort, or 
unusual sensations during the session so adjustments can be made to the stokes and treatment. 

• I understand that possible risks of massage therapy include: 
o Minor bruising 
o Temporary muscle soreness 
o Aggravation of an unknown injury 

• I understand that either I or the massage therapist may end the session at any time. 
• I have had the opportunity to ask questions about massage therapy, and all my questions have 

been answered. 
• I understand that draping is used to keep my body covered, but there may be brief moments of 

exposure when changing positions. I will inform the therapist if I feel uncomfortable. 
• I understand that scheduling changes may occur. If my selected therapist is unavailable, I may be 

assigned to another licensed massage practitioner. The office will make reasonable efforts to 
provide advance notice. I acknowledge that I have been informed of the cancellation policies and 
procedures. 

By signing below, I give my consent to proceed with massage therapy as outlined above. 

Printed Name: _______________________________ 
Signature: _______________________________ 
Date: ___________________ 

 


