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3162 E Palmer- Wasilla Hwy, Ste 1A, Wasilla, AK 99654
Phone: (907) 351-2100  |  Fax: (907) 885-2027  |  Email: bodymadix@gmail.com

Consent, HIPAA Acknowledgment, Financial Responsibility, and Cancellation Policy

1. Informed Consent for Massage Therapy
I, ____________________________________, voluntarily consent to receive massage therapy services provided by Body Madix Massage Therapy LLC.
I understand that:
· Massage therapy is non-sexual in nature.
· Massage therapy is intended to support general wellness, stress reduction, and muscular relief.
· Massage therapy is not a substitute for medical diagnosis or treatment.
· Massage therapists do not diagnose medical conditions, prescribe medications, or perform spinal adjustments.
I affirm that:
· I do not have any condition that would make massage therapy unsafe.
· I will inform my therapist of all relevant medical conditions, medications, and changes in my health status.
· I will communicate immediately if I experience pain or discomfort during treatment.
· I am physically able to safely get on and off the massage table or chair.
I acknowledge that possible risks may include temporary soreness, minor bruising, or aggravation of pre-existing conditions.


2. Health Privacy & HIPAA Acknowledgment
I understand my rights under the Health Insurance Portability and Accountability Act (HIPAA).
My protected health information will remain confidential and will not be released to any third party — including insurance companies, employers, or other providers — without my written authorization, except as permitted or required by law.
If I elect to self-pay for services, I understand that any release of my records to a health plan or third party will require a signed Release of Information (ROI).

3. Authorization to Bill Insurance
If I choose to use insurance benefits, I authorize Body Madix Massage Therapy LLC to:
· Submit claims to my insurance carrier on my behalf
· Receive payment directly from my insurance carrier
· Release medical records as required for claim processing
I understand that insurance verification is a courtesy and does not guarantee payment. I am responsible for knowing my coverage, limitations, copayments, deductibles, and authorization requirements.

4. Financial Agreement & Payment Obligations
I understand and agree that I am financially responsible for all services rendered, regardless of insurance coverage or reimbursement.
I acknowledge and agree that:
· Copayments, coinsurance, and deductibles are due at the time of service unless prior arrangements are made.
· Non-insurance (self-pay) clients are required to pay in full at the time of booking to reserve an appointment.
· Any balance not paid by my insurance carrier remains my responsibility.
· A valid payment method may be kept on file and charged for outstanding balances or applicable fees in accordance with this agreement.
· Balances remaining unpaid for more than 90 days may be subject to collection efforts.
If using a Health Savings Account (HSA), I understand it is my responsibility to ensure that services rendered are eligible under my plan.

5. Cancellation, Rescheduling & No-Show Policy 
I understand that appointment time is reserved specifically for me and that cancellations and late changes impact clinic operations.
Cancellation Notice
Cancellation notice may be provided at any time by:
· Leaving a voicemail
· Sending a text message
· Sending an email
· OR speaking directly with front desk or administrative staff
The timestamp of the voicemail, text, or email will be used to determine whether notice was provided within the required timeframe.
Appointments are not considered cancelled or rescheduled until notice is received through one of the methods listed above.
Self-Pay / Non-Insurance Clients
• 24 hours or more notice
     → No charge. Any prepayment may be credited to the account for a future appointment or 
     refunded upon request.
• Less than 24 hours’ notice
      → 50% of the scheduled service fee will be charged. The remaining 50% may be credited to
     the account for future use.
• No-show or notice of 4 hours or less
     → 100% of the scheduled service fee will be charged.
Late arrival may result in a shortened session without a reduction in fee.
Exceptions may be considered on a case-by-case basis for emergencies or contagious illness, at the discretion of management.

6. Consent & Acknowledgment
By signing below, I acknowledge that I have read, understood, and agree to all policies outlined above.
Client Signature: ________________________________________________________________     Date: ____________________ 
Phone Number: __________________________________     Email: _________________________________________________
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