Tri Lake Massage & Wellness Clinic:  Massage Therapy

	Informed Consent To Massage Therapy Treatment & Release Of Information

COLLECTION MEDICAL HISTORY:  I give consent to the registered massage therapists (“RMT”) to collect my personal and medical information as documented in the health history form in order to create a treatment plan for me and contact me.  I give permission for the clinic to leave messages regarding my appointments at any of the contact numbers/ e-mails I have provided.

I, the undersigned, voluntarily consent to the RMT and Tri Lake Massage & Wellness Clinic (the “Clinic”) providing massage therapy services (the “Treatment”) to me, now and on an ongoing basis, with such Treatment to be within the scope of the RMT practice as defined by the College of Massage Therapist of British Columbia, including without limitation, such assessments, examinations and techniques, as recommended by the RMT. I consent to the RMT undraping areas of my body to the extent needed to provide Treatment while considering my comfort, security, and privacy as requested by me. I understand that at any time I may withdraw my consent to Treatment by informing the RMT with words to that effect, and then Treatment will be stopped. ____________(Initial)

I agree that Treatment is not a substitute for a medical examination and diagnosis by a medical physician. I agree that no assurance or guarantee has been provided to me by RMT or the Clinic as to any results of Treatment. _________ (Initial)  

POSSIBLE RISKS ASSOCIATED WITH TREATMENT:   I agree that my consent is given while informed of the fact that possible and likely risks to me exist during the course of Treatment, including, but not limited to, muscle strains and sprains, bruising, light headedness, dizziness and tenderness. I agree that the RMT is not able to explain unanticipated risks and complications and as such there may be other risks associated with Treatment in addition to those identified above. (___________(Initial) 

DUTY TO DISCLOSE MEDICAL HISTORY:   I agree that I have a duty to fully disclose to the RMT and Clinic all medical conditions affecting me, whether or not I believe any medical condition is applicable or relevant to my Treatment. I further agree that it is my responsibility to keep the RMT updated and informed of my medical condition. I declare that the information I have provided in the above Medical History Form is true, accurate and complete. __________ (Initial) 

DISCLOSURE OF PERSONAL INFORMATION:   I understand that it may be desirable from time to time for the RMT and Clinic to coordinate my health care with others, including but not limited to other Clinic staff, physicians, other health care providers, case managers, and insurance claim adjusters (“Other Providers”), which results in disclosing my personal information (as defined in the Personal Information Protection Act (the “Act”). I consent to the RMT and Clinic disclosing my personal information to Other Providers, when done in accordance with the Act. I consent to the shared access between the RMT and the Clinic staff to my personal information. I agree that I must expressly withdraw consent of the disclosure of my personal information by providing 2- business day notice of such withdrawal of consent in writing to the RMT and Clinic. ________(Initial)  

By signing below I agree that I have read and understood the above information and that I have had the opportunity to ask the RMT and Clinic any questions regarding the contents of my consent and my Treatment.


________________________________


__________________________________

Patient Name (please print)




Date

________________________________  


__________________________________

Patient Signature (or Legal Guardian)



Signature of Witness

