General Liability Release Form

Maya Cookson is a professional bodyworker, certified to provide massage therapy through the California
Massage Therapy Council (License #81017).

As part of creating a safe and healing environment for both therapist and client, the following is
understood and agreed upon by both parties:

R

+ All massage sessions are conducted with the client’s consent. At any time, both client and therapist
have the right to withdraw consent and end the session, for any reason.

< Absolutely no sexual or erotic conduct shall be tolerated by either the client or the therapist.
Anyone requesting, suggesting or engaging in sexual or erotic conduct will be politely denied, and if
this behavior persists the session will be ended immediately with no proration of the agreed-upon
rate.

« Cancellation Policy: If the client should need to cancel or reschedule a session, s/he agrees to

notify the therapist as soon as possible. If the client notifies the therapist of cancellation less than

24 hours before the scheduled time, the client will pay 50% of the agreed upon rate for the missed

session. In the case that the client cancels less than 2 hours before the session, the client agrees to

pay the full rate for the missed session as scheduled. No further sessions will be scheduled until

last-minute cancellations have been paid for. Clients arriving more than 20 minutes late without

prior communication will be considered a last minute cancellation.

By signing below, | (the client) acknowledge that:

1. 1 give my permission to receive massage therapy.

2. | understand that therapeutic massage is not a substitute for medical treatment or medications.

3. I understand that the therapist does not diagnose illnesses or injuries, or prescribe

medications.

4. | have not been advised by my physician that massage therapy could be detrimental to me in

my
current physiological and mental state.
5. I understand the risks associated with massage therapy include, but are not limited to:
* Superficial bruising
* Short-term muscle soreness
» Exacerbation of undiscovered injury

| therefore release the massage therapist from all liability concerning the injuries that may occur

during the massage session.

6. | understand the importance of informing my massage therapist of all medical conditions and
medications | am taking, and to let the massage therapist know about any changes to these. |
understand that there may be additional risks based on my physical condition.

7. lunderstand that it is my responsibility to inform my massage therapist of any

discomfort
I may feel during the massage session so he/she may adjust accordingly.

8. I understand that | or the massage therapist may terminate the session at any time.

9. | have been given a chance to ask questions about the massage therapy session and my
questions have been answered.

10. | agree that the terms of this waiver shall apply to all future sessions until and unless replaced
by a new agreement.

Client Signature Date
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MassagGe INTake

219'0 N'7'NN 091V

FUllName ... e

X'm v

Phone ...
[1970 190N

DOB
N7 RN

Occupation ........................cl
yIXpm

Massage Information o'y '2AaA7 YyI'n

Have you had professional massage before?

What are your goals for this treatment session?
?719'02 A'wn? NXN N NNLVN 17N

Are there any areas you do not want massaged?
?nYa% nxin NP X7 DNAY Q1A DNITR W' DRD

All right to use Essential Oils during the session?
?919'02 D"VNINKR DAY )7V NINNY TWOX DXN

Yes i d No 1 X7

Medical Information INIDO YT'N
Are you taking any medications? {7 Yes i No
?n1oNn n/npI7? n/NX DRN k) N7

Please list name and use VIiNn'yvi DY DIYA7 X)

What makes it better?
?IMIX N'NON NN

What makes it worse?
21NN YMNN NN

Please list Orthopedic injury history

Please check all that apply to you:
NMIRIYPY NN 7D DR N0 X)

i1 Cancer i Arthritis i Blood Pressure © / ¢
[enle] DO NP?T DT YNY N/ ma

i Diabetes i Headaches {7 Sprain/ Strain
nIo WX "IND v v/ yin

i1 Surgeries  {iNerveissues {i Numbness
D'NINY NIy NI'va NYINN YoIn

i Stroke {7 Blood Clots i Kidney Dysfunction
Yav DT NI'Yy N niva

i Pregnancy [ Heart Attack i1 Allergies
[Eahy a7 gpnn NI

Please explain any conditions marked above:
:N7un7 nionn ax¥n 95 1o0n7 X

Please mark any areas of discomfort:
2AND / NN 'R YW DNITR [N0Y7 N

left right

Right Front Left

Back

> | have completed this form to the best of my
ability/knowledge and agree to inform my therapist

72V 7 NNTAY NFTOILAIN NY'eD 1 niway xa | Of any changes to the above information.

My 20nMY 191 XIN 'NNIY V1NN 'J n/Axn X

Date kN



