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POLICIES, PROCEDURES & CONSENT FORM 

Please take a moment to read and initial the following information: 
I understand that massage therapy is provided for stress reduction, relaxation, relief from muscular tension, and 
improvement of circulation and energy flow. _____ 

If I experience pain or discomfort during the session, I will immediately inform my therapist so that the pressure 
and/or strokes can be adjusted to my level of comfort. I will not hold my therapist responsible for any pain or 
discomfort I experience during or after the session. _____      

I understand that the services offered today are not substitute for medical care and it is recommended that I 
see a physician for any physical ailments that I may have. I understand that my therapist is not qualified to 
perform spinal or skeletal adjustments, diagnose, prescribe, medicate or treat physical or mental illness. _____ 

I understand that the information exchanged during any massage session is confidential, educational and is 
intended to help me become more familiar and conscious of my health and used at my own discretion. _____ 

I affirm that I have notified my therapist of all known medical conditions and injuries, and I agree to inform the 
therapist if any changes in my health and medical condition occur. Furthermore, I understand that there shall 
be no liability on the therapist’s part should I forget to do so. _____ 

I understand that massage is entirely therapeutic and professional in nature. _____ 

I understand that taking care of my personal hygiene is mandatory. _____ 

By signing this release, I hereby waive and release my therapist from any and all liability, past, present, and 
future relating to massage therapy and bodywork. _____ 

I understand that Luminary, LLC accepts payment in the form of cash, check, credit/debit cards and also 
provides insurance billing as a courtesy.  I understand that verification of insurance is not a guarantee of 
payment and that there are circumstances in which an insurance company may pay less than the amount 
they originally indicated and/or deny my claim entirely.  If this occurs, I solely accept responsibility for the 
amount due for services rendered. I understand the insurance benefit contract is between the insurance 
company and myself - not with Luminary, LLC.  _____ 

CANCELLATION POLICY.  I agree to a $50 missed appointment fee if I am unable to cancel or reschedule my 
appointment with 24hrs notice.  Also, if I am more than 15 mins late for my appointment, I agree that the $50 fee 
will be charged to my account and NO massage will be provided for me that day.  I understand that Luminary, 
LLC, kindly enforces this fee out of highest respect for my time as well as my health provider’s.  I acknowledge 
that my insurance company will not pay this fee and I will be expected to pay by my next appointment. _____ 

I understand that Luminary, LLC reserves the right to refuse or terminate service at any time to include those 
who are sexually inappropriate, abusive, or under the influence of drugs or alcohol. _____ 

I acknowledge that the information I have provided to Luminary, LLC is correct and current to the best of my 
knowledge.  I understand that it is my responsibility to inform the clinic of any changes to this information. _____ 

Patient Name:   Patient Number:  

Signature:    Date:        
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