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Notes:         

  

Date of initial health history: 

Update 1_______________ 

Update 2_______________ 

Update 3_______________ 
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Massage Therapy Waiver and Consent Form 

I understand that the massage I receive is provided for the basic purpose of relaxation, 

stress reduction, and/or relief of muscular tension within the scope of practice as 

defined by the College of Massage Therapists of Ontario. 

I further understand that the massage should not be construed as a substitute for 

medical examination, diagnosis, or treatment and that I should see a physician, 

chiropractor, or other qualified medical specialist for any mental or physical ailments 

that I am aware of. 

I understand that massage therapists are not qualified to perform skeletal adjustments, 

diagnose and/ or prescribe, and that nothing said in the course of the session should be 

construed as such.  

Because massage is contraindicated under certain conditions, I affirm that I have stated 

all my known medical conditions and answered all questions honestly. I agree to keep 

the therapist updated as to any changes in my medical profile and understand that 

there shall be no liability on the therapist’s part should I forget to do so.  

I have read the above noted consent and have had the opportunity to question the 

contents. By signing this form, I confirm consent to treatment and such additional 

treatments as proposed by my therapist from time to time to deal with my physical 

condition for which I have sough treatment. I understand that at any time I may 

withdraw my consent and treatment will be stopped. 

 

Name (Please Print): ________________________ 

Signature: _________________________________ 

Missed/ Cancellation Appointment Policy 

The office requires 24-hour notice for cancellation of Massage Therapy Appointments. 

Appointments missed or cancelled without sufficient notice will be charged the cost of 

the treatment. 

I have read, understood, and agreed to the fees and payment obligations as indicated. 

 

Patient (or parent/guardian) Signature: _____________________________ 

Date: _________________________ 


