Massage Therapy Policy
The scheduling of massage sessions is a delicate process. In order to provide each of you with the
prompt, excellent service that you deserve, I, Lisa Gudenkauf, L.M.T., have adopted the following
policies.

Cancellation/No-Show Policy
If you need to cancel an appointment you must provide a minimum of 12 hours notice. If you
do not give the appropriate notice, you will be charged 50% of the session fee. After two(2) violations
of this policy, you will be charged in full for further missed sessions.
If you do not provide any notification and fail to appear for your scheduled appointment, you
will be charged in full for that session. If you are taking part in a pre-pay system or redeeming a gift
certificate, the entire value of that session will be forfeited.
All billings for cancelled or no show appointments will be billed to personal account. Failure to
pay as billed will result in collections proceedings.

Late Arrival Policy
If you are late for a massage session, you forfeit that portion of time of your massage but your fee will
remain the same.

I have read, understand and agree to abide by the following policies.

__________________________________

_______________

Signature

Date

Confidential Health Information
Name_______________________________________________

Date__________________________________

Address___________________________________________________________________________________________
City_______________________________

State_______________________

Home Phone_______________________________
DOB_____/_______/________

Zip____________

Cell _________________ Email:_____________________________

Age___________

Marital Status____M____S____D____W_____

Occupation__________________________________ Employer_____________________________________________
Name of Spouse or Partner___________________________________________________________________________
Nearest relative not living with you____________________________________________________________________
Emergency Contact____________________________________

Phone #__________________________________

What do you do with the majority of your free time (hobbies, outside of work)?
__________________________________________________________________________________________________
Have you had any serious illness? If so please describe. _____________________________________________________
__________________________________________________________________________________________________
Please list any operations or traumatic accidents you have had within the past 5 years?_____________________________
__________________________________________________________________________________________________
List any medications you are taking: ____________________________________________________________________
__________________________________________________________________________________________________
Do you regularly take vitamins or supplements? If so, please list:______________________________________________
__________________________________________________________________________________________________
Are you currently being treated by a physician, chiropractor or other health care professional? Y

N

If so, please list their name and location: _________________________________________________________________
Have you ever received a professional massage? Y N If so please list the therapists name _________________________
What is your main goal of this massage:_________________________________________________________________
How did you find out about my services?________________________________________________________________
I understand that massage services are designed to be a health aid and are in no way to take the place of doctor’s care when it is indicated.
Information exchanged during any massage is educational in nature and is intended to help you become more familiar and conscious of your
own health status and is to be used at your own discretion. All information exchanged in massage sessions and/or on this intake form are
confidential and will not be shared unless required by a referring doctor. I have provided all information on this form completely and correctly
and I understand it is my responsibility to inform this office of any changes in my medical status.

Payment in full will be collected at the time of service.
Signature____________________________________________

Date______________________________

