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Notice Receipt Acknowledgement 
************************************************************************

Purpose: This form is used to confirm that an individual has received a copy 

of the notice of primary practices. 
************************************************************************

 

 

I, ________________________, acknowledge that I received a paper copy 

of McKay’s Notice of Privacy Practices. 

 

 

 

 

Signature: ________________________ Date: _______________________ 

 

If this acknowledgement is signed by a personal representative on behalf of 

the individual, complete the following: 

 

Personal Representative’s Name: __________________________________ 

 

Relationship to Individual: _______________________________________  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



I nformed Consent  to M assage 
 

     
 

 
I hereby request and consent to the performance of massage or other procedures 

within the scope of the practice of massage therapy on me (or the person listed below, 

for whom I am legally responsible). 

 
I have had the opportunity to discuss with the Massage Therapist the nature and 

purpose of massage therapy. 

 

If I am part of an integrated plan with massage and acupuncture, I wish to rely on the 

licensed practitioners to exercise their professional judgment during my course of 

treatment and based upon the facts then known, to proceed with treatment in my 

best interest. This being so, will include and not be limited to the Massage Therapist 

and any involved practitioners discussing my treatment and reviewing my medical 

records alike.  

  ____________________________________________________________ 

 

 

___________________________ 

Print Patient’s name 

 

___________________________    ______________ 

Patient’s signature                Date 

 

If this consent is signed by a personal representative on behalf of the patient, complete 

the following: 

 

Personal representative’s name__________________________________ 

 

Relationship to patient_________________________________________ 

  
 

 

 

 

 

 

 

    



 
 

 

 

 

 

 

 

 

 

 

 

 



 
 


