
 
  



 
  



 
 
 
 
 

INFORMED CONSENT AND RELEASE OF INFORMATION 
 
 

I understand that, as in all health care, there are some very slight risks associated with 
Massage Therapy, including, but not limited to muscle tenderness and/or soreness. 
 
I hereby authorize the Registered Massage Therapists of Back to Health Wellness Clinic to 
perform any or all massage therapy treatment as deemed necessary. 
 
The Registered Massage Therapists of Back to Health Wellness may disclose information 
from my records to doctor, hospital or others for continuous care and to any third party 
who requires that information in order to fulfil an obligation benefiting me. 
 
I understand and agree that health and accident insurance policies are an agreement 
between an insurance carrier and myself.  Furthermore, any amount authorized to be 
paid directly to this clinic by a third party will be credited directly to my account upon 
receipt.  However, I clearly understand that if I suspend or terminate my care and 
treatment, any fees for services rendered to me will be immediately due and payable.   
 

There will be a $25.00 charge for Missed Appointments that have not been 

cancelled 24 hours in advance. 
  
I have read the above and agree to the stated procedures and give my consent to 
treatment. 
 
 
Patient Signature: ___________________________   Date: _____________________ 
 
 
Witness Signature: __________________________   Date: _____________________ 
 




