FORMS

Client Intake Form


Date: 


Name:  

Sex:  o Male   o Female

Address: 


City: 

State: 
Zip: 


Daytime Phone #: 

Evening Phone #: 


Social Security #: 

Driver’s License #: 


Date of Birth: 

Occupation: 


Employer: 


Employer’s Address: 


Marital status:   o Single   o Married

Children’s Names and Ages: 


Name of Spouse/Significant Other: 


Preferred Appointment Day and Time: 


Insurance Carrier: 
Policy #: 


ID #: 
Group #: 

Claim #: 


Adjuster’s Name: 


Adjuster’s Address: 


City: 
State: 
Zip: 



Telephone #: 

Extension: 


Time and Date of Insurance Verification: 


Primary Health Care Provider: 


Provider’s Address: 


City:
State: 
Zip: 


Telephone #: 

Extension: 


Permission to Consult with Primary Provider?  o No     o Yes 
___(please initial if yes)

In Case of Emergency, Please Notify:

Name: 
Telephone #: 



Relationship: 


*Please note that if you are billing insurance companies, your clients will have to

 fill out a claim form (most likely a HCFA‑1500) that duplicates most of this information.

HEALTH FORM

Your answers to the following questions will be kept confidential.  They will be seen only by myself and are requested so that I may provide you with better care. 

Name______________________________________________________ Date___________________________

Address____________________________________________________ Phone(day)______________________

City__________________________________ State_____ Zip________ Phone(eve)______________________

Age___ D.O.B.____/____/____ Sex___  Pregnant?____  E-Mail Address________________________________
Occupation_________________________ What do you do for exercise?__________________________________

For relaxation?___________________________________ Have you received previous massage work?  _______

Reason(s) for coming for massage now: ______________________________________________________________________________

Any specific areas you would like worked on? _________________________________________________________________________

[image: image2.wmf]Confidential Health Intake Form

 

 

Name ___________________________________________    Date of Birth ____________________________

 

Street Address ________________________________   City__________________  State_____  Zip________

 

Work Phone ___________________

____ Home phone_________________Cell Phone/pager______________

 

Emergency Contact _________________________________________________________________________

 

Employer ________________________________   Social Security Number ____________________________

 

Occup

ation _______________________________

 

Referring Physician:______________________________    Primary Care Physician:_____________________

 

Insurance Information:

 

Was Injury a result of an accident?_________  If yes: Job related________  Auto ________  Other_

________

 

Date of Injury or onset: ________________________ Referring Physician_____________________________

 

 Insurance Company Name:___________________________________________________________________

 

                                  Billing Address:______

_____________________________________________________

 

                                  Phone Number:____________________________________________________________

 

                                Contact person/ case manager _________________________________

________________

 

Name of Insured :___________________________________________________________________________

 

               Address:___________________________________________________________________________

 

               Phone:__________________________

__________________________________________________

 

Group/Claim Number: _______________________________________________________________________

 

Attorney (if applicable) Name :________________________________________________________________

 

                 

                     Address:_______________________________________________________________

 

                                      Phone number: _________________________________________________________

 

 

I hereby authorize the release of medical informatio

n necessary to process my insurance claim.  This may include 

intake forms, chart notes, reports, correspondences, billing statements and any other information to my attorneys, 

health care providers and insurance case managers.

 

I am responsible for all char

ges for all services provided.  In the event that the insurance company denies benefits 

or makes a partial payment, I am responsible for any balance due.  This may not apply to insurance companies that 

I am under contract with.

 

I understand the benefits an

d risks of massage and give my consent for massage.  I will consult my practitioner 

with any questions or concerns immediately.  

 

I have stated all medical conditions that I am aware of and will keep my practitioner informed of any changes.

 

I agree to prov

ide 

24 hour

 cancellation notice. If I fail to do so, I agree to pay the 

full

 appointment fee.  (Please 

note that insurance companies 

do not 

pay this, you do.)

 

Signature _______________________________________ Date ____________________________________

 


Any major traumas you have had to your body (e.g. accident, fall, etc.). Please include ALL muscle, bone or joint injuries even if not recent: _______________________________________

_______________________________________

_______________________________________

_________________________________-_____

You may use the chart to indicate areas of discomfort or desired areas to work on.>

Allergies?_______________________________  Drugs(prescription/recreational)? _______________________________________

_______________________________________

Is there anything else I should know? _______________________________________________________________________________

____________________________________________________________________________________________

The following sometimes occur during massage.  They are normal responses to relaxation and/or touch, and need not be embarrassed nor supress them.   Movement or release of intestinal gas - crying - laughing - strong emotions - sighing - groaning - yawning - softening of muscle tissue - cognative or felt memories - stomach gurgling - need to move or change position.  At any time during your session please let me know if there is anything I can do to help you feel more comfortable.

I understand that the services provided are not a replacement for medical or psychological care and that any information provided is not prescriptive or diagnostic in nature and is for educational purposes only.  I also give my permission for the CMT(s) with whom I work to discuss information pertinent to my condition(s) and treatment, with my other health care providers.

Client's Signature_________________________________________________                  Date ____/____/____
Client Health Information Sheet
Name: 

Date: 


Who referred you to this office? Name: 



o Yellow Pages
o Advertisement
o Sign
o Other: 


Present symptoms: What is your major complaint or condition you want to improve? 


When did you first notice major complaints? 


What brought it on? 


What activities aggravate the condition? 


Is this condition getting progressively worse?     o Yes     o No     


Please Explain: 


Does this condition interfere with work? o Y o N    Sleep? o Y o N    Daily Routine? o Y o N 


Please Explain: 


What have you done to get relief? 


Has there been a medical diagnosis?     o Yes     o No     


If so, by whom? 



Please Explain: 



Have you had X‑rays taken?     o Yes     o No


If yes, by whom? 


What are your intentions or expectations for this visit? 


Are you now under medical/therapeutic treatment?     o Yes     o No 


If yes, for what condition? 


Please list your care provider’s name and phone number: 


List any medications (including aspirin) and nutritional supplements you are taking: 


Describe the exercise activities you do (include frequency): 


List other therapies you receive: 


Please list (date and description) any accidents or operations: 


Please list any additional comments regarding your health and well‑being: 


Health History
Check the following conditions that apply to you, past and present. Please add your comments to clarify the condition.

	Musculo‑Skeletal

o Headaches

o Joint stiffness/swelling

o Spasms/cramps

o Broken/fractured bones

o Strains/sprains

o Back, hip pain

o Shoulder, neck, arm, hand pain

o Leg, foot pain

o Chest, ribs, abdominal pain

o Problems walking

o Jaw pain/TMJ

o Tendonitis

o Bursitis

o Arthritis

o Osteoporosis

o Scoliosis

o Bone or joint disease

o Other: ___________________

Circulatory and Respiratory

o Dizziness

o Shortness of breath

o Fainting

o Cold feet or hands

o Cold sweats

o Swollen ankles

o Pressure sores

o Varicose veins

o Blood clots

o Stroke

o Heart condition

o Allergies

o Sinus problems

o Asthma

o High blood pressure

o Low blood pressure

o Lymphedema

o Other: ___________________


	Skin

o Rashes

o Allergies

o Athlete’s Foot

o Warts

o Moles

o Acne

o Cosmetic surgery

o Other: ___________________

Digestive

o Nervous stomach

o Indigestion

o Constipation

o Intestinal gas/bloating

o Diarrhea

o Diverticulitis

o Irritable bowel syndrome

o Crohn’s Disease

o Colitis

o Adaptive aids

o Other: ___________________

Nervous System

o Numbness/tingling

o Twitching of face

o Fatigue

o Chronic pain

o Sleep disorders

o Ulcers

o Paralysis

o Herpes/shingles

o Cerebral Palsy

o Epilepsy

o Chronic Fatigue Syndrome

o Multiple Sclerosis

o Muscular Dystrophy

o Parkinson’s disease

o Spinal cord injury

o Other: ___________________


	Reproductive System

o Pregnancy:

    o Current        o Previous

o PMS

o Menopause

o Pelvic Inflammatory Disease

o Endometriosis

o Hysterectomy

o Fertility concerns

o Prostrate problems

Other

o Loss of appetite

o Forgetfulness

o Confusion

o Depression

o Difficulty concentrating

o Drug use _________________

o Alcohol use ______________

o Nicotine use ______________

o Caffeine use ______________

o Hearing impaired

o Visually impaired

o Burning upon urination

o Bladder infection

o Eating disorder

o Diabetes

o Fibromyalgia

o Post/Polio Syndrome

o Cancer

o Infectious disease (please list)

   __________________________

o Other congential or acquired        disabilities (please list) _______

  __________________________

o Surgeries ________________

o Other: ___________________

For clients who need mobility assistance, please give your 

height: _______ weight: _______


Please list any additional comments regarding your health and well‑being: 


I have stated all conditions that I am aware of and this information is true and accurate. I will inform the health care provider of any changes in my status. 

Client’s Signature: 
Date:______

Client Treatment Plan

Date: 


Client: 


Assessment: 


Goals: 


Client Preferences: 


Treatment Plan: 


Notes: 


Client Session Notes

Date: 


Client: 


Current Session Number: 

Date of First Session: 


Observations: 


Goals for Current Session: 


Description of Specific Techniques Used: 


Were the Goals Achieved? 


Goals and Notes for Further Sessions: 


Other Recommendations to Client: 


Comments: 


Seated Massage Client Intake Form

Practitioner’s Name:

Date:


Location:


Client Name:


Address:


City:

State:

Province:


Country:

Zip/Postal Code:


Telephone:

Fax:

Email:


Are you currently experiencing any of the following? If yes, please explain.


stress

o No:
o Yes: ____________
pain



o No:
o Yes: ____________


numbness
o No:
o Yes: ____________
swelling
o No:
o Yes: ____________


allergies
o No:
o Yes: ____________
swelling
o No:
o Yes: ____________


other
____________________________________________

List all illnesses, injuries, and health concerns that you are currently experiencing.

(e.g., arthritis, diabetes, high blood pressure, pregnancy, recent car accident):


List all illnesses, injuries, and health concerns you have now or have had in the past 3 years:


List medications and pain relievers you take:


I have provided all my known medical information. The general benefits of massage, possible massage contraindications, and the treatment procedure have been explained to me. I acknowledge that massage is not a substitute for medical diagnosis and treatment. I give my consent to receive treatment.

Signature

Date:


New Client Checklist
Initial Call
Date: 


Staff Member Taking the Call: 


Client Name:

Account Number: 


Address: 


Phone Numbers: (Home)

(Work) 


Who Referred the Client: 


Reason for the Appointment: 


Insurance Information (if applicable): 


Client Informed of Major Policies:     o Yes     o No

Determine if Client Has Special Needs: 


Prior to Appointment
Date:
Staff Initials
Welcome Packet mailed:





Insurance Verified:





Confirmation Call Placed:





Previous Records Received:





First Appointment
Intake Forms Completed:





Financial Arrangements Settled:





Client Check‑Out
Fee Received:





Samples and Educational Material Dispensed:





Prescriptions Written:





Products Sold:





Next Appointment Scheduled:





Follow‑Up
Client Check‑in Call:





Referral Letter Sent:





Progress Notes Sent: 





Insurance Pre‑Approval Form

Entry Date: 


Patient’s Name: 

Phone: 


Social Security No.:

Date of Birth: 


Employer: 

Phone: 


Referring Physician: 

Phone: 


Date of Injury: 


Insured’s Name: 

Phone: 


Social Security No.: 

Date of Birth: 


Insurance Company: 

Phone: 


Street Address: 


City: 

State: 
Zip: 


Policy #: 

Plan #: 


Claim #: 

Member #: 


Group #: 

I.D. #: 


Type of Insurance:       o Group       o PIP/Auto       o Workers’ Compensation

Effective Date of Policy: 


Is There A Deductible?        o Yes          o No            
Amount: 


Is The Deductible Met?        o Yes          o No        

Amount Remaining: 


Co‑Pay Amount: 

Maximum # of Visits: 


Maximum Dollar Amount: 


Percentage Policy Pays for the Following Services:

Office Visit _____ Acupuncture _____ Massage _____ Physiotherapy _____ Counseling _____ 
Chiropractic _____ 

Supports _____ X‑Rays _____ Physical Therapy _____ Vitamins _____ 

Adjuster’s Full Name: 

Phone #:

Extension #: 


Time and Date of Call: 


Approved For: 


Send:
o Notes: ________________o Rx: ________________ o Interim Report: 


o Initial Report: __________________o Progress Report: ____________________

Patient Insurance Intake

Status:
Single __
Married __
Other __
Employed __
Full Time Student __
Part Time Student __

Condition related to:

a. Employment (Y) __ (N) __





b. Auto accident (Y) __ (N) __





c. Other accident (Y) __ (N) __
Insured’s I.D. # ___________________________

Insured’s Name:
Last ________________________ First _____________ M.I. __


Address ______________________ City __________ State ___ Zip _________

Insured’s Policy or Group Number _________________________________________

Employer’s Name ___________________ Insurance Plan Name _________________

Is there another health benefit plan? (Y) __ (N) __


If “yes” please continue.


Other Insured’s Name: Last __________________ First ___________ M.I. __


Other Policy or Group # ________________________ D.O.B. __/__/__  Sex __


Employer Name _________________ Insurance Plan Name _______________
Signature: ________________________________________________  Date:________
Financial Agreement

Please read this agreement carefully.

We will be happy to answer any questions you may have.

I, ______________________________ (client), understand that my insurance is an agreement between the insurance company and myself.

I understand that ______________________________ (health care provider), will assist me in billing my insurance carrier. However, I am fully responsible for any payments due that are denied by my insurance company.

I assign payments to be made on my behalf to this provider for any services furnished to me. I authorize any holder of information about me to release such information needed to determine these benefits or to assist in the collection of payment for services.

If the bills for services are not paid within sixty (60) days by my insurance carrier, I am responsible for the balance on the sixty‑first (61st) day.

In the event my insurance company does not pay in full for services provided, I hereby authorize the health care provider to charge all past due payments to my credit card listed below.

In the event fees are not paid as requested, a collection agency and possibly legal action may follow. If so, I ______________________________ (client), will be responsible for all reasonable costs associated with the collection of such fees, including attorney and court costs.

I have read and understand this financial agreement.

Signature:

Date: 


Credit Card Number: 

Expiration Date: 


Name of Cardholder as it Appears on Credit Card: 


Massage Therapy Informed Consent
I ______________________________, (client) understand that massage therapy provided by, _______________________________, (massage therapist) is intended to enhance relaxation, reduce pain caused by muscle tension, increase range of motion, improve circulation and offer a positive experience of touch. Any other intended purposes for massage therapy are specified below:

The general benefits of massage, possible massage contraindications and the treatment procedure have been explained to me. I understand that massage therapy is not a substitute for medical treatment or medications, and that it is recommended that I concurrently work with my Primary Caregiver for any condition I may have. I am aware that the massage therapist does not diagnose illness or disease, does not prescribe medications, and that spinal manipulations are not part of massage therapy.

I have informed the massage therapist of all my known physical conditions, medical conditions and medications, and I will keep the massage therapist updated on any changes.

I have received a copy of the therapist’s policies, I understand them and agree to abide by them.

Client Signature 

Date



Patient Information Authorization / Release

Please initial each that apply and then sign and date at the bottom.

____
I authorize the above therapist to release all relevant information from my therapeutic massage sessions to my physician or other healthcare provider(s) as requested.  Further I give consent to allow the above named therapist to consult with and/or receive similar information from my other healthcare provider(s) in order to facilitate my treatment(s).

____
I authorize the release of any medical or other information necessary to process this claim.

____
I authorize payment of medical benefits directly to the therapist.

I agree to be responsible for any balance left after insurance payments for any services declined by my insurance company.

Signature: ________________________________________________  Date:________

 Medical Records Release Form

Client Name:


Address:


City:

State:

Province:


Country:

Zip/Postal Code:


Telephone:

Fax:

Email:


Date of Birth:

Social Security Number:


I authorize the release of my medical records or other health care information, including intake forms, chart notes, reports, correspondence, billing statements, and other written information concerning my health and treatment during the period of __________ to __________ ; to be sent to the following person or company. 

Company:


Address:


City:

State:

Province:


Country:

Zip/Postal Code:


Telephone:

Fax:

Email:


Client Signature:

Date:



This authorization is valid until: ___________ Date

Physicians Referral for Massage Therapy

	From:____________________________________ 
Patient Name:______________________________  
Address:_________________________________ 
________________________________________ 
Insurance Company:________________________ 
Policy Number:____________________________ 
Claim Numer:_____________________________ 
Billing Address:___________________________ 
________________________________________ 
Date of Injury:____________________________ 
Diagnosis:_______________________________ 
________________________________________ 
ICD- 9 code (s):___________________________ 
________________________________________
	Condition is related to ___MVA___work injury 
___Other injury ___Stress ___other medical condition 

Number of sessions to be done: (frequency and duration)________________________________ 
Send progress report: 
____ every week 
____every two weeks 
____at the completion of prescribed treatments 
____other______________________________ 

Special directions/Comments:___________________ 
___________________________________________ 
___________________________________________ 
___________________________________________


Areas to be worked on: (circle all that apply, add comments) 

Cranial: Temporalis, Masseter, Frontalis___________________________________________________________ 
____________________________________________________________________________________________
Cervical: E.S, Levator, Scalenes, SCM, Spenius Cervicus/Capitis, Trapezius, Sub-occipitals_____________________________________________________________________________________ 
____________________________________________________________________________________________
Thoracic: E.S, Rhomboid, Serratus Anterior, Trapezius, Serratus posterior superior__________________________ 
____________________________________________________________________________________________
Shoulder: Infraspinatus, Supraspinatus, Subscapularis, Teres , Deltoid, PecMj, PecMn_______________________ 
____________________________________________________________________________________________
Lumbar: E.S, Quadratus, Iliacus, Psoas____________________________________________________________ 
Sacral: Gluteus Max, Min, Med, Rotators, IT Band, Quads, Hamstrings, TFL______________________________ 
____________________________________________________________________________________________
Other:_______________________________________________________________________________________ 
____________________________________________________________________________________________
Hydrotherapy: None, Heat, Cold Location:______________________________ 

Physicians Signature____________________________________________________Date:______________ 

Physicians Name printed:________________________________________________________________________ 
Address______________________________________________________________________________________ 
Phone_______________________________________________________________________________________
Patient Insurance Intake

Status:
Single __
Married __
Other __
Employed __
Full Time Student __
Part Time Student __

Condition related to:

a. Employment (Y) __ (N) __





b. Auto accident (Y) __ (N) __





c. Other accident (Y) __ (N) __
Insured’s I.D. # ___________________________

Insured’s Name:
Last ________________________ First _____________ M.I. __


Address ______________________ City __________ State ___ Zip _________

Insured’s Policy or Group Number _________________________________________

Employer’s Name ___________________ Insurance Plan Name _________________

Is there another health benefit plan? (Y) __ (N) __


If “yes” please continue.


Other Insured’s Name: Last __________________ First ___________ M.I. __


Other Policy or Group # ________________________ D.O.B. __/__/__  Sex __


Employer Name _________________ Insurance Plan Name _______________
Signature: ________________________________________________  Date:________
	Massage Questionnaire 

	
Name : ______________________________________________________________________________________________________

	Address : ____________________________________________________________________________________________________

	City : ___________________

State : _________________

Zip :_____________________


	Email : ___________________________________________________________________

	Phone(home):____________

Phone(work):_____________
Phone(mobile):____________


	Occupation:______________________________                                                          Birth Date :_______________________

	Have you had a professional massage before, and if so, approximately how many times?______________________________________

	Do you have any physical problems with your body (injuries or otherwise) or any areas of acute pain or inflammations / disesase (incl. varicose veins / arthritis / joint swelling, osteoporosis, ) that I should be conscious of or avoid before giving you the massage?


__________________________________________________________________________

	Are you taking any prescription medications for problems such as Diabetes, Heart problems, high blood pressure, epilepsy or seizures, etc.


__________________________________________________________________________

	Have you been in an accident or broken any bones in the last 2 years?
__________________________________________________________________________

	Are there any areas that I should avoid when giving you a massage, either for medical reasons, or because you bruise easily, or for personal reasons (i.e. the gluteus maximus - butt)?
__________________________________________________________________________

	Are there any areas of your body that you would like me to focus more time on during the massage (face, scalp, neck, shoulders, upper back, lower back, arms, hands, gluteals, legs, feet…).
_________________________________________________________________________

	Pressure:

	Soft / Light touch :  
_____________________
	Med / Firm touch : 
______________________
	Hard / Deep touch : 
_____________________

	Where did you see my ad?
_________________________________________________________________________

	
End of Massage

	What part of the massage did you find particularly therapeutic or stress relieving (enjoy the most)?
_______________________________________________________________________

	What part of the massage did you enjoy the least or were there any techniques expected or desired  that you did not receive?


____________________________________________________________________
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Instructions
Print this form. Fi out al applicable informaton and call
Margaret Longo at (480)460-9250 fo schedule an appoiniment

Name. Birth Date,
Address. Home Ph
CityIST/Zip. Work Ph,
Occupation, Referred By
Have you received Massage Therapy or Bodywork before?. How often?.
What Kinds?

Why do you want massage/bodywork 1oday?.
Please Check off any of the following which apply to you now or in the past:

pregnant __shouder pain __bursitis cancer constipation skin infection/disorder
diabetes __varicose veins__allergies _dianthea ___sever depression _circulatory problems
sinusitis __edema chest pain __blood clots__hemiated disc shortness of breath
PMS neck pain dizziness __arthritis heart condition Jowhighblood pressure
fatigue ringing in ears __insomnia __sciatica headaches stomach disorders
™) fainting spells __hepatis __back pain __loss of balance  __contagious cond.HIV

Please list and explain other conditions/symptoms you are or have experienced.

Have you had any operations or traumatic incidents?.

Have you been under a doclors care within the last 12 months? If 5o, for what reason”.

Wedications and purpose.

Do have permission to contact your Doctor? __yes __no
Doctor's Name_

DO YOU:__stretch__drink water__use nicofine products
__exercise consume._ alcohol__caffeine__sugar
Please indicate areas where you are feeling or frequently
have felt discomfort on the pictures to the right

1 have completed this health form to the best of my knowledge
and will inform my massage therapist of any changes that occur.
Ido understand that Massage Therapy and Bodywork services
are a therapeutic heatth aid and are non-sexual. They do not
take the piace of a physician's care when indicated.

I agree to give 12 hours notice by phone, for a scheduled
appointment | wil not be abe to keep, urless | have an actual
emergency. | am aware a missed appointment fee may apply if |
do ot give 12 hours notice.

I:am responsible for payment of any massage/bodywork services.
I receive, unless a prior amangement's been made.

SIGNATURE. TODAY'S DATE,





Progress Report

To: _____________________________ 
Progress Report as of :___/___/____ 
Regarding:_______________________ 
Number of treatments:______________ 
Current Rx expires:________________ 
Overall Patient Progress is: ___Poor ___Marginal ___Good ___Excellent 
Subjective and Objective Observations 

	 
	Left
	Right
	No current problem
	Improving
	Not  

Improving
	Increased  

Symptoms

	Neck
	 
	 
	 
	 
	 
	 

	Shoulder
	 
	 
	 
	 
	 
	 

	Arm
	 
	 
	 
	 
	 
	 

	Upper Back
	 
	 
	 
	 
	 
	 

	Mid- Back
	 
	 
	 
	 
	 
	 

	Low Back
	 
	 
	 
	 
	 
	 

	Pelvis
	 
	 
	 
	 
	 
	 

	Hips
	 
	 
	 
	 
	 
	 

	Legs
	 
	 
	 
	 
	 
	 



  

Patient rates their stress level as: ___Low ___Moderate ___ High 

Treatment Plan___________________________________________________________________ 
_______________________________________________________________________________ 
Other Concerns/Comments:____________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Thank you for your referral. 

Please contact me with any questions.
High Priority Activities

High priority activities are the “20 percent” ones that produce 80 percent of your results. Before you can begin to increase the time spent in those important activities, you must identify them. 

Think about the various activities involved in your business. List at least ten of the most important things you do in the center column on the form below. Then in the left hand column rate them in the order you think is most important to your success. In the right hand column rate them in the order of how much time you spend in each activity. 


Importance
Activity
Time Spent
The more you focus on your high priority activities, the more productive you will be. You may also discover some conflicts. If this happens, refer to your purpose, priorities and goals. They usually will provide direction. Sometimes you have to make difficult decisions and then either delegate the other activities, simplify them or eliminate them. It’s also recommended that you show your list to a colleague. It’s possible that you overlooked something or you may need to switch some of your priorities—and it’s usually easier for someone else to be objective.

Daily Plan

Day/Date:


Purpose:


Priorities:


Goals:


Thought for the day:


What supplies/information do I need?


To Do List

Imperative:
 Important:


Desirable:
What did I accomplish today?


Time Tracking Sheet
	
	Mon
	Tue
	Wed
	Thu
	Fri
	Sat
	Sun
	Goal
	Actual

	Health/Exercise
	
	
	
	
	
	
	
	
	

	Play
	
	
	
	
	
	
	
	
	

	Reading
	
	
	
	
	
	
	
	
	

	Planning
	
	
	
	
	
	
	
	
	

	Phone
	
	
	
	
	
	
	
	
	

	Appointments
	
	
	
	
	
	
	
	
	

	Driving
	
	
	
	
	
	
	
	
	

	Promo/Networking
	
	
	
	
	
	
	
	
	

	Seminars
	
	
	
	
	
	
	
	
	

	Bookkeeping
	
	
	
	
	
	
	
	
	

	Proposals
	
	
	
	
	
	
	
	
	

	Client Files
	
	
	
	
	
	
	
	
	

	Repair/Maintenance
	
	
	
	
	
	
	
	
	

	Letters
	
	
	
	
	
	
	
	
	

	Follow‑up
	
	
	
	
	
	
	
	
	

	Operations
	
	
	
	
	
	
	
	
	

	Meetings
	
	
	
	
	
	
	
	
	

	Volunteer
	
	
	
	
	
	
	
	
	

	Miscellaneous
	
	
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	
	
	


Strategic Planning
Today’s Date: 

Target Date: 

Date Achieved: 


Purpose: 


Priority: 


Situation Description: 


Objective: 


o Capitalize on this strength 
o Change this condition 
o Other: 


Goal: 


Benefits of Achieving This Goal: 


Possible Courses of Action: 


1. 


2.  


3.  


4.  


Best Course of Action: 


Contact/Referral Records
Name: 


Company: 


Title: 


Address: 


Phone: (work) 

(home) 


Referred by: 


Follow‑up: 


Notes: 


	Date
	Time
	Action/Outcome

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Business Mileage Sheet
	Date
	Beginning

Mileage
	Ending

Mileage
	Total

Mileage
	Destination
	Purpose

	_______
	____________
	____________
	__________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________
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Massage Therapy Employment Agreement
This agreement, dated ___________, is by and between _____________ (“Employer”), with principal  offices located at____________________ and ___________ (“Employee”):

Services, Equipment, and Supplies to Be Provided by Employee

Employee agrees to provide massage therapy services within the scope of licensure. Employee is responsible for maintaining appropriate certification and licensure (including all costs thereof unless otherwise agreed). Employee agrees to dress in a style consistent with the Employer’s image, including uniforms. Employee shall maintain client records in the manner prescribed by employer, and these records remain the property of the Employer.

When Employee isn’t engaged in treatments, Employee shall assist with other office duties as directed, including but not limited to:


a. Assisting other practitioners with clients.


b. Performing clerical duties.


c. Cleaning and organizing the clinic.

Services, Equipment, and Supplies to Be Provided by Employer
Employer shall provide the following: a safe, clean environment; a room furnished with a hydraulic table, chair, stool, settee, hydrotherapy equipment and storage area; receptionist services; appointment scheduling; insurance billing; marketing; and all necessary supplies and materials used in the performance of services (e.g., oils, lotions, linens and music).

Other Provisions

a. Employee has the right to perform services for others during the term of this Agreement, however such services are not to be performed on Employer’s premises.


b. Employee shall not solicit or provide services to Employer’s clients for private practice while employed or for six months after termination of employment, except as noted in “c.”


c. Upon termination of employment Employer and Employee shall discuss which clients, under what conditions, and with what compensation Employee may obtain client records and maintain continuity of service.


d. All Employee’s marketing materials which include any information about Employer must be approved in advance.

Fees, Terms of Payment, and Fringe Benefits
Employee shall be compensated at the base rate of $____ per hour, with an additional $____ per half-hour massage and $_____ per hour-massage, not to exceed 30 hours per week. Employee shall be paid bimonthly. Employee shall receive payment on all services performed regardless of the collection time. Employee may participate in any of the following: health insurance, vacation time and employee pension plan (see policy manual for details and eligibility requirements).

Local, State, and Federal Taxes
Employer is responsible for paying all required local, state and federal withholding, social security and Medicare taxes.

Workers’ Compensation and Unemployment Insurance
Employer will provide Workers’ Compensation and Unemployment Insurance.

Insurance
During the term of this agreement, Employee shall maintain a malpractice insurance policy of at least $2,000,000 aggregate annual and $1,000,000 per incidence. Employer shall maintain insurance coverage for liability, fire and theft.

Term of Agreement
Either party may terminate this agreement, given reasonable cause, as provided below, or by giving 30 days written notice to the other party of the intention to terminate this Agreement:


a. Material violation of the provisions of this Agreement.


b. Any action by either party exposing the other to liability for property damage or personal



injury.


c. Violation of ethical standards as defined by local, state and/or national associations and governing bodies.


d. Loss of licensure for services provided.


e. Employee fails to maintain the standard of service deemed appropriate by Employer.


f. Employee engages in any pattern or course of conduct on a continuing basis which adversely affects Employee’s or Employer’s ability to perform services.

This document constitutes the entire agreement between Employee and Employer and supersedes any and all prior written or verbal agreements. Amendments to this agreement must be in writing and signed by both parties. Should any part of this agreement be deemed unenforceable, the remainder of the agreement continues in effect. This agreement is governed by the laws of __________. All unresolved disputes shall be settled by arbitration or mediation.

Signatures
Employee:

Date:


Employee:

Date:


Witness: 

Date: 


Massage Therapy Independent Contractor Agreement

This agreement, dated ___________, is by and between _____________, with principal offices located at____________________ and ___________ (“Contractor”):
Status as Independent Contractor
Contractor is an independent contractor and not an employee of the Clinic. As an independent contractor, Clinic and Contractor agree to the following:


a. Contractor has control of the means, manner and method by which services are provided.


b. Contractor furnishes all necessary supplies and materials used in the performance of services



(e.g., oils, lotions, linens and music).


c. Contractor has the right to perform services for others during the term of this Agreement. Contractor shall not solicit or provide services to Clinic’s clients for private practice during the term of this Agreement or for one year after termination. Upon termination of Agreement, Contractor and Clinic shall discuss which clients, under what conditions and with what compensation Contractor may maintain continuity of service. All client records shall remain the property of the Clinic unless otherwise agreed.


d. Contractor shall indemnify and hold Clinic harmless from any loss or liability arising from services provided under this agreement.


e. Contractor is responsible for maintaining appropriate certification and licensure (including all costs thereof).

Services to Be Provided by Contractor

Contractor agrees to provide massage therapy services within the scope of licensure. Contractor agrees to dress in a style consistent with the Clinic’s image and provide services in accordance with the Clinic’s philosophy. Contractor shall maintain client records in a mutually agreed manner.

Services to Be Provided by Clinic
Clinic shall provide the following: a safe, clean environment; a room furnished with a hydraulic table, chair, stool, settee, hydrotherapy equipment and storage area; receptionist services; appointment scheduling according to Contractor’s stipulated hours; insurance billing; and marketing.

Other Provisions
All Contractor’s marketing materials which include any information about Clinic must be approved in advance.

Fees, Terms of Payment and Fringe Benefits
Contractor shall set the amount of fees for services provided to clients. Clinic shall retain 30 percent of all fees collected on behalf of contractor to cover operating expenses, room rental, equipment usage and marketing (see Other Provisions). In cases of deferred client payment, Clinic shall reimburse Contractor within 30 days of receipt. Contractor acknowledges that Contractor isn’t eligible to receive any employee benefits.

Leads
Any “lead” or request for service that Contractor receives while working as a representative of Clinic, shall be considered the property of the Clinic and the information is to be given to the Clinic manager within 24 hours of receiving the request for service. If the request is for a service that the Clinic does not provide, the referral will be given back to the Contractor to pursue under Contractor’s own business name.

Local, State and Federal Taxes
Contractor is responsible for paying and filing all applicable local, state and federal withholding, social security and Medicare taxes.

Workers’ Compensation and Unemployment Insurance
Clinic isn’t responsible for payment of Workers’ Compensation and Unemployment Insurance. If Clinic is a corporation, Contractor must provide Clinic with a certificate of Workers’ Compensation Insurance prior to performing services.

Insurance
During the term of this agreement, Contractor shall maintain a malpractice insurance policy of at least $2,000,000 aggregate annual and $1,000,000 per incidence.

No Partnership
This agreement does not create a partnership reationship. Contractor does not have the authority to enter into contracts on Clinic’s behalf.

Resolving Disputes
If a dispute or claim arises out of or relating to this Agreement or breach thereof shall be settled promptly by mediation provided, however, that the mediator shall have no authority to add to, modify, change or disregard any lawful terms of this agreement. Any costs and fees of mediation shall be shared equally by the parties. If both parties are unable to arrive at a mutually satisfactory solution through mediation, the parties agree to submit the dispute/claim to a mutually agreed upon arbitrator. The decision of the arbitrator shall be final and binding, and judgment on the arbitration award may be entered in any court having jurisdiction over the subject matter of the controversy. Costs of arbitration will be allocated by the arbitrator.

Term of Agreement
Either party may terminate this agreement, given reasonable cause, as provided below, or by giving 30 days written notice to the other party of the intention to terminate this Agreement:


a. Material violation of the provisions of this Agreement.


b. Any action by either party exposing the other to liability for property damage or personal



injury.


c. Violation of ethical standards as defined by local, state and/or national associations and governing bodies.


d. Loss of licensure for services provided.


e. Contractor engages in any pattern or course of conduct on a continuing basis which adversely affects Contractor’s ability to perform services.


f. Contractor engages in any pattern or course of conduct on a continuing basis which adversely affects Clinic’s or Clinic’s associates’ ability to perform services.

This constitutes the entire agreement between Contractor and Clinic and supersedes any and all prior written or verbal agreements. Should any part of this agreement be deemed unenforceable, the remainder of the agreement continues in effect. This agreement is governed by the laws of _____________.

Contractor and Clinic representative certify and acknowledge that they have carefully read all of the provisions of this Agreement, understand and agree to fully and faithfully comply with such provisions.

Contractor (Print Name)

Contractor (Signature)
Date

Clinic Representative (Print Name)

Clinic Representative (Signature)
Date

Business Plan Checklist
Cover Page
o Title

o Name

o Address

o Telephone and fax numbers

o Web site URL and e-mail address

Table of Contents
o One-page listing of the major sections and documents in the business plan

Owner’s Statement
o One-page description of the business and the owner 

o Business name, address, phone numbers, fax number, web site URL, and e-mail address

o Your name, home address, home phone number

o Summary of your business experience and philosophy

o Brief business description: year the business was established; current financial status

Executive Summary

o Business plan highlights

Purpose, Priorities and Goals

o Overall career purpose and at least six priorities

o Long range (3‑5 year) purpose, at least six priorities and at least two goals per priority

o Short term (1‑2 year) purpose, at least six priorities and at least three goals per priority.

Business Description

o Brief history of your company and your basic purpose/mission statement

o Services you offer and products you sell

o Special product used

o Equipment

o Physical location

o Unique features that distinguish your practice from others 

o If you sell products, include a product register with the suppliers’ names, define your position


in the chain of distribution and specify the types of clients who purchase product.

Marketing
o Image

o Target market profiles (at least 3)

o Differential advantage statement

o Competition analysis—including steps you’ll take to meet any challenges.

o Marketing goals for all four areas, include a timeline, budget and rationale for each strategy

o If you sell products include a description and cost for the following: inside displays; additional


sales staff (include training); equipment; and special promotions, discounts and sales.

o Annual marketing budget and calculate the actual cost per potential client

o Summary of how your marketing strategies will enable you to succeed

Financial Analysis
o Income potential

o Projections and trends for your specific profession (nationally and locally)

o Average income and number of clients for practitioners in your specific field (both nationally


and locally) for the first 6 months of practice, the first year, the second year, and the third year

o Fees: including introductory offers, pre-paid package discounts, professional courtesy discounts


and sliding fee scales

o Amenities to be absorbed in pricing

o Your competition’s effect on pricing

o Equipment, supplies and inventory needed for next 12 months and acquisition plan

o Current financial status

o Financial Sheets: Opening Balance; Start-up Costs Worksheet; Business Income and Expense


Forecast; Monthly Business Expenses Worksheet; Monthly Personal Budget Worksheet; Cash


Flow Forecast

o Money needed to open business and the annual operations budget for each of the next 3-5 years

o Break‑even analysis

o Potential funding sources and note how any loans are to be secured

Operations

o Your management qualifications

o Assessment of your strengths and challenges.

o Specify the legal form of ownership

o Requisite licenses, permits and insurance coverage

o Brief overview of your company policies and procedures

o Safety precautions, security needs, and a plan to reduce these types of risks

o Accounting and control summary

o Group practice: describe the various functions, the person(s) responsible, and level of authority. 

o Staff: list the various functions, estimated number of people needed for each function, describe


the training required, and state your compensation plan

Risk Assessment

o Effects your competition has on all phases of your business

o Possible external events that might hamper your success

o Potential internal problems

o Contingency plan to counteract the most significant risks

Success Strategies
o Goals for developing your success strategies

o Methods for implementing your business plan and having a prosperous practice

Appendix
o Personal net worth statement

o Copies of last two year’s income statements and balance sheets

o List of client commitments

o Copies of business legal agreements

o Credit status reports

o News articles about you or your business

o Photographs of your location

o Copies of promotional material

o Letters of recommendation from your clients

o Key employee resumés

o Personal references

Supplement (for business plans used for securing loans)
Executive Summary

o State the type of business loan(s) you’re seeking (e.g., term loan, line of credit or mortgage)

o Summarize the proposed use of the funds

o Calculate the projected return on investment

o Write a persuasive statement of why the venture is a good risk

Financial Analysis

o Describe the loan requirements: the amount needed, the terms and the date by which it’s required.

o State the purpose of the loan, detailing the facets of the business to be financed

o Provide a statement of the owner’s equity

o List outstanding debts. Include the balance due, repayment terms, purpose of the loan and status

o Document your current operating line of credit—the amount and security held

References

o List all pertinent information regarding your current lending institution: branch, address, types


of accounts and contact person(s)

o List the names, addresses and phone numbers of your attorney, accountant and business


consultant

Bank Reconciliation Form

Balance    month / day / year

______________

Plus Receipts

______________

Less Disbursements

______________

Balance    month / day / year

______________

Balance Statement    month / day / year

______________

Deposits In Transit
______________


______________


______________


______________

Plus Total Deposits In Transit

______________
Outstanding Checks
______________


______________


______________


______________


______________


______________


______________


______________


______________


______________


______________


______________


______________

Less Total Outstanding Checks

______________
Bank Balance    month / day / year

______________

Opening Balance Sheet
Date: _________________

— ASSETS —

Current Assets

Cash and bank accounts

$ _____________

Accounts receivable

$ _____________


Inventory

$ _____________


Other current assets

$ _____________



TOTAL CURRENT ASSETS
(A)
$ _____________


Fixed Assets

Property owned

$ _____________


Furniture and equipment

$ _____________


Business automobile

$ _____________


Leasehold improvements

$ _____________


Other fixed assets

$ _____________



TOTAL FIXED ASSETS
(B)
$ _____________



TOTAL ASSETS
(A+B=X)
$ _____________


—  LIABILITIES —

Current Liabilities (due within next 12 months)

Bank loans

$ _____________


Other loans

$ _____________


Accounts payable

$ _____________


Other current liabilities

$ _____________



TOTAL CURRENT LIABILITIES
(C)
$ _____________

Long‑term Liabilities

Mortgages

$ _____________


Long‑term loans

$ _____________


Other long‑term liabilities

$ _____________



TOTAL LONG‑TERM LIABILITIES
(D)
$ _____________


TOTAL LIABILITIES
(C + D = Y)
$ _____________


NET WORTH 
(X ‑ Y = Z)
$ _____________


TOTAL NET WORTH AND LIABILITIES
(Y + Z)
$ _____________
Start‑Up Costs Worksheet
Item
Estimated Expense 

Open Checking Account
$ _____________

Telephone Installation
$ _____________

Equipment
$ _____________

Office (e.g, first & last month’s rent, security deposit)
$ _____________

Supplies (e.g, linens, books, folders, pens, stamps)
$ _____________

Stationery & Business Cards
$ _____________

Marketing
$ _____________

Decorating & Remodeling
$ _____________

Furniture & Fixtures
$ _____________

Legal & Professional Fees
$ _____________

Insurance (e.g., property, auto, liability, malpractice)
$ _____________

Utility Deposits
$ _____________

Beginning Inventory
$ _____________

Installation of Fixtures & Equipment
$ _____________

Licenses & Permits
$ _____________

Professional Society Membership
$ _____________

Other
$ _____________

                                TOTAL 
$ _____________
Business Income and Expense Forecast

One Year Estimate Ending    month  /  day  /  year
— PROJECTED NUMBER OF CLIENTS —
For Your Services

_____________

For Your Products

_____________

TOTAL NUMBER OF CLIENTS

_____________
 

— PROJECTED INCOME —
Sessions

$______________

Product Sales

$______________

Other

$______________

TOTAL INCOME
(A)
$______________
— PROJECTED EXPENSES  —
Start‑up Costs

$______________

Monthly Expenses (x 12)

$______________

Annual Expenses

$______________

TOTAL EXPENSES
(B)
$______________
TOTAL OPERATING PROFIT (OR LOSS)
(A ‑ B)
$______________
CAPITAL REQUIRED FOR THE NEXT 12 MONTHS

$______________

Monthly Business Expense Worksheet

 Expense
Estimated Monthly Cost

x 12
Rent
$ _____________________
$ _____________

Utilities
$ _____________________
$ _____________

Telephone
$ _____________________
$ _____________

Bank Fees
$ _____________________
$ _____________

Supplies
$ _____________________
$ _____________

Stationery and Business Cards
$ _____________________
$ _____________

Insurance
$ _____________________
$ _____________

Networking Club and Professional Society Dues
$ _____________________
$ _____________

Education (e.g., seminars, books, professional journals)
$ _____________________
$ _____________

Business Car (e.g., payments, gas, repairs, insurance)
$ _____________________
$ _____________

Marketing
$ _____________________
$ _____________

Postage
$ _____________________
$ _____________

Entertainment
$ _____________________
$ _____________

Repair, Cleaning, Maintenance and Laundry
$ _____________________
$ _____________

Travel
$ _____________________
$ _____________

Business Loan Payments
$ _____________________
$ _____________

Licenses and Permits
$ _____________________
$ _____________

Salary/Draw*
$ _____________________
$ _____________

Staff Salaries/Payroll Expenses
$ _____________________
$ _____________

Taxes
$ _____________________
$ _____________

Professional Fees
$ _____________________
$ _____________

Decorations
$ _____________________
$ _____________

Furniture and Fixtures
$ _____________________
$ _____________

Equipment
$ _____________________
$ _____________

Inventory
$ _____________________
$ _____________

Other
$ _____________________
$ _____________


TOTAL monthly
$ _____________________


 
TOTAL YEARLY

$ _____________



*In most instances it’s not wise or appropriate to take draw for the first 6‑12 months.
Monthly Personal Budget Worksheet





Estimated Monthly Cost
x 12
INCOME
Income (Draw) From Business
$ _____________________
$ _____________

Income From Other Sources
$ _____________________
$ _____________


TOTAL INCOME
$ _____________________
$ _____________
EXPENSES


Rent/Mortgage
$ _____________________
$ _____________

Home Insurance
$ _____________________
$ _____________

Health Insurance
$ _____________________
$ _____________

Utilities
$ _____________________
$ _____________

Telephone
$ _____________________
$ _____________

Auto: (payments, gas, repairs)
$ _____________________
$ _____________

Food
$ _____________________
$ _____________

Household Supplies
$ _____________________
$ _____________

Clothing
$ _____________________
$ _____________

Laundry/Dry Cleaning
$ _____________________
$ _____________

Education
$ _____________________
$ _____________

Entertainment
$ _____________________
$ _____________

Travel
$ _____________________
$ _____________

Contributions
$ _____________________
$ _____________

Health
$ _____________________
$ _____________

Home Repair and Maintenance
$ _____________________
$ _____________

Self‑Development
$ _____________________
$ _____________

Outstanding Loans and Credit Card Payments
$ _____________________
$ _____________

Miscellaneous Expenses
$ _____________________
$ _____________


TOTAL EXPENSES
$ _____________________
$ _____________




BALANCE (+/‑)
$ _____________________
$ _____________

Cash Flow Forecast

Month:
______________
______________
______________




Estimate
Actual
Estimate
Actual
Estimate
Actual 

BEGINNING CASH
$
________
________
________
________
________
_______

Plus Monthly Income From:


Fees
$
________
________
________
________
________
_______


Sales
$
________
________
________
________
________
_______


Loans
$
________
________
________
________
________
_______


Other
$
________
________
________
________
________
_______

TOTAL CASH AND INCOME
$
________
________
________
________
________
_______

Expenses:


Rent
$
________
________
________
________
________
_______


Utilities
$
________
________
________
________
________
_______


Telephone
$
________
________
________
________
________
_______


Bank Fees
$
________
________
________
________
________
_______


Supplies
$
________
________
________
________
________
_______


Stationery and Business Cards
$
________
________
________
________
________
_______


Insurance
$
________
________
________
________
________
_______


Dues
$
________
________
________
________
________
_______


Education
$
________
________
________
________
________
_______


Auto
$
________
________
________
________
________
_______


Marketing
$
________
________
________
________
________
_______


Postage
$
________
________
________
________
________
_______


Entertainment
$
________
________
________
________
________
_______


Repair, Maintenance & Laundry
$
________
________
________
________
________
_______


Travel
$
________
________
________
________
________
_______


Business Loan Payments
$
________
________
________
________
________
_______


Licenses and Permits
$
________
________
________
________
________
_______


Salary/Draw
$
________
________
________
________
________
_______


Staff Salaries/Payroll Expenses
$
________
________
________
________
________
_______


Taxes
$
________
________
________
________
________
_______


Professional Fees
$
________
________
________
________
________
_______


Decorations
$
________
________
________
________
________
_______


Furniture and Fixtures
$
________
________
________
________
________
_______


Equipment
$
________
________
________
________
________
_______


Inventory
$
________
________
________
________
________
_______


Other Expenses
$
________
________
________
________
________
_______ 

TOTAL EXPENSES
$
________
________
________
________
________
_______

ENDING CASH (+/‑)
                        $________ ________
 ________  ________  ________  _______

Weekly Income Ledger Sheet

Month _____________ Day ________ Year ________ Page ________

	Date
	Client Name
	Amt Paid
	Ck#
	Services
	Products
	Type
	Location
	Company
	Notes

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


Service Income: $_______ Product Income: $_______ Total Income: $_______ # Sessions: _______ New Clients: _______ Ongoing: _______ 

Monthly Disbursement Ledger 

Sheet 
Month _____________ Day ________ Year ________ Page ________

	Date
	Description
	Ck#
	Amt Pd
	Rent Utilities
	Maintenance Telephone
	Supplies Postage
	Marketig Advertising
	Travel Auto
	Furniture Equipment
	License Dues
	Education Insurance
	Books Inventory
	Bank Fee Entertainment
	Misc. Draw

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	


Service Income: $_______ Product Income: $_______ Total Income: $_______ # Sessions: _______ New Clients: _______ Ongoing: _______ 

Business Expenses Summary Sheet
	EXPENSE
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Total

	Advertising
	
	
	
	
	
	
	
	
	
	
	
	
	

	Auto
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bad Debts
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bank Fees
	
	
	
	
	
	
	
	
	
	
	
	
	

	Depreciation
	
	
	
	
	
	
	
	
	
	
	
	
	

	Draw
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dues and Fees
	
	
	
	
	
	
	
	
	
	
	
	
	

	Education
	
	
	
	
	
	
	
	
	
	
	
	
	

	Entertainment
	
	
	
	
	
	
	
	
	
	
	
	
	

	Equipment
	
	
	
	
	
	
	
	
	
	
	
	
	

	Furniture
	
	
	
	
	
	
	
	
	
	
	
	
	

	Insurance
	
	
	
	
	
	
	
	
	
	
	
	
	

	Interest
	
	
	
	
	
	
	
	
	
	
	
	
	

	Inventory
	
	
	
	
	
	
	
	
	
	
	
	
	

	Licenses
	
	
	
	
	
	
	
	
	
	
	
	
	

	Loan Payments
	
	
	
	
	
	
	
	
	
	
	
	
	

	Maintenance
	
	
	
	
	
	
	
	
	
	
	
	
	

	Parking
	
	
	
	
	
	
	
	
	
	
	
	
	

	Permits
	
	
	
	
	
	
	
	
	
	
	
	
	

	Postage
	
	
	
	
	
	
	
	
	
	
	
	
	

	P.O. Box Rental
	
	
	
	
	
	
	
	
	
	
	
	
	

	Printing
	
	
	
	
	
	
	
	
	
	
	
	
	

	Professional Fees
	
	
	
	
	
	
	
	
	
	
	
	
	

	Promotion
	
	
	
	
	
	
	
	
	
	
	
	
	

	Rent
	
	
	
	
	
	
	
	
	
	
	
	
	

	Repairs
	
	
	
	
	
	
	
	
	
	
	
	
	

	Supplies
	
	
	
	
	
	
	
	
	
	
	
	
	

	Taxes
	
	
	
	
	
	
	
	
	
	
	
	
	

	Telephone
	
	
	
	
	
	
	
	
	
	
	
	
	

	Travel
	
	
	
	
	
	
	
	
	
	
	
	
	

	Utilities
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	
	
	
	
	
	
	


Six Steps To Resolve Ethical Dilemmas

1.  Identify the Problem


A. Gather as much relevant information as possible.


B. Talk to the parties involved.


C. Clarify if the problem is legal, moral, ethical or a combination.

2.  Identify the Potential Issues Involved

A. List and describe the critical issues.

B. Evaluate the rights, responsibilities and welfare of those affected by the decision.

C. Consider basic moral principles of autonomy, beneficence, non-maleficence and justice. Identify any competing principles. 


D. Ascertain the potential dangers to the individuals, department or college.

3. Review Your Organization’s Code of Ethics, Policies and Relevant Laws
4.  Evaluate Potential Courses of Action
A.
Brainstorm ideas.

B. Enumerate the outcomes of various decisions.

C. Consider the consequences of inaction.

D. Contemplate how you will feel about yourself when all is done.
5.  Obtain Consultation


A. Colleagues or a supervisor can add an outside perspective. It’s a serious warning sign if you don’t want to talk to another person about actions you are contemplating.


B. You must be able to justify a course of action based on sound reasoning which you can test out in the consultation.

6.  Determine the Best Course of Action


A. Map out the best way to resolve the problem (e.g., who should be contacted first if



multiple parties are involved? Do you need outside support? Do you need to talk to a



supervisor?). 


B. Then consider who, if anyone, should know about the problem (such as a work supervisor, friend, administrator or colleague).

High Priority Activities
High priority activities are the “20 percent” ones that produce 80 percent of your results. Before you can begin to increase the time spent in those important activities, you must identify them. 

Think about the various activities involved in your business. List at least ten of the most important things you do in the center column on the form below. Then in the left hand column rate them in the order you think is most important to your success. In the right hand column rate them in the order of how much time you spend in each activity. 


Importance
Activity
Time Spent
The more you focus on your high priority activities, the more productive you will be. You may also discover some conflicts. If this happens, refer to your purpose, priorities and goals. They usually will provide direction. Sometimes you have to make difficult decisions and then either delegate the other activities, simplify them or eliminate them. It’s also recommended that you show your list to a colleague. It’s possible that you overlooked something or you may need to switch some of your priorities—and it’s usually easier for someone else to be objective.

Daily Plan
Day/Date:


Purpose:


Priorities:


Goals:


Thought for the day:


What supplies/information do I need?


To Do List

Imperative:
 Important:


Desirable:
What did I accomplish today?


Time Tracking Sheet
	
	Mon
	Tue
	Wed
	Thu
	Fri
	Sat
	Sun
	Goal
	Actual

	Health/Exercise
	
	
	
	
	
	
	
	
	

	Play
	
	
	
	
	
	
	
	
	

	Reading
	
	
	
	
	
	
	
	
	

	Planning
	
	
	
	
	
	
	
	
	

	Phone
	
	
	
	
	
	
	
	
	

	Appointments
	
	
	
	
	
	
	
	
	

	Driving
	
	
	
	
	
	
	
	
	

	Promo/Networking
	
	
	
	
	
	
	
	
	

	Seminars
	
	
	
	
	
	
	
	
	

	Bookkeeping
	
	
	
	
	
	
	
	
	

	Proposals
	
	
	
	
	
	
	
	
	

	Client Files
	
	
	
	
	
	
	
	
	

	Repair/Maintenance
	
	
	
	
	
	
	
	
	

	Letters
	
	
	
	
	
	
	
	
	

	Follow‑up
	
	
	
	
	
	
	
	
	

	Operations
	
	
	
	
	
	
	
	
	

	Meetings
	
	
	
	
	
	
	
	
	

	Volunteer
	
	
	
	
	
	
	
	
	

	Miscellaneous
	
	
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	
	
	


Strategic Planning
Today’s Date: 

Target Date: 

Date Achieved: 


Purpose: 


Priority: 


Situation Description: 


Objective: 


o Capitalize on this strength 
o Change this condition 
o Other: 


Goal: 


Benefits of Achieving This Goal: 


Possible Courses of Action: 


1. 


2.  


3.  


4.  


Best Course of Action: 


Contact/Referral Records
Name: 


Company: 


Title: 


Address: 


Phone: (work) 

(home) 


Referred by: 


Follow‑up: 


Notes: 


	Date
	Time
	Action/Outcome

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Business Mileage Sheet
	Date
	Beginning

Mileage
	Ending

Mileage
	Total

Mileage
	Destination
	Purpose

	_______
	____________
	____________
	__________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________

	_______
	____________
	____________
	____________
	________________
	___________


Massage Therapy Employment Agreement
This agreement, dated ___________, is by and between _____________ (“Employer”), with principal  offices located at____________________ and ___________ (“Employee”):

Services, Equipment, and Supplies to Be Provided by Employee

Employee agrees to provide massage therapy services within the scope of licensure. Employee is responsible for maintaining appropriate certification and licensure (including all costs thereof unless otherwise agreed). Employee agrees to dress in a style consistent with the Employer’s image, including uniforms. Employee shall maintain client records in the manner prescribed by employer, and these records remain the property of the Employer.

When Employee isn’t engaged in treatments, Employee shall assist with other office duties as directed, including but not limited to:


a. Assisting other practitioners with clients.


b. Performing clerical duties.


c. Cleaning and organizing the clinic.

Services, Equipment, and Supplies to Be Provided by Employer
Employer shall provide the following: a safe, clean environment; a room furnished with a hydraulic table, chair, stool, settee, hydrotherapy equipment and storage area; receptionist services; appointment scheduling; insurance billing; marketing; and all necessary supplies and materials used in the performance of services (e.g., oils, lotions, linens and music).

Other Provisions

a. Employee has the right to perform services for others during the term of this Agreement, however such services are not to be performed on Employer’s premises.


b. Employee shall not solicit or provide services to Employer’s clients for private practice while employed or for six months after termination of employment, except as noted in “c.”


c. Upon termination of employment Employer and Employee shall discuss which clients, under what conditions, and with what compensation Employee may obtain client records and maintain continuity of service.


d. All Employee’s marketing materials which include any information about Employer must be approved in advance.

Fees, Terms of Payment, and Fringe Benefits
Employee shall be compensated at the base rate of $____ per hour, with an additional $____ per half-hour massage and $_____ per hour-massage, not to exceed 30 hours per week. Employee shall be paid bimonthly. Employee shall receive payment on all services performed regardless of the collection time. Employee may participate in any of the following: health insurance, vacation time and employee pension plan (see policy manual for details and eligibility requirements).

Local, State, and Federal Taxes
Employer is responsible for paying all required local, state and federal withholding, social security and Medicare taxes.

Workers’ Compensation and Unemployment Insurance
Employer will provide Workers’ Compensation and Unemployment Insurance.

Insurance
During the term of this agreement, Employee shall maintain a malpractice insurance policy of at least $2,000,000 aggregate annual and $1,000,000 per incidence. Employer shall maintain insurance coverage for liability, fire and theft.

Term of Agreement
Either party may terminate this agreement, given reasonable cause, as provided below, or by giving 30 days written notice to the other party of the intention to terminate this Agreement:


a. Material violation of the provisions of this Agreement.


b. Any action by either party exposing the other to liability for property damage or personal



injury.


c. Violation of ethical standards as defined by local, state and/or national associations and governing bodies.


d. Loss of licensure for services provided.


e. Employee fails to maintain the standard of service deemed appropriate by Employer.


f. Employee engages in any pattern or course of conduct on a continuing basis which adversely affects Employee’s or Employer’s ability to perform services.

This document constitutes the entire agreement between Employee and Employer and supersedes any and all prior written or verbal agreements. Amendments to this agreement must be in writing and signed by both parties. Should any part of this agreement be deemed unenforceable, the remainder of the agreement continues in effect. This agreement is governed by the laws of __________. All unresolved disputes shall be settled by arbitration or mediation.

Signatures
Employee:

Date:


Employee:

Date:


Witness: 

Date: 


Massage Therapy Independent Contractor Agreement
This agreement, dated ___________, is by and between _____________, with principal offices located at____________________ and ___________ (“Contractor”):
Status as Independent Contractor
Contractor is an independent contractor and not an employee of the Clinic. As an independent contractor, Clinic and Contractor agree to the following:


a. Contractor has control of the means, manner and method by which services are provided.


b. Contractor furnishes all necessary supplies and materials used in the performance of services



(e.g., oils, lotions, linens and music).


c. Contractor has the right to perform services for others during the term of this Agreement. Contractor shall not solicit or provide services to Clinic’s clients for private practice during the term of this Agreement or for one year after termination. Upon termination of Agreement, Contractor and Clinic shall discuss which clients, under what conditions and with what compensation Contractor may maintain continuity of service. All client records shall remain the property of the Clinic unless otherwise agreed.


d. Contractor shall indemnify and hold Clinic harmless from any loss or liability arising from services provided under this agreement.


e. Contractor is responsible for maintaining appropriate certification and licensure (including all costs thereof).

Services to Be Provided by Contractor

Contractor agrees to provide massage therapy services within the scope of licensure. Contractor agrees to dress in a style consistent with the Clinic’s image and provide services in accordance with the Clinic’s philosophy. Contractor shall maintain client records in a mutually agreed manner.

Services to Be Provided by Clinic
Clinic shall provide the following: a safe, clean environment; a room furnished with a hydraulic table, chair, stool, settee, hydrotherapy equipment and storage area; receptionist services; appointment scheduling according to Contractor’s stipulated hours; insurance billing; and marketing.

Other Provisions
All Contractor’s marketing materials which include any information about Clinic must be approved in advance.

Fees, Terms of Payment and Fringe Benefits
Contractor shall set the amount of fees for services provided to clients. Clinic shall retain 30 percent of all fees collected on behalf of contractor to cover operating expenses, room rental, equipment usage and marketing (see Other Provisions). In cases of deferred client payment, Clinic shall reimburse Contractor within 30 days of receipt. Contractor acknowledges that Contractor isn’t eligible to receive any employee benefits.

Leads
Any “lead” or request for service that Contractor receives while working as a representative of Clinic, shall be considered the property of the Clinic and the information is to be given to the Clinic manager within 24 hours of receiving the request for service. If the request is for a service that the Clinic does not provide, the referral will be given back to the Contractor to pursue under Contractor’s own business name.

Local, State and Federal Taxes
Contractor is responsible for paying and filing all applicable local, state and federal withholding, social security and Medicare taxes.

Workers’ Compensation and Unemployment Insurance
Clinic isn’t responsible for payment of Workers’ Compensation and Unemployment Insurance. If Clinic is a corporation, Contractor must provide Clinic with a certificate of Workers’ Compensation Insurance prior to performing services.

Insurance
During the term of this agreement, Contractor shall maintain a malpractice insurance policy of at least $2,000,000 aggregate annual and $1,000,000 per incidence.

No Partnership
This agreement does not create a partnership reationship. Contractor does not have the authority to enter into contracts on Clinic’s behalf.

Resolving Disputes
If a dispute or claim arises out of or relating to this Agreement or breach thereof shall be settled promptly by mediation provided, however, that the mediator shall have no authority to add to, modify, change or disregard any lawful terms of this agreement. Any costs and fees of mediation shall be shared equally by the parties. If both parties are unable to arrive at a mutually satisfactory solution through mediation, the parties agree to submit the dispute/claim to a mutually agreed upon arbitrator. The decision of the arbitrator shall be final and binding, and judgment on the arbitration award may be entered in any court having jurisdiction over the subject matter of the controversy. Costs of arbitration will be allocated by the arbitrator.

Term of Agreement
Either party may terminate this agreement, given reasonable cause, as provided below, or by giving 30 days written notice to the other party of the intention to terminate this Agreement:


a. Material violation of the provisions of this Agreement.


b. Any action by either party exposing the other to liability for property damage or personal



injury.


c. Violation of ethical standards as defined by local, state and/or national associations and governing bodies.


d. Loss of licensure for services provided.


e. Contractor engages in any pattern or course of conduct on a continuing basis which adversely affects Contractor’s ability to perform services.


f. Contractor engages in any pattern or course of conduct on a continuing basis which adversely affects Clinic’s or Clinic’s associates’ ability to perform services.

This constitutes the entire agreement between Contractor and Clinic and supersedes any and all prior written or verbal agreements. Should any part of this agreement be deemed unenforceable, the remainder of the agreement continues in effect. This agreement is governed by the laws of _____________.

Contractor and Clinic representative certify and acknowledge that they have carefully read all of the provisions of this Agreement, understand and agree to fully and faithfully comply with such provisions.

Contractor (Print Name)

Contractor (Signature)
Date

Clinic Representative (Print Name)

Clinic Representative (Signature)
Date

Business Plan Checklist
Cover Page
o Title

o Name

o Address

o Telephone and fax numbers

o Web site URL and e-mail address

Table of Contents
o One-page listing of the major sections and documents in the business plan

Owner’s Statement
o One-page description of the business and the owner 

o Business name, address, phone numbers, fax number, web site URL, and e-mail address

o Your name, home address, home phone number

o Summary of your business experience and philosophy

o Brief business description: year the business was established; current financial status

Executive Summary

o Business plan highlights

Purpose, Priorities and Goals

o Overall career purpose and at least six priorities

o Long range (3‑5 year) purpose, at least six priorities and at least two goals per priority

o Short term (1‑2 year) purpose, at least six priorities and at least three goals per priority.

Business Description

o Brief history of your company and your basic purpose/mission statement

o Services you offer and products you sell

o Special product used

o Equipment

o Physical location

o Unique features that distinguish your practice from others 

o If you sell products, include a product register with the suppliers’ names, define your position


in the chain of distribution and specify the types of clients who purchase product.

Marketing
o Image

o Target market profiles (at least 3)

o Differential advantage statement

o Competition analysis—including steps you’ll take to meet any challenges.

o Marketing goals for all four areas, include a timeline, budget and rationale for each strategy

o If you sell products include a description and cost for the following: inside displays; additional


sales staff (include training); equipment; and special promotions, discounts and sales.

o Annual marketing budget and calculate the actual cost per potential client

o Summary of how your marketing strategies will enable you to succeed

Financial Analysis
o Income potential

o Projections and trends for your specific profession (nationally and locally)

o Average income and number of clients for practitioners in your specific field (both nationally


and locally) for the first 6 months of practice, the first year, the second year, and the third year

o Fees: including introductory offers, pre-paid package discounts, professional courtesy discounts


and sliding fee scales

o Amenities to be absorbed in pricing

o Your competition’s effect on pricing

o Equipment, supplies and inventory needed for next 12 months and acquisition plan

o Current financial status

o Financial Sheets: Opening Balance; Start-up Costs Worksheet; Business Income and Expense


Forecast; Monthly Business Expenses Worksheet; Monthly Personal Budget Worksheet; Cash


Flow Forecast

o Money needed to open business and the annual operations budget for each of the next 3-5 years

o Break‑even analysis

o Potential funding sources and note how any loans are to be secured

Operations

o Your management qualifications

o Assessment of your strengths and challenges.

o Specify the legal form of ownership

o Requisite licenses, permits and insurance coverage

o Brief overview of your company policies and procedures

o Safety precautions, security needs, and a plan to reduce these types of risks

o Accounting and control summary

o Group practice: describe the various functions, the person(s) responsible, and level of authority. 

o Staff: list the various functions, estimated number of people needed for each function, describe


the training required, and state your compensation plan

Risk Assessment

o Effects your competition has on all phases of your business

o Possible external events that might hamper your success

o Potential internal problems

o Contingency plan to counteract the most significant risks

Success Strategies
o Goals for developing your success strategies

o Methods for implementing your business plan and having a prosperous practice

Appendix
o Personal net worth statement

o Copies of last two year’s income statements and balance sheets

o List of client commitments

o Copies of business legal agreements

o Credit status reports

o News articles about you or your business

o Photographs of your location

o Copies of promotional material

o Letters of recommendation from your clients

o Key employee resumés

o Personal references

Supplement (for business plans used for securing loans)
Executive Summary

o State the type of business loan(s) you’re seeking (e.g., term loan, line of credit or mortgage)

o Summarize the proposed use of the funds

o Calculate the projected return on investment

o Write a persuasive statement of why the venture is a good risk

Financial Analysis

o Describe the loan requirements: the amount needed, the terms and the date by which it’s required.

o State the purpose of the loan, detailing the facets of the business to be financed

o Provide a statement of the owner’s equity

o List outstanding debts. Include the balance due, repayment terms, purpose of the loan and status

o Document your current operating line of credit—the amount and security held

References

o List all pertinent information regarding your current lending institution: branch, address, types


of accounts and contact person(s)

o List the names, addresses and phone numbers of your attorney, accountant and business


consultant

Bank Reconciliation Form
Balance    month / day / year

______________

Plus Receipts

______________

Less Disbursements

______________

Balance    month / day / year

______________

Balance Statement    month / day / year

______________

Deposits In Transit
______________


______________


______________


______________

Plus Total Deposits In Transit

______________
Outstanding Checks
______________


______________


______________


______________


______________


______________


______________


______________


______________


______________


______________


______________


______________

Less Total Outstanding Checks

______________
Bank Balance    month / day / year

______________
Opening Balance Sheet
Date: _________________

— ASSETS —

Current Assets

Cash and bank accounts

$ _____________

Accounts receivable

$ _____________


Inventory

$ _____________


Other current assets

$ _____________



TOTAL CURRENT ASSETS
(A)
$ _____________


Fixed Assets

Property owned

$ _____________


Furniture and equipment

$ _____________


Business automobile

$ _____________


Leasehold improvements

$ _____________


Other fixed assets

$ _____________



TOTAL FIXED ASSETS
(B)
$ _____________



TOTAL ASSETS
(A+B=X)
$ _____________


—  LIABILITIES —

Current Liabilities (due within next 12 months)

Bank loans

$ _____________


Other loans

$ _____________


Accounts payable

$ _____________


Other current liabilities

$ _____________



TOTAL CURRENT LIABILITIES
(C)
$ _____________

Long‑term Liabilities

Mortgages

$ _____________


Long‑term loans

$ _____________


Other long‑term liabilities

$ _____________



TOTAL LONG‑TERM LIABILITIES
(D)
$ _____________


TOTAL LIABILITIES
(C + D = Y)
$ _____________


NET WORTH 
(X ‑ Y = Z)
$ _____________


TOTAL NET WORTH AND LIABILITIES
(Y + Z)
$ _____________
Start‑Up Costs Worksheet
Item
Estimated Expense 

Open Checking Account
$ _____________

Telephone Installation
$ _____________

Equipment
$ _____________

Office (e.g, first & last month’s rent, security deposit)
$ _____________

Supplies (e.g, linens, books, folders, pens, stamps)
$ _____________

Stationery & Business Cards
$ _____________

Marketing
$ _____________

Decorating & Remodeling
$ _____________

Furniture & Fixtures
$ _____________

Legal & Professional Fees
$ _____________

Insurance (e.g., property, auto, liability, malpractice)
$ _____________

Utility Deposits
$ _____________

Beginning Inventory
$ _____________

Installation of Fixtures & Equipment
$ _____________

Licenses & Permits
$ _____________

Professional Society Membership
$ _____________

Other
$ _____________

                                TOTAL 
$ _____________
Business Income and Expense Forecast
One Year Estimate Ending    month  /  day  /  year
— PROJECTED NUMBER OF CLIENTS —
For Your Services

_____________

For Your Products

_____________

TOTAL NUMBER OF CLIENTS

_____________
 

— PROJECTED INCOME —
Sessions

$______________

Product Sales

$______________

Other

$______________

TOTAL INCOME
(A)
$______________
— PROJECTED EXPENSES  —
Start‑up Costs

$______________

Monthly Expenses (x 12)

$______________

Annual Expenses

$______________

TOTAL EXPENSES
(B)
$______________
TOTAL OPERATING PROFIT (OR LOSS)
(A ‑ B)
$______________
CAPITAL REQUIRED FOR THE NEXT 12 MONTHS

$______________

Monthly Business Expense Worksheet
 Expense
Estimated Monthly Cost

x 12
Rent
$ _____________________
$ _____________

Utilities
$ _____________________
$ _____________

Telephone
$ _____________________
$ _____________

Bank Fees
$ _____________________
$ _____________

Supplies
$ _____________________
$ _____________

Stationery and Business Cards
$ _____________________
$ _____________

Insurance
$ _____________________
$ _____________

Networking Club and Professional Society Dues
$ _____________________
$ _____________

Education (e.g., seminars, books, professional journals)
$ _____________________
$ _____________

Business Car (e.g., payments, gas, repairs, insurance)
$ _____________________
$ _____________

Marketing
$ _____________________
$ _____________

Postage
$ _____________________
$ _____________

Entertainment
$ _____________________
$ _____________

Repair, Cleaning, Maintenance and Laundry
$ _____________________
$ _____________

Travel
$ _____________________
$ _____________

Business Loan Payments
$ _____________________
$ _____________

Licenses and Permits
$ _____________________
$ _____________

Salary/Draw*
$ _____________________
$ _____________

Staff Salaries/Payroll Expenses
$ _____________________
$ _____________

Taxes
$ _____________________
$ _____________

Professional Fees
$ _____________________
$ _____________

Decorations
$ _____________________
$ _____________

Furniture and Fixtures
$ _____________________
$ _____________

Equipment
$ _____________________
$ _____________

Inventory
$ _____________________
$ _____________

Other
$ _____________________
$ _____________


TOTAL monthly
$ _____________________


 
TOTAL YEARLY

$ _____________



*In most instances it’s not wise or appropriate to take draw for the first 6‑12 months.
Monthly Personal Budget Worksheet




Estimated Monthly Cost
x 12
INCOME
Income (Draw) From Business
$ _____________________
$ _____________

Income From Other Sources
$ _____________________
$ _____________


TOTAL INCOME
$ _____________________
$ _____________
EXPENSES


Rent/Mortgage
$ _____________________
$ _____________

Home Insurance
$ _____________________
$ _____________

Health Insurance
$ _____________________
$ _____________

Utilities
$ _____________________
$ _____________

Telephone
$ _____________________
$ _____________

Auto: (payments, gas, repairs)
$ _____________________
$ _____________

Food
$ _____________________
$ _____________

Household Supplies
$ _____________________
$ _____________

Clothing
$ _____________________
$ _____________

Laundry/Dry Cleaning
$ _____________________
$ _____________

Education
$ _____________________
$ _____________

Entertainment
$ _____________________
$ _____________

Travel
$ _____________________
$ _____________

Contributions
$ _____________________
$ _____________

Health
$ _____________________
$ _____________

Home Repair and Maintenance
$ _____________________
$ _____________

Self‑Development
$ _____________________
$ _____________

Outstanding Loans and Credit Card Payments
$ _____________________
$ _____________

Miscellaneous Expenses
$ _____________________
$ _____________


TOTAL EXPENSES
$ _____________________
$ _____________




BALANCE (+/‑)
$ _____________________
$ _____________

Cash Flow Forecast

Month:
______________
______________
______________




Estimate
Actual
Estimate
Actual
Estimate
Actual 

BEGINNING CASH
$
________
________
________
________
________
_______

Plus Monthly Income From:


Fees
$
________
________
________
________
________
_______


Sales
$
________
________
________
________
________
_______


Loans
$
________
________
________
________
________
_______


Other
$
________
________
________
________
________
_______

TOTAL CASH AND INCOME
$
________
________
________
________
________
_______

Expenses:


Rent
$
________
________
________
________
________
_______


Utilities
$
________
________
________
________
________
_______


Telephone
$
________
________
________
________
________
_______


Bank Fees
$
________
________
________
________
________
_______


Supplies
$
________
________
________
________
________
_______


Stationery and Business Cards
$
________
________
________
________
________
_______


Insurance
$
________
________
________
________
________
_______


Dues
$
________
________
________
________
________
_______


Education
$
________
________
________
________
________
_______


Auto
$
________
________
________
________
________
_______


Marketing
$
________
________
________
________
________
_______


Postage
$
________
________
________
________
________
_______


Entertainment
$
________
________
________
________
________
_______


Repair, Maintenance & Laundry
$
________
________
________
________
________
_______


Travel
$
________
________
________
________
________
_______


Business Loan Payments
$
________
________
________
________
________
_______


Licenses and Permits
$
________
________
________
________
________
_______


Salary/Draw
$
________
________
________
________
________
_______


Staff Salaries/Payroll Expenses
$
________
________
________
________
________
_______


Taxes
$
________
________
________
________
________
_______


Professional Fees
$
________
________
________
________
________
_______


Decorations
$
________
________
________
________
________
_______


Furniture and Fixtures
$
________
________
________
________
________
_______


Equipment
$
________
________
________
________
________
_______


Inventory
$
________
________
________
________
________
_______


Other Expenses
$
________
________
________
________
________
_______

TOTAL EXPENSES
$
________
________
________
________
________
_______

ENDING CASH (+/‑)


$________ ________
 ________  ________  ________  _______
Weekly Income Ledger Sheet
Month _____________ Day ________ Year ________ Page ________

	Date
	Client Name
	Amt Paid
	Ck#
	Services
	Products
	Type
	Location
	Company
	Notes

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


Service Income: $_______ Product Income: $_______ Total Income: $_______ # Sessions: _______ New Clients: _______ Ongoing: _______ 

Month _____________ Day ________ Year ________ Page ________

Monthly Disbursement Ledger Sheet
	Date
	Description
	Ck#
	Amt Pd
	Rent Utilites
	Maintenance Telephone
	Supplies Postage
	Marketig Advertising
	Travel Auto
	Furniture Equipment
	License Dues
	Education Insurance
	Books Inventory
	Bank Fee Entertainment
	Misc. Draw
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Service Income: $_______ Product Income: $_______ Total Income: $_______ # Sessions: _______ New Clients: _______ Ongoing: _______ 

Business Expenses Summary Sheet
	EXPENSE
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Total

	Advertising
	
	
	
	
	
	
	
	
	
	
	
	
	

	Auto
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bad Debts
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bank Fees
	
	
	
	
	
	
	
	
	
	
	
	
	

	Depreciation
	
	
	
	
	
	
	
	
	
	
	
	
	

	Draw
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dues and Fees
	
	
	
	
	
	
	
	
	
	
	
	
	

	Education
	
	
	
	
	
	
	
	
	
	
	
	
	

	Entertainment
	
	
	
	
	
	
	
	
	
	
	
	
	

	Equipment
	
	
	
	
	
	
	
	
	
	
	
	
	

	Furniture
	
	
	
	
	
	
	
	
	
	
	
	
	

	Insurance
	
	
	
	
	
	
	
	
	
	
	
	
	

	Interest
	
	
	
	
	
	
	
	
	
	
	
	
	

	Inventory
	
	
	
	
	
	
	
	
	
	
	
	
	

	Licenses
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	Maintenance
	
	
	
	
	
	
	
	
	
	
	
	
	

	Parking
	
	
	
	
	
	
	
	
	
	
	
	
	

	Permits
	
	
	
	
	
	
	
	
	
	
	
	
	

	Postage
	
	
	
	
	
	
	
	
	
	
	
	
	

	P.O. Box Rental
	
	
	
	
	
	
	
	
	
	
	
	
	

	Printing
	
	
	
	
	
	
	
	
	
	
	
	
	

	Professional Fees
	
	
	
	
	
	
	
	
	
	
	
	
	

	Promotion
	
	
	
	
	
	
	
	
	
	
	
	
	

	Rent
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[image: image4.wmf]Confidential Health Intake Form

 

 

Name ___________________________________________    Date of Birth ____________________________

 

Street Address ________________________________   City__________________  State_____  Zip________

 

Work Phone ___________________

____ Home phone_________________Cell Phone/pager______________

 

Emergency Contact _________________________________________________________________________

 

Employer ________________________________   Social Security Number ____________________________

 

Occup

ation _______________________________

 

Referring Physician:______________________________    Primary Care Physician:_____________________

 

Insurance Information:

 

Was Injury a result of an accident?_________  If yes: Job related________  Auto ________  Other_

________

 

Date of Injury or onset: ________________________ Referring Physician_____________________________

 

 Insurance Company Name:___________________________________________________________________

 

                                  Billing Address:______

_____________________________________________________

 

                                  Phone Number:____________________________________________________________

 

                                Contact person/ case manager _________________________________

________________

 

Name of Insured :___________________________________________________________________________

 

               Address:___________________________________________________________________________

 

               Phone:__________________________

__________________________________________________

 

Group/Claim Number: _______________________________________________________________________

 

Attorney (if applicable) Name :________________________________________________________________

 

                 

                     Address:_______________________________________________________________

 

                                      Phone number: _________________________________________________________

 

 

I hereby authorize the release of medical informatio

n necessary to process my insurance claim.  This may include 

intake forms, chart notes, reports, correspondences, billing statements and any other information to my attorneys, 

health care providers and insurance case managers.

 

I am responsible for all char

ges for all services provided.  In the event that the insurance company denies benefits 

or makes a partial payment, I am responsible for any balance due.  This may not apply to insurance companies that 

I am under contract with.

 

I understand the benefits an

d risks of massage and give my consent for massage.  I will consult my practitioner 

with any questions or concerns immediately.  

 

I have stated all medical conditions that I am aware of and will keep my practitioner informed of any changes.

 

I agree to prov

ide 

24 hour

 cancellation notice. If I fail to do so, I agree to pay the 

full

 appointment fee.  (Please 

note that insurance companies 

do not 

pay this, you do.)

 

Signature _______________________________________ Date ____________________________________
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Confidential Health Intake Form


Name ___________________________________________    Date of Birth ____________________________


Street Address ________________________________   City__________________  State_____  Zip________


Work Phone _______________________ Home phone_________________Cell Phone/pager______________


Emergency Contact _________________________________________________________________________


Employer ________________________________   Social Security Number ____________________________


Occupation _______________________________


Referring Physician:______________________________    Primary Care Physician:_____________________


Insurance Information:


Was Injury a result of an accident?_________  If yes: Job related________  Auto ________  Other_________


Date of Injury or onset: ________________________ Referring Physician_____________________________


 Insurance Company Name:___________________________________________________________________


                                  Billing Address:___________________________________________________________


                                  Phone Number:____________________________________________________________


                                Contact person/ case manager _________________________________________________


Name of Insured :___________________________________________________________________________


               Address:___________________________________________________________________________


               Phone:____________________________________________________________________________


Group/Claim Number: _______________________________________________________________________


Attorney (if applicable) Name :________________________________________________________________


                                      Address:_______________________________________________________________


                                      Phone number: _________________________________________________________


I hereby authorize the release of medical information necessary to process my insurance claim.  This may include intake forms, chart notes, reports, correspondences, billing statements and any other information to my attorneys, health care providers and insurance case managers.


I am responsible for all charges for all services provided.  In the event that the insurance company denies benefits or makes a partial payment, I am responsible for any balance due.  This may not apply to insurance companies that I am under contract with.


I understand the benefits and risks of massage and give my consent for massage.  I will consult my practitioner with any questions or concerns immediately.  


I have stated all medical conditions that I am aware of and will keep my practitioner informed of any changes.


I agree to provide 24 hour cancellation notice. If I fail to do so, I agree to pay the full appointment fee.  (Please note that insurance companies do not pay this, you do.)


Signature _______________________________________ Date ____________________________________


Medical History and Information 


Check any or all that apply to your present health:


___ headaches
___chronic pain
___varicose veins


___ vision problems
___muscle or joint pain
___blood clots


___ sinus problems
___numbness/tingling
___high/low blood pressure


___ jaw pain/teeth grinding
___sprains/strains
___diabetes


___ fatigue
___scoliosis
___cancer/tumors


___ depression
___arthritis
___infectious disease


___ sleep difficulties


___tendonitis
                        ___skin problems


Women only:  Pregnant___  Painful menstruation___  endometriosis___  


Men only: Prostrate problems___  


List all medications/herbs/vitamins and dosage: ___________________________________________________


_________________________________________________________________________________________


List physical activities you participate in regularly_________________________________________________


What movements or activities are limited? ______________________________________________________


Describe the events of the injury or accident: _____________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


List previous major injuries/surgeries: ___________________________________________________________


_________________________________________________________________________________________


What other treatments are you receiving and by whom (acupuncture, physical therapy, chiropractic, naturopathic): ______________________________________________________________________________


_________________________________________________________________________________________


What seems to help the most? ________________________________________________________________


What seems to aggravate the condition the most?_________________________________________________


What is your main activity at work?   On phone ________ Sitting________ Computer work____________


Driving car_____________ Walking_____________ Other _______________________________________


What do you do to relieve stress_____________________________________________________________


Practitioner Comments_____________________________________________________________________


_______________________________________________________________________________________


_______________________________________________________________________________________



