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      Chandra Algard, LMP, RBT   

Patient Name________________________________________________   Birth Date_________________   Sex: M /  F

Address___________________________________________  City_____________________  State_____  Zip________

Home Phone(         )_______________ Cell Phone(        )_______________ E-mail______________________________

Permission to contact you at:  Home Y/ N,   Cell  Y/ N,   Work Y/ N,   TEXT Y/ N ?
Occupation_______________________ Employer_______________________ Work Phone(        )_________________

Emergency contact______________________________ Phone(        )_____________  Relationship_______________

Physician____________________________ Clinic____________________________Phone(        )_________________

Who may I thank for referring you to this office?___________________________________


Please complete the following section AND bring your insurance card to your appointment.
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[image: image3] Ins. Verification Forms
Are you currently being treated by a medical doctor for any health condition?  Yes /  No      


If yes, please describe conditions:_________________________________________________________

Are you currently taking any medication?  Yes /  No


If yes, please list:__________________________________    __________________________________

Injuries/ Accidents in the past 5 years: ___________________________________________________________

Surgeries in the past 5 years:__________________________________________________________________

Do you have any allergies?  Yes /  No   ___________________________ Women- Are you Pregnant?  Yes / No

Have you had spinal X-Rays, MRI, CT Scan?  Yes /  No  


If yes, please list: ______________________________  _______________________________________

Family History:(circle if yes)   Cancer       Diabetes       High Blood Pressure       Cardiovascular Problems/ Stroke                                    


Client Signature______________________________________________Date_________________________




























Primary Insurance:


Insurance Company_____________________________


Address_______________________________________


Subscriber Name________________________________


Subscriber BirthDate_____________________________


Insurance ID # _________________________________


Insurance Group # ______________________________











Secondary Insurance:


Insurance Company_____________________________


Address_______________________________________


Subscriber Name________________________________


Subscriber BirthDate_____________________________


Insurance ID # _________________________________


Insurance Group # ______________________________











It is my choice to receive this bodywork therapy. I undetstand that it is for the purpose of pain and stress relief, energy and lymphatic flow. I agree to communicate with my practitioner any time I feel my well-being is compromised. I understand that massage practitioners do not diagnose; nor do they prescribe medical treatment, pharmaceuticals, or perform spinal manipulations. I acknowledge that massage is not a substitute for medical examination or diagnosis, and that it is recommended that I see a primary health care provider.  I have stated all medical conditions that I am aware of and will update the massage practitioner of any changes in my health status.                                                       INITIALS: __________








FINANCIAL AGREEMENT: I understand that I am fully responsible for payment of all charges incurred. I authorize my insurance benefits to be paid to Chandra Algard,LMP for services rendered.  I understand that I am responsible for any deductibles, co pays, co-insurance, non-covered services, or non-authorized services. 


CANCELATION POLICY: I am aware of, and agree to, the cancellation/ no-show policy of Abundant Life Bowenwork, which reserves the right to charge a patient who fails to keep a scheduled appointment or cancels with less than 24 hours notice. This fee of $25 cannot be billed to the insurance company; It is my responsibility.                       INITIALS: __________

















