
Massage Client Information 
 
 

Name __________________________________________________________ Date _____________________ 
                          First                                             MI                                                         Last                                   
Address _______________________________City _________________________State_____ Zip _________ 

Home Phone # __________________ Cell Phone # __________________ Work Phone #_________________ 

SSN ____________________________________ E-mail __________________________________________ 

Birth Date __________________ Age _________ Sex:     □ Female     □ Male 

Person to contact in case of emergency _____________________________ Phone # _____________________ 

Do you prefer to receive calls at:     □ Home     □ Cell     □ Work 

Are you:     □ Minor     □ Married     □ Divorced     □ Widowed     □ Single     □ Separated 

Are you:     □ Student     □ Employed Full-Time     □ Employed Part-Time     □ Unemployed     □ Homemaker 

Insurance Company _______________________________ Insured’s Name ____________________________ 

Policy ID# _______________________________________ Group # _________________________________ 

Employed by ____________________________________ Occupation ________________________________ 

Business Address _____________________________ City __________________ State _____ Zip __________ 

Spouse or parent’s name ____________________________ Workplace ________________________________ 

Work Phone # ____________________________________ 

Medical Doctor ___________________________________ Date of Last Visit __________________________ 

Whom may we thank for referring you to us? _____________________________________________________ 

Have you ever experienced a professional massage?         □ Yes       □ No   

 If so, when was your last massage? _______________________________________________________ 

 
 

Lifestyle 
 

Do you eat a healthy diet?  Yes  No 

Do you exercise regularly?  Yes  No 

Activity:  __________________________________________________Frequency:      /Week 

Rate your level of stress: High  Medium  Low  No Stress 

Average number of hours of sleep each night:  _____ 

Difficulties sleeping (check all that apply): 

Insomnia Difficulty falling asleep Difficulty staying asleep Don’t feel rested  

Daily consumption and amount of: 

Alcohol?  Y/N – Amt:  _____________________ Caffeine?  Y/N – Amt:  ____________________________ 

Cigarettes?  Y/N – Amt:  ____________________ Water?  Y/N – Amt:  ______________________________ 



 

Health History 

Are you currently under the care of a health professional?  (MD, Chiropractor, Acupuncturist, etc.):  Y/N 

If yes, please complete the following: 

Professional Name Specialty 

 (MD, DC, etc.) 

Condition Treated Date of Last Treatment Condition Status 

     

     

     

 

Medications/Vitamins/Supplements/Herbs 

Drug/Supplement 

Name 

Dose Freq Start Date Stop Date Illness or Condition Comment 

       

       

       

       

 

Injuries or Surgeries 

Injury or 

Surgery 

Date Diagnosis Current status of  

Condition or injury 

Comment 

     

     

     

     

     

 

  

 

 

 

 

 

 



Please mark any of the conditions you have now (N) or have had in the past (P): 

___ Allergies   ___ Ulcer    ___ Asthma 

___ Sinus Problems  ___ Constipation/Diarrhea  ___ Fatigue 

___ Headaches/Migraines ___ Diabetes    ___ Vision Problems 

___ Lung Problems  ___ Hernia    ___ Depression/Emotional Problems 

___Glasses/ Contacts  ___Spinal Problems   ___ High/Low Blood Pressure 

___ Numbness   ___Heart Problems   ___ Neck Problems 

___ Circulatory Problems ___ Scoliosis    ___ Varicose Veins 

___ Knee/Ankle/Foot Pain ___ Blood Clots   ___ Arm/Wrist/Hand Pain 

___ Skin Problems  ___ Osteoarthritis/Osteoporosis ___ Head/Face Injury 

___Rash/Athletes Foot ___Rheumatoid Arthritis  ___ Broken Bones 

___ Digestive Problems ___Arthritis/Joint Stiffness  ___ Open Cuts/Legions 

___ Strains/Sprains  ___ Pregnant 

 

 

 

 

 

 

         

 

 

 

 

Do you now or have you had cancer/tumors? Y/N 

If yes, please provide: 

Location/Condition: ___________________________________________________________________ 

Current Status:  ______________________________________________________________________ 

 

Please provide any additional information or details that the therapist needs to be aware of: 

_______________________________________________________________________________________ 

 

 

 

Please indicate on the 
drawings where you have any 
pain, stiffness, and/or 
numbness: 



AUTHORIZATION 

 
 
Please take a moment to carefully read the following and sign where indicated.  If you have a specific medical 
condition or specific symptoms, massage/bodywork may be contraindicated.  A referral from your primary care 
provider may be required prior to service being provided. 
 
I understand that the massage/bodywork I receive is provided for the basic purpose of relaxation and relief of 
muscular tension. If I experience any pain or discomfort during this session I will immediately inform the 
practitioner so that the pressure and or strokes may be adjusted to my level of comfort.  I further understand that 
massage/bodywork should not be construed as a substitute for medical examination, diagnosis or treatment and 
that I should see a physician, chiropractor or other qualified health specialist for any mental or physical ailment 
that I am aware of.  I understand that massage/bodywork practitioners are not qualified to perform spinal or 
skeletal adjustments, diagnose, prescribe or treat any physical or mental illness, and that nothing said in the 
course of the session should be construed as such.  Because massage/bodywork should not be performed under 
certain medical conditions, I affirm that I have made known my medical conditions and have answered all 
questions and have answered all questions honestly.  I agree to keep the practitioner updated as to any changes 
in my medical profile and understand that there should be no liability on the practitioner’s part should I fail to 
do so.  I also understand that any illicit or sexually suggestive remarks or advances will result in termination of 
the session, and I will be liable for payment of the scheduled appointment. 
 
I hereby give permission to Allergies, Aches & Pains to release any private health information necessary in 
treatment, payment or health care operations.  I authorize the use of my signature on all insurance claim 
submissions.  I understand I may revoke this release only in writing.  I understand that this office does leave 
voicemail messages if they are unable to contact patients, unless instructed in writing not to do so. 
 
I hereby understand that payment is expected when services are rendered unless other arrangements are made in 
advance.  I also understand that I am responsible for all bills and any collection expenses incurred at this office. 
 
I, the undersigned, certify that I (or my dependent) have insurance coverage and assign directly to Allergies, 
Aches & Pains all insurance benefits, if any, otherwise payable to me for services rendered. 
 
I fully understand and agree that the insurance policies are an arrangement between an insurance carrier and 
myself.  I understand I am financially responsible for all charges whether or not they are paid by insurance, and 
I may be billed if necessary for additional costs incurred in the collection of these accounts.  I understand that it 
is ultimately my responsibility to know and understand my insurance plan. 
 
I also understand that insurance benefits are not a guarantee of insurance coverage. 
 
I certify that I have read and understand the above information and that it is correct to the best of my 
knowledge.  I will not hold my doctor or any members of his/her staff responsible for any errors or omissions 
that I may have made in the completion of this form. 
 
 
Patient’s/Guardian’s Signature______________________________Date__________ 
 
PLEASE PRESENT YOUR INSURANCE CARD AND A PHOTO ID 
A copy will become part of your medical record. 

ALLERGIES, ACHES, & PAINS CHIROPRACTIC & ACUPUNCTURE CENTER, Ltd. 



 

FINANCIAL POLICY 
Communication with our clients regarding our financial policy assists us in providing the best 
possible service to you.  Please read the following.  Your initials and signature are required.  
Thank you.  

• ______  Private Pay/Cash Patient – (clients without BC/BS insurance)  Full payment is  

required when services are rendered to continue treatment OR payment               
arrangements need to be agreed upon.  

• ______  Insurance Reimbursement – Clients are required to contact their insurance            

 company to verify their deductible status and the amount of coverage for     

 chiropractic, acupuncture and massage therapy available to them.  We will    

 also be contacting your insurance company to verify your coverage.  

 It is important to remember that what the insurance tells us is not a  

 GUARANTEE of payment from them.  

• ______  Deductible and Co‐payment ‐ If you have not met your deductible, you will be 

 required to pay the full amount of each visit until you have met it.  We require  

 your co‐payment or co‐insurance at the time of service.  If you do not know  

 what your co‐insurance is, a minimum of 20% is due at the time of service.     

 Any charges that your insurance company does not pay for or denies will be  

 the patient’s responsibility.   

• ______  Purchasing Products – Payment for all products is the patient’s responsibility. 

               Payment for products is due at the time of purchase.  As a courtesy to you, we  

               will bill your insurance company.  If your insurance company does pay for the  

               product, we will credit/refund your account.  

AGREEMENT TO PAY 
I understand that the agreement with my health insurance is an agreement between them and me.  I 
take full responsibility for payment of all charges for professional services rendered.  I understand 
the financial policy detailed herein.  I understand that I am responsible for all charges regardless of 
my existing medical coverage.   
Checks, which are declared non-sufficient funds, will be charged a $25.00 service fee.  Also, there is 
a $5 monthly late charge assessed on all balances after 30 days past due.  The undersign agrees to 
pay a collection fee of 33% of the total owed when sent to collection, all attorney fees and court 
costs incurred by the creditor.  All the information provided is correct. 
Consent for Treatment/Release of Insurance Assignment Medical Information.  

YES____  NO____  I authorize any and all therapy services that the provider feels necessary.  

YES____ NO ____  I assign payment of medical benefits directly to Allergies, Aches & Pains. 

YES____ NO_____I authorize Allergies, Aches & Pains to leave voicemail messages regarding my appointments.         
                    Should I decide that I no longer wish to have messages left, I understand that a written request 

                                  must be made. 



 
 
 
YES ____NO____   I hereby authorize Allergies, Aches & Pains to release to my insurance company, health plan, or  

                                  insurance group, any medical records or information concerning the treatment to obtain 

                                  reimbursement on my behalf for the treatment or service provided by Allergies, Aches & Pains.           

                                  I understand that I may revoke the consent to release information to third parties at any time  

                                  and that the provision of services is not conditional on my agreement to disclose information  

                                  to the parties.  If I revoke my consent, I will be responsible for paying for all services rendered  

                                  by Allergies, Aches, & Pains.  

 

I have read , understand and agree to this financial agreement in its entirety. 

 

 

SIGNATURE                  DATE 

 

                             

 



Patient Missed Appointment Policy 
Massage Therapy 

 
It is our wish that each and every one of our patients receive the very best care and 
service possible.  Your Treatment Program consists of a recommended series of 
treatments.  If you do not follow this plan, then you will not receive the desired results. 
 
If we did not request that you meet all your appointments, we would be doing you a 
disservice and it would be indicative that we did not care.  We do not want to do you a 
disservice and we do care about you and the success of your program here.  Therefore, 
we have a few guidelines that we ask you follow: 
 

1. Meet all of your scheduled appointments.   
  

2. If you are unable to keep your appointment,  please call us and let  
us know in advance so that we may fill your appointment time with 
someone on the waiting list. 

 
3. With the exceptions of unexpected emergencies, we request that you 

notify us 24 hours in advance as to any appointment changes.   
Appointment confirmation calls will be made 24-48 hours in advance of  
your scheduled appointment. 
 

4. If you are late for an appointment, your appointment will still end at the 
same scheduled time, as a means to respect the time of the next 
appointment.  The fee structure will remain the same. 
 

5. If you miss a scheduled massage therapy appointment you will be charged 
for your scheduled session.  This charge will be added to your account & 
charged to your credit card on file at the time of your missed appointment. 
 
 
 

I have read, understand, authorize and agree to follow the above policy. 
 

Patient’s Name:  ___________________________________________ 
 

Signature:  ________________________________________________ 
 

Staff Witness:  _____________________________________________ 
 
 



HIPAA Notice of Privacy Practices 
Allergies, Aches, & Pains Chiropractic & Acupuncture Center 

 

Teresa K. Melton D.C. 

130 N. Fair St. 

Sycamore, IL 60178 

(815)895-2059 

 

This notice describes how medical information about you may be used and disclosed 
and how you can get access to this information. Please review it carefully. 

 

Allergies, Aches, and Pains is dedicated to protecting your medical information.  This Notice of Privacy 
Practices describes how we may use and disclose your protected health information to carry out treatment, 
payment, or healthcare operations and for other purposes that are permitted or required by law.  It also 
describes your rights to access and control your protected health information.  “Protected Health 
Information” is information about you, including demographic information, that may identify you and that 
relates to your past, present, or future physical or mental health or condition and related health care services. 

Uses & Disclosures of Protected Health Information 

Your protected health information may be used and disclosed by your physician, our office staff, and others 
outside of our office that are involved in your care and treatment for the purpose of providing health care 
services to you, to pay your health care bills, to support the operation of the physician’s practice, and any 
other use required by law. 

Treatment 

We will use and disclose your protected health information to provide, coordinate, or manage you health care 
and any related services.  This includes the coordination or management of your health care with a third party. 

Payment 

Your protected health information will be used, as needed, to obtain payment for your health care services.  
For example: obtaining approval for a procedure may require that your relevant personal health information be 
disclosed to the health plan to obtain approval for the procedure. 



Healthcare Operations 

We may use or disclose, as needed, your protected health information in order to support the business 
activities of the practice.  These activities include, but are not limited to, quality assessment activities, 
employee review activities, training of medical students, licensing, and conducting or arranging for other 
business activities.  We may also call you by name in the waiting room when your physician is ready to see you.  
We may use or disclose your protected health information, as necessary, to contact you to remind you of your 
appointments. 

  

__________________________________________________________________________  

 

We may use or disclose your protected health information in the following situations without your 
authorization. These situations include: as Required By Law, Public Health issues as required by law, 

Communicable Diseases; Health Oversight; Abuse or Neglect; Food and Drug Administration 
requirements; Legal Proceedings; Law Enforcement; Coroners, Funeral Directors, and Organ 

Donation; Research; Criminal Activity; Military Activity and National Security; Workers’ 
Compensation; Inmates; Required Uses and Disclosures; Under the law, we must make disclosures to 

you and when required by the Secretary of the Department of Health and Human Servces to 
investigate or determine our compliance with the requirements of Section 164.500. 

 

Authorizations 

We will not use or disclose your medical information for any other purpose without your written 
authorization.  To request a Revocation of Authorization form, you may contact: 

 Allergies, Aches, and Pains 

 130 N. Fair St. 

 Sycamore, IL 60178 

 

Your Rights Regarding Your Medical Information: 

You have the following rights with respect to your medical information: 

• You may ask us to restrict certain uses and disclosures of your medical information. 
We are not required to agree to your request, but if we do, we will honor it. 

• You have the right to receive communications from us in a confidential manner. 
• Generally, you may inspect and copy your medical information.  This right is subject 

to certain specific exceptions, and you may be charged a reasonable fee for any 
copies of your records. 



• You may ask us to amend your medical information.  We may deny your request for 
specific reasons.  If we deny your request, we will provide you with a written 
explanation for the denial and information regarding further rights you may have at 
that point. 

• You have the right to receive an accounting of the disclosures of your medical 
information made by AAP during the last six years, except for disclosure for 
treatment, payment or healthcare operations, disclosures which you authorized and 
certain other specific disclosure types.   

• You may request a paper copy of this Notice of Privacy Practices for personal health 
information. 

• You have the right to complain to us and/or the United States Department of 
Health and Human Services if you believe that we have violated your privacy rights.  
If you choose to file a complaint, you will not be retaliated against in any way. To 
complain to us, please contact: 

Allergies, Aches, and Pains 

130 N. Fair St. 

Sycamore, IL 60178 

If you would like further information regarding your rights or regarding the uses and disclosures of 
your medical information, you may contact the above address. 

 

THIS NOTICE IS EFFECTIVE AS OF JANUARY 1, 2011 

 

Revision of Notice of Privacy Practices: 

We reserve the right to change the terms of this Notice, making any revision applicable to all the 
protected health information we maintain.  If we revise the terms of this Notice, we will post a 
revised notice at AAP and will make paper copies of the revised Notice of Privacy Practices 
available upon request. 

 

 

 

 

 

Patient Consent Form 



 The Department of Health and Human Services has established a “Privacy Rule” to help insure that 
protected health information is protected for privacy.  The Privacy Rule was also created in order to 
provide a standard for certain health care providers to obtain their patients’ consent for uses and disclosures 
of health information about the patient to carry out treatment, payment, or health care operations. 

 As our patient we want you to know that we respect the privacy of your personal medical records and 
will do all we can to secure and protect your privacy.  When it is appropriate and necessary, we provide the 
minimum necessary information to only those we feel are in need of your health care information and 
information about treatment, payment, or health care operations, in order to provide health care that is in 
your best interest.   

 We also want you to know that we support your full access to your protected medical records.  We 
may have indirect treatment relationships with you (such as laboratories that only interact with physicians and 
not patients), and may have to disclose protected health information for purposes of treatment, payment, 
or health care operations.  These entities are most often not required to obtain patient consent.  

 You may refuse to consent to the use or disclosure of your protected health information, but this 
MUST be in writing.  Under this law, we have the right to refuse to treat you should you choose to refuse to 
disclose your protected health information.  If you choose to give consent in this document, at some future 
time you may request to refuse all or part of your protected health information.  You may not revoke 
actions that have already been taken which relied on this or a previously signed consent. 

 If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer.  You 
have the right to review our privacy notice, to request restrictions and revoke consent in writing after you 
have reviewed our privacy notice. 

 

 

Print Name______________________Signature_________________________Date________ 

 

---------------------------------------------------------------------------------------------------------------- 

Compliance Assurance Notification For Our Patients 

 

To Our Valued Patients: 

 

 The misuse of protected health information has been identified as a national problem causing 
patients inconvenience, aggravation, and money.  We want you to know that all of our employees, managers, and 
doctors continually undergo training so that they may understand and comply with government rules and 
regulations regarding the Health Insurance Portability and Accountability Act (HIPAA) with particular 
emphasis on the “Privacy Rule”.  We strive to achieve the very highest standards of ethics and integrity in 
performing services for our patients. 



 It is our policy to properly determine appropriate use of protected health information in 
accordance with the government rules, laws, and regulations.  We want to ensure that our practice never 
contributes in any way to the growing problem of improper disclosure of protected health information.  As 
part of this plan, we have implemented a compliance program that we believe will help us prevent any 
inappropriate use of protected health information. 

 We also know that we are not perfect!  Because of this fact, our policy is to listen to our employees 
and our patients without any thought of penalization if they feel that an event in any way compromises our 
policy of integrity.  More so, we welcome your input regarding any service problem so that we may remedy the 
situation promptly. 

 

Thank you for being one of our highly valued patients! 


