Fusion Massage Therapy, LLC / Christine S Gordon, LMT, NMT
Permission for Minor Child
MA53308/MM40512
• How did you hear about this office?   □ Website  □ Referred by____________________ □ Other ______________
• Sports/Hobbies:___________________________________________________________________________________

• Reason for massage today?  (Check all that apply.)
□ Pain Relief/Reduction
 
□ Relaxation/Stress Relief
□ Increase Range of Motion      □ Postural Realignment
*Please note specific area(s) of pain/discomfort/dysfunction if applicable _________________________________

__________________________________________________________________________________________

• Please list any medications, injuries, surgical procedures, or allergies pertaining to the above referenced minor child:
Medication: __________________________________________________________________________

Injuries:______________________________________________________________________________

Surgical Procedures: ___________________________________________________________________

Allergies (topical, nuts, oils, flowers, etc.):___________________________________________________

Other applicable health information:________________________________________________________

____________________________________________________________________________________

__________________________________________________________________________________________________
Permissions/Policies for Treatment of Minor Child

Please initial each of the statements below:

_______I hereby give my consent and permission for Christine S. Gordon, LMT, NMT, to provide massage therapy for my above referenced minor child.

______  I hereby give my consent and permission to my child having his/her temperature taken upon arrival (via forehead scan) and further consent to rescheduling appointment should temperature exceed 100.2 ̊ F.
______  I hereby give my consent and permission to have my own temperature taken upon arrival (via forehead scan) and further consent to rescheduling appointment should  my temperature exceed 100.2 ̊ F.
_______ I understand that in order to accompany my child into this office I must wear a protective face mask at all times. 
_______ I understand that it is in the best interest of my child to wear a facemask during the massage session and that I will provide the mask for him/her.

_______ I understand that both child and parent/guardian must adhere to all intake and safety protocols of this office for each scheduled appointment including, but not limited to, having his/her temperature taken upon arrival, completing the COVID-19 questionnaire, washing/sanitizing hands, and wearing a protective face mask.  

______  I hereby affirm that my child does not suffer from any medical condition that would contraindicate massage therapy.

______  I understand that should my child have symptoms of illness prior to a scheduled appointment such as, but not limited to, fever, cough, sore throat or shortness of breath that I should contact my therapist to reschedule the appointment. 

_______ I understand that I should accompany my child in the treatment room and remain for the length of the session.
_______ I understand that I am responsible for any and all costs associated with treatment for my minor child.

_______ All clients are expected to arrive on time.  Appointment times are pre-scheduled and cannot be extended due to late arrival.   Time missed due to late arrival may be deducted from session and full session fee will remain due. 
_______ I will provided adequate notice (12-24 hours) to therapist when rescheduling appointments. Inadequate notice prevents therapist from scheduling other clients at that time and are, therefore, subject to full session fee unless cancellation is related to an emergency or illness. 
______ I understand my child’s HIPAA privacy rights and will be given a copy of said HIPAA Notice of Privacy Practices upon request.
Parent /Guardian Signature: ____________________________________________ Date: _________________



Child’s Name: 								    DOB: 					





Parent/Guardian Name (please print):___________________________________________________________________





Relationship to child:________________________________________________________________________________





Address: 						    				      	  	 		


Street						    City				    State		   Zip





Cell Phone: 						     Opt-In for text appointment reminders?     □ yes   □ no





Home Phone:___________________________________      Work Phone: _____________________________________





Email: ____________________________________________________________________________________________       


(Email used for automated appointment confirmations/reminders and special announcements only.)





Should your therapist need to contact you regarding your child’s appointment or treatment, what is your preferred mode for contact? 	 □Email    □ Cell        □ Text msg        □ Hm Ph    	□ Wk Ph   











