Name: Date:
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PATIENT INFORMED CONSENT

Please read and initial:

| agree to receive massage by the licensed massage therapists of Mend Acupuncture. | have been informed that
massage is a therapeutic modality and is not a substitute for medical examination, diagnosis and treatment. | take
full responsibility for alerting my therapist of any conditions that may affect the massage session.

Pregnancy: If | am pregnant or become pregnant, | will notify my practitioners immediately (if applicable).

Late/Cancel Policy: | understand that | may be charged the full session fee when an appointment is missed.
| understand that | waive my session if | am more than 15 minutes late.

Coordination of Care: | understand my massage therapist shares treatment notes with other practitioners through a
HIPAA compliant electronic medical record system.

| have read this form and had an opportunity to ask questions about its content. | intend this consent form to cover
the entire course of treatment for my present condition and for any future condition(s) for which | seek treatment.

Print Name Signature

For patients under 18 years of age:

Parent/Guardian Name Parent/Guardian Signature
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