Highland, IL

1210 WASHINGTON STREET
618-654-4520

@ ALVARADO

Lebanon, IL

110 W ST. LOUIS STREET
618-537-4407

GENERAL INFORMATION:

PaTiENT NAME:

NICKNAME:

Sex: M / F

DATE oF BIRTH:

MaAiILING ADDRESS:

City:

STATE: ZIP CODE:

EmaiL ADDRESS:

MosiLe PHONE #:

SeconDARY PHONE #:

Your Primary DocTor’s NAME:

EMPLOYER:

OCCUPATION:

EmerGency ConTacT NAME:

EmerGeNncY ConTAacT:  ReLaTionsHIP / PHONE NUMBER :

How DID YOU HEAR ABOUT OUR OFFICE?

MassAGe VisIT INFORMATION:

HAVE YOU RECEIVED A MASSAGE BEFORE?

Y/ N

PREFERRED PRESSURE: Lieht / Mebium / Firm

CURRENTLY PREGNANT OR POSTPARTUM?

Y/N

ARreas You Do NOT WANT MASSAGED?

REeAsON FOR TODAY’s MIASSAGE?

WHAT WOULD YOU LIKE THE THERAPIST TO FOCUS ON?
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PLEASE MARK THE AREAS WHERE YOU FEEL SYMPTOMS ON THE BODY DIAGRAM.

What makes your symptoms better or worse?

SAFETY ScREENING - CIRcLE YES or NO ror EacH LINE

IF YOU ANSWER YES TO ANYTHING, PLEASE EXPLAIN BELOW

FEVER, ILLNESS, OR FEELING SICK? YES NO
RASH, SKIN INFECTION, OPEN WOUND, OR BURN? YES NO
NEW OR UNEXPLAINED SWELLING, REDNESS, WARMTH, OR TENDERNESS? YES NO
HISTORY OF BLOOD CLOTS OR CIRCULATION ISSUES? YES NO
CURRENTLY TAKING BLOOD THINNERS? YES NO
CHEST PAIN, SHORTNESS OF BREATH, FAINTING, OR DIZZINESS? YES NO
EXPERIENCING A NEW OR UNUSUALLY SEVERE HEADACHE? YES NO
LYMPH NODE REMOVAL, LYMPHEDEMA, HISTORY OF CANCER? YES NO
ALLERGY / SENSITIVITY TO LOTIONS, OILS, FRAGRANCES, LATEX, OR TOPICAL PRODUCTS? YES NO

DetaiLs For ANY YES ANswEeRs / THERAPIST RESTRICTIONS
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PLEASE LIST ANY CURRENT OR PAST MEDICAL CONDITIONS YOU HAVE BEEN DIAGNOSED WITH (EXAMPLES: HIGH BLOOD PRESSURE,
DIABETES, THYROID PROBLEMS, ARTHRITIS, ANXIETY, EDS, ETC.)

PLEASE LIST ANY SURGERY YOU MAY HAVE HAD IN THE PAST WITH APPROXIMATE DATES:

PLEASE LIST ANY MEDICATIONS, VITAMINS, OR SUPPLEMENTS YOU ARE CURRENTLY TAKING:

PLEASE LIST ANYTHING YOU MAY HAVE AN ALLERGIC REACTION FROM:

PATIENT RESPONSIBILITY AND ScoPE REMINDER

| UNDERSTAND THAT MASSAGE THERAPY AT ALVARADO HEALTHCARE IS PROVIDED BY A LICENSED MASSAGE THERAPIST AND IS NOT CHIROPRACTIC
CARE, MEDICAL DIAGNOSIS, OR A SUBSTITUTE FOR CARE FROM A PHYSICIAN OR OTHER HEALTHCARE PROVIDER. | AGREE TO TELL MY MASSAGE
THERAPIST ABOUT ANY MEDICAL CONDITIONS, INJURIES, PREGNANCY, MEDICATIONS, SKIN CONCERNS, PAIN, DISCOMFORT, OR CHANGES IN MY
HEALTH BEFORE OR DURING MY SESSION. | UNDERSTAND THAT | MAY Ask QUESTIONS, REQUEST CHANGES IN PRESSURE OR TECHNIQUE, OR STOP THE

SESSION AT ANY TIME.

PATIENT SIGNATURE: Tobay’s DATE:
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CoNseNT To MASSAGE THERAPY

WHAT MASSAGE THERAPY MAY INVOLVE: HANDS-ON SOFT TISSUE TECHNIQUES, PRESSURE, COMPRESSION, STRETCHING, MOVEMENT,
MYOFASCIAL WORK, THERAPEUTIC MASSAGE, PRENATAL MASSAGE WHEN APPROPRIATE, LYMPHATIC DRAINAGE WHEN APPROPRIATE,
LOTION/OIL/TOPICAL PRODUCTS, AND CUPPING ONLY IF SELECTED.

POSSIBLE BENEFITS: DECREASED MUSCLE TENSION, RELAXATION, TEMPORARY PAIN RELIEF, IMPROVED MOVEMENT, DECREASED STRESS, AND
SUPPORT FOR OVERALL WELLNESS. RESULTS ARE NOT GUARANTEED.

PoOssIBLE RISKS OR NORMAL RESPONSES: TEMPORARY SORENESS, TENDERNESS, FATIGUE, REDNESS, BRUISING OR CUPPING MARKS, HEADACHE,
DIZZINESS, LIGHTHEADEDNESS, SKIN IRRITATION, OR TEMPORARY INCREASE IN SYMPTOMS. | WILL TELL THE THERAPIST IMMEDIATELY IF ANYTHING
FEELS UNCOMFORTABLE.

PROFESSIONAL BOUNDARIES AND DRAPING: | UNDERSTAND APPROPRIATE DRAPING WILL BE USED. | MAY ASK QUESTIONS, REQUEST PRESSURE
CHANGES, DECLINE ANY TECHNIQUE, OR STOP THE SESSION AT ANY TIME. MASSAGE THERAPY IS NEVER SEXUAL. INAPPROPRIATE BEHAVIOR MAY
RESULT IN THE SESSION ENDING IMMEDIATELY, AND | MAY STILL BE RESPONSIBLE FOR THE SCHEDULED SERVICE FEE.

SCOPE OF PRACTICE: IMASSAGE THERAPISTS DO NOT DIAGNOSE MEDICAL CONDITIONS, PRESCRIBE TREATMENT, PERFORM CHIROPRACTIC
ADJUSTMENTS, OR REPLACE CARE FROM A PHYSICIAN, CHIROPRACTOR, OR OTHER MEDICAL PROVIDER.

DOCUMENTATION: | UNDERSTAND ALVARADO HEALTHCARE MAY DOCUMENT MY MASSAGE VISIT FOR CONTINUITY OF CARE, BILLING, LEGAL, AND
cLINIc PURPOSES. WORKERS ComP AND PERSONAL INJURY MASSAGE VISITS MAY REQUIRE SOAP-STYLE DOCUMENTATION.

ApDITIONAL SERVICE CONSENTS / SCREENING

[] CuPPING ADD-ON: | UNDERSTAND CUPPING MAY CAUSE TEMPORARY CIRCULAR MARKS, REDNESS, DISCOLORATION, BRUISING, TENDERNESS,
SKIN IRRITATION, OR SENSITIVITY. | HAVE DISCLOSED BLOOD THINNER USE, CLOTTING DISORDERS, FRAGILE SKIN, OPEN WOUNDS, INFECTION, RECENT
INJURY, OR OTHER CONCERNS.

[] PRENATAL MASSAGE: | UNDERSTAND PRENATAL MASSAGE MAY REQUIRE MODIFIED POSITIONING AND MAY BE DECLINED OR STOPPED IF SAFETY
CONCERNS ARE PRESENT. | HAVE DISCLOSED TRIMESTER/DUE DATE, HIGH-RISK PREGNANCY STATUS, BLOOD PRESSURE ISSUES, SWELLING, PROVIDER
RESTRICTIONS, OR PREGNANCY COMPLICATIONS.

O LYMPHATIC DRAINAGE: | UNDERSTAND LYMPHATIC DRAINAGE IS GENTLE MASSAGE SUPPORT AND IS NOT A MEDICAL DIAGNOSIS OR
TREATMENT PLAN. | HAVE DISCLOSED LYMPHEDEMA, LYMPH NODE REMOVAL, CANCER HISTORY/TREATIVIENT, ACTIVE INFECTION, FEVER, BLOOD CLOTS,
HEART/KIDNEY/LIVER CONDITIONS, OR PROVIDER RESTRICTIONS.

AcKNOWLEDGMENT AND CONSENT:

| HAVE READ THIS FORM OR HAD IT EXPLAINED TO ME. | HAVE HAD THE OPPORTUNITY TO ASK QUESTIONS. | UNDERSTAND THE POSSIBLE BENEFITS,
RISKS/NORMAL RESPONSES, ALTERNATIVES, NO GUARANTEE OF RESULTS, AND MY RIGHT TO REQUEST CHANGES, DECLINE ANY TECHNIQUE, OR STOP
THE SESSION AT ANY TIME. | CONSENT TO RECEIVE MASSAGE THERAPY SERVICES AT ALVARADO HEALTHCARE.

PatieEnt NAME: PATIENT SIGNATURE: DaTE:

PARENT/GUARDIAN SIGNATURE, IF APPLICABLE: DArE:
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MassaGe Fees, PAYMENT, AND PoLicies

MoOST MASSAGE THERAPY SERVICES ARE SELF-PAY UNLESS WORKERS ComP, PERSONAL INJURY, ATTORNEY LIEN, OR ANOTHER APPROVED CLAIM
ARRANGEMENT HAS BEEN ACCEPTED BY ALVARADO HEALTHCARE. INSURANCE VERIFICATION IS NOT A GUARANTEE OF PAYMENT. | AM RESPONSIBLE
FOR UNPAID BALANCES, NON-COVERED SERVICES, DENIED CLAIMS, AND APPLICABLE CANCELLATION/NO-SHOW FEES.

IMASSAGE SERVICE PATIENT PRICE
30 - MinuTE Focusep THERAPEUTIC MASSAGE S60
60 - MINUTE THERAPEUTIC MASSAGE S95
90 - MINUTE THERAPEUTIC MASSAGE $135
60 - MinuTE Deep TissUE MIASSAGE $105
90 - MinuTe Deep Tissue MASSAGE $145
60 - MiNUTE PRENATAL MASSAGE $100
60 - MINUTE LympHATIC DRAINAGE MASSAGE $105
CuppPING AbD - ON $15

Massace CANCELLATION PoLicy

BECAUSE MASSAGE APPOINTMENTS ARE RESERVED SPECIFICALLY FOR EACH PATIENT, ALvARADO HEALTHCARE REQUIRES AT LEAST 24 HOURS' NOTICE
FOR CANCELLATIONS OR RESCHEDULING.

® CANCELLATIONS MADE MORE THAN 24 HOURS BEFORE THE APPOINTMENT: NO FEE
®  CANCELLATIONS MADE WITHIN 24 HOURS OF THE APPOINTMENT: 50% OF THE SCHEDULED SERVICE FEE

® No-caLL/No-sHow APPOINTMENTS: 100% OF THE SCHEDULED SERVICE FEE

| UNDERSTAND THAT CANCELLATION AND NO-SHOW FEES MAY BE CHARGED TO THE CARD ON FILE. EMERGENCY EXCEPTIONS MAY BE CONSIDERED

AT THE CLINIC’S DISCRETION.

Late ARRIVAL PoLicy

| UNDERSTAND THAT IF | ARRIVE LATE FOR MY MASSAGE APPOINTMENT, MY SESSION MAY BE SHORTENED, CHANGED, OR RESCHEDULED DEPENDING
ON THE THERAPIST’S SCHEDULE AND REMAINING APPOINTMENT TIME.

| UNDERSTAND THAT THE FULL SCHEDULED SERVICE FEE MAY STILL APPLY IF | ARRIVE LATE AND THE APPOINTMENT CANNOT BE COMPLETED AS
ORIGINALLY SCHEDULED.

PATIENT INITIALS:
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CARD ON FILE AUTHORIZATION

A VALID CARD ON FILE IS REQUIRED TO RESERVE MASSAGE APPOINTMENTS AND MAY BE SECURELY STORED THROUGH ALVARADO HEALTHCARE'S
PAYMENT PROCESSOR.

PAYMENT 1S NORMALLY COLLECTED AT CHECKOUT AFTER THE COMPLETED APPOINTMENT. HOWEVER, | UNDERSTAND AND AUTHORIZE ALVARADO
HEALTHCARE TO CHARGE THE CARD ON FILE IF NEEDED FOR AN UNPAID MASSAGE BALANCE, APPLICABLE CANCELLATION FEE UNDER THE IMIASSAGE
CANCELLATION PoLicy , OR NO-CALL/NO-SHOW FEE.

| UNDERSTAND THAT MY CARD INFORMATION IS STORED SECURELY THROUGH THE CLINIC’S PAYMENT PROCESSOR AND IS NOT STORED DIRECTLY BY
AwvarRADO HEALTHCARE.

PATIENT INITIALS:

Hipaa / PRIVACY ACKNOWLEDGMENT

| UNDERSTAND THAT ALVARADO HEALTHCARE MAY USE AND DISCLOSE MY HEALTH INFORMATION FOR TREATMENT, PAYMENT, AND HEALTHCARE
OPERATIONS AS PERMITTED BY LAW.

| UNDERSTAND THAT | MAY REQUEST ACCESS TO MY RECORDS, REQUEST CORRECTIONS, REQUEST RESTRICTIONS, REQUEST CONFIDENTIAL
COMMUNICATIONS, AND RECEIVE A FULL COPY OF THE NorTice oF PrivAcY PRACTICES.

| ALSO UNDERSTAND THAT | MAY ASK FOR A FULL COPY OF ANY POLICY, CONSENT FORM, OR PRIVACY NOTICE AT ANY TIME.

PATIENT INITIALS:

PATIENT ACKNOWLEDGMENT

By sIGNING BELOW, | ACKNOWLEDGE THAT | HAVE REVIEWED THIS MASSAGE INTAKE PACKET, HAD THE OPPORTUNITY TO ASK
QUESTIONS, AND AGREE TO THE TERMS, POLICIES, AND CONSENTS DESCRIBED IN THIS PACKET. MY SIGNATURE APPLIES TO THIS
MASSAGE THERAPY PACKET.

Patient Name (PRriNTED) :

PATIENT SIGNATURE: DATE:

PARENT/GUARDIAN SIGNATURE, IF APPLICABLE: DArE:

YOU’RE FINISHED!
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