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Client Acceptance of Terms and conditions 

General Understanding 

I understand that Bodywork/Massage Therapy is useful in maintaining wellness and is not in any way to be used 
instead of or in place of consulting a physician for diagnosis and treatment of any physical symptoms. There is 
no implied or stated guarantee or effectiveness of individual techniques or series of appointments.   

I have stated all medical conditions that I am aware of and will inform my medical and massage practitioners of 
any changes in my health status. 

Cancellation Policy 

I understand that my scheduled appointments are reserved exclusively for me. I agree to call my therapist as 
soon as I know I cannot keep an appointment. All missed appointments and cancellations made after 24 hours 
preceding any scheduled appointment, will be billed at full price. I agree to be responsible for these charges, and 
payment will be made before the time of my next visit. If I miss two appointments without notice, my treatment  
will be terminated and I will pay full price for my missed appointments. I understand that this policy is in place to 
assist my massage therapist in providing the best possible care to me and all others who benefit from her services. 

Informed Consent 
By my signature, I verify that all information provided is true and correct to the best of my knowledge.  I understand 
that in the therapy session(s) my comfort level will always come first and that I, or the therapist, may request the 
treatment to stop or change for any reason. 

I agree to payment at the time of service by cash or check. I agree to pay a $35 fee for any returned NSF checks. 

I understand that I will receive a therapeutic massage from this massage therapist for the purpose of maintaining 
good health and physical condition. Even though massage can be profoundly relaxing and health promoting, once 
in a while, a few side effects may occur: bruising or red patches (usually from Trigger Point or Deep Tissue therapy), 
dizziness/light headedness, muscle soreness or stiffness 24-48 hours after massage (usually from dehydration).   
I hereby give my informed consent to receive therapeutic massage from Jacki Dickinson, LMT #17685. 

Client Signature ________________________________________________   Date: ____________________ 

Practitioner Signature ______________________________________________ Date: ___________________ 

   Bodywork Studio 

       503.680.1534 
     3514 NE 57th Avenue, Portland, Oregon 97213      


	Date_2: 
	Email: 
	Birthdate: 
	Occupation: 
	Emergency Name/Number: 
	EmergCell: 
	EmergWork: 
	EmergHome: 
	Home: 
	Ext: 
	Work: 
	Cell: 
	Address: 
	City: 
	State: 
	Zip: 
	Name: 
	Date: 
	Activity: 
	Activity2: 
	Last Massage: 
	Outcome: 
	TodaysGoals: 
	Pain: Off
	DrCare: Off
	Contact: Off
	Conditons: 
	Provider: 
	Provider2: 
	Medication: 
	Medication2: 
	Surgeries: 
	Injuries: 
	Major Illness: 
	Medical Conditons: 
	Communicable Disease: Off
	Current Condition: 
	Current Condition2: 
	Regular Massage: Off
	Pregnant: Off
	Trimester: Off
	PregDr: Off
	Approve: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Stiff: 
	Pain/Tenderness: 
	Numb/Tingle: 
	Swelling: 
	Allergies: 
	NoTouch: 
	TodaysDate: 


