Body Balance Rolfing & Massage, LLC
Jenny Rock, LMT, Certified Advanced Rolfer™

8505 SW Creekside Place, Suite 210
bOdy ‘ bO|C1mC@ Beaverton, OR 97008
Rolfing® and Massage jenny@BodyBalancePortland.com

BODY BALANCE CLIENT AGREEMENTS

PRIVACY POLICY

I acknowledge that I have received Body Balance Rolfing and Massage LLC’s (Body Balance)
Notice of Privacy Policy (also posted on the website). I understand that protected health
information may be used or disclosed for treatment, payment, or health care operations. I
understand that I have the right to request restrictions on how my protected health information is
used or shared. Body Balance may accept or deny these requests. Any accepted restriction will
be documented and followed by Body Balance. Whether or not a request is accepted will not
affect my treatment. Body Balance reserves the right to change this Notice of Privacy Policy.

Initials:

CANCELLATION POLICY

Appointments must be canceled at least 24 hours in advance to avoid a $240 late cancellation
fee. Late cancellations or repeated cancellations may result in scheduling limitations.

Initials:

COMMUNICATION

Body Balance and its agents may leave messages on my voicemail or cell phone as provided on
my intake form.

Initials:

Medical information may be shared with:

Friends/Family:
Name: Contact Info:
Name: Contact Info:

Medical providers:

Name: Contact Info:

Name: Contact Info:
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FINANCIAL POLICY & ACKNOWLEDGMENT

Effective Date: 06/06/2026

Y
2)

3)

4)
5)

6)

Body Balance maintains a standard fee schedule for all services provided. Fees may vary
depending on the type and duration of service.

A prompt-pay (time-of-service) discount may be offered for eligible self-pay patients
when payment is made at the time of service.

If I choose to use insurance benefits, I understand that coverage is determined by my
insurance plan. I am responsible for any deductible, copay, coinsurance, and any services
not covered by insurance.

I understand that insurance billing does not guarantee payment and that I am financially
responsible for all charges incurred.

I understand that insurance companies may audit claims after payment and I may be
responsible for any non-covered charges resulting from those audits.

I understand that I am responsible for keeping my account in good standing for all
services rendered.

I acknowledge receipt and understanding of Body Balance Financial Policy.

Initials:

CONSENT TO TREAT

1) Consent to Receive Rolfing® Treatment:

I understand that Rolfing® is not intended to diagnose, treat, or cure disease and does not
replace medical care. Rolfing® does not involve the diagnosis, prescription, or treatment
of medical conditions.

Nothing said or done during Rolfing® sessions should be interpreted as medical
diagnosis or treatment.

I understand that Rolfing® is designed to support structural balance and alignment of the
body in gravity through soft tissue manipulation and related education. I understand that
Body Balance makes no warranties or guarantees regarding specific outcomes of the
Rolfing® process.

I consent to and authorize the Rolfer™ to perform physical assessments and bodywork as
deemed necessary and appropriate. I understand that physical contact is required for
treatment. I will be informed of the nature of procedures as appropriate and may ask
questions at any time.

I understand that participation is voluntary and I may decline or stop treatment at any
time.

Initials:
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2) Consent for Intraoral and/or Intranasal Treatment
I understand that refusal of intraoral and/or intranasal work will not affect my care. If I do not
consent, these techniques will be excluded from treatment but will not otherwise impact my
care. Please select one option for each:

[ I consent to intraoral work, which involves treatment inside the mouth when
clinically appropriate.
[J I do NOT consent to intraoral work.

[ I consent to intranasal work, which involves treatment inside the nasal area when
clinically appropriate.
[J I do NOT consent to intranasal work.

Initials:

3) Consent for Clinical Photography
I understand that photographs, if taken, may be used in my medical record for clinical
documentation, and that refusal to consent will in no way affect the care I will receive.

L1 I consent to photographs being taken during treatment for clinical documentation
using either the provider’s device or my own device.
1 I do NOT consent to photographs.

Initials:

If applicable (minor or dependent): I confirm that I am the legal guardian or authorized
representative of the patient and I consent to photographs being taken under the same conditions
listed above and to related documentation.

Initials (guardian):

ACKNOWLEDGMENT

I confirm that I understand and agree to all policies above, including privacy, cancellation,
communication, consent to treat, and financial policy terms.

SIGNATURE

Patient Name (Print):

Signature: Date:

Relationship to Patient (if applicable):




