Therapeutic Breast Massage Consent Form 2026
(Including Patients With Breast Implants & Breast Cancer Survivors)
Patient Name: __________________________
Date of Birth: _________________________
Date of Service: _______________________
Purpose of Treatment
I understand that Therapeutic breast massage is a gentle technique used to help reduce breast tightness, discomfort, and pressure, and to support milk flow when milk is slow or difficult to release from the nipples if needed and also helps with scarring after breast implants or breasts cancer.
Breast Implants
I confirm that:
· ☐ I have breast implants.
· ☐ (Under the pectoris muscles)
· ☐ (On top of the pectoris muscles)
· ☐ I do not have breast implants.

I understand that when implants are present, massage will be performed gently and will focus on the breast tissue. Deep or forceful pressure will be avoided at all times.
Have you had breast cancer before? 
· ☐ Yes ☐ No. 
If yes which breasts? 
· ☐ Right ☐ left ☐ both?
Did you have to have a breast or breasts removed?
· ☐ Right ☐ left ☐ both?

What to Expect
I understand that breast massage may include:
· Light, gentle hand movements.
· Circular massage of the breast tissue.
· Massage directed toward or over the nipple.
· Possible use of warm wet towels before treatment and during the treatment to help with releasing milk or soreness.
I understand that massage should not be painful and that I should inform the massage therapist immediately if I feel discomfort.
Benefits and Limitations
I understand that breast massage may help:
· Reduce tightness or mild pain.
· Relieve pressure or fullness.
· Support milk flow.
I understand that results are not guaranteed and that breast massage is not a medical treatment or diagnosis.
Risks and Precautions
I understand that possible risks may include after removing tightness that I might have:
· Temporary tenderness. (Very rare but can happen)
· Mild discomfort. (Very rare but can happen)

I understand that massage will be stopped if pain, irritation, or discomfort occurs.

Medical Conditions
I confirm that I have informed the provider of:
· Any breast conditions or surgeries.
· Breast implants or recent procedures.
· Pain, infection, fever, or skin changes.
I understand that I should seek medical care if I experience severe pain, redness, swelling, fever, or ongoing breast problems.
Consent
· I have had the opportunity to ask questions.
I understand the information above and give my consent to receive full breast massage treatment.
· I consent to a breast massage from a male remedial massage therapist. 
Patient Signature: _______________________
Date: _________________________________
Remedial Massage Therapist Name: _________________________
Therapist Signature: ____________________
Date: _________________________________
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