APPLICATION AND CONSENT
Gravity Rolfing®/Structural Integration
Ellie M. Childs, Certified Rolfer®     808-482-4587
www.gravityrolfing.com     ellie@gravityrolfing.com
                                             
I, ________________________________________ hereby apply for a series of sessions in Rolfing® Structural Integration.

I understand the purpose of Rolfing® SI is to balance and restore the physical body so that it is supported and maintained by gravity in three-dimensional space. This is done through direct manipulation and body-centered education; balance and ease as well as greater economy and freedom of body movement can be achieved in the physical body.

I further understand Rolfing® SI is not involved with the treatment of disease of any kind; nor does it substitute for medical diagnosis or treatment when such attention is deemed necessary. Nothing said or done by the Rolfer® should be misconstrued as such.

A Certified Rolfer does not treat, prescribe or diagnose illness, disease, any physical or other related ailment of the person seeking Rolfing® SI. Nothing said or done by the below named Rolfer® should be understood as counter to this statement.

I understand it is necessary for the Rolfer® to touch my body in an appropriate manner in order to assist me in establishing balance and ease in my physical body.
I give Ellie Childs, Certified Rolfer® my permission and consent to work with me in such a way as to restore and establish balance and ease in my physical body.

I further understand that I may at any time revoke such permission and consent, and can choose to discontinue the session and series of Rolfing®, but understand that an unfinished series might lead to new or current symptoms presenting or aggravating. I may request the names of other Rolfers® should I choose to change practitioners.
In addition, I understand that I will be obligated to pay for any session I miss or cancel without a twenty-four hour notice, barring emergencies.

____________________________________________	_____________ 
Client Signature	                                                           Date

____________________________________________    _________
Parent or Guardian Signature                                             Date

Phone (_____)_______-__________Email ___________________________________ 

____________________________________________	_____________ 
Witness/Rolfer® Signature	                                                  Date

The terms Rolfing®, Rolf Institute™ and Rolfer® and the Little Boy logo are service marks of the Rolf Institute™ of Structural Integration and are only to be used by members in good standing 
with the Rolf Institute™
                                                                  
Health History
Gravity Rolfing®/Structural Integration      
Ellie M. Childs, Certified Rolfer®     808-482-4587
www.gravityrolfing.com   ellie@gravityrolfing.com

Thank you for taking the time to fill out this confidential questionnaire to help me determine the best treatment plan for your needs. If you have any questions, please ask.
Date: ___________ 
Name: _____________________________________________                                           Phone: (_____)______________________ E-Mail:______________________________    Address:_____________________________________________________________________DOB:__________________Occupation:____________________________________________ Employer_____________________________________________________________________
Referred by: ______________________________________________________________ Emergency Contact:________________________________ Phone:(____)_______________________

Have you received Rolfing® or Structural Integration before? Y / N 
What treatments have you received for your condition?
Massage / Physical Therapy / Surgery / Acupuncture / Chiropractic / Medication/ Other
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you currently under the care of a doctor/chiropractor/holistic practitioner? 
Please Describe:______________________________________________________
How are you hoping to benefit and improve from the Rolfing®  Ten-Series or individual session? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List any surgeries or major health conditions and approximate dates: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any injuries or traumas if known (car accidents, falls, sprains/strains, broken bones, emotional or sexual abuse): __________________________________________
____________________________________________________________________ ____________________________________________________________________________ Are you currently taking any  topical OR internal medications (OTC or prescription)? __________________________________________________________________________________________________________________________________________________________
Do you have a special diet or foods you avoid or can't live without? _____________________________________________________________________________
What is your exercise regimen, if any? (Walking, Bicycling, Running, Swimming, Kettlebells, CrossFit, Yoga, Pilates, Surfing, Hiking, Climbing, Fishing, Farming, etc.) __________________________________________________________________________________________________________________________________________________________

Is there anything else you would like me to know or how I can best support you in this process? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please indicate if you have or have had any of the following. Feel free to be detailed.
Blood Clots (Legs or Lungs)______________________________________________________ 
Cancer_______________________________________________________________________ 
Low Back Pain_________________________________________________________________ 
AIDS / HIV____________________________________________________________________ 
Hypo/Hyperthyroidism___________________________________________________________ 
Medication ____________________________________________________________________ Osteoporosis__________________________________________________________________ 
Anxiety _______________________________________________________________________
Depression ____________________________________________________________________ 
Suicidal thoughts/Hopelessness____________________________________________________ _____________________________________________________________________________
Warts, Rashes or Other Skin Infections ______________________________________________ Arthritis _______________________________________________________________________ 
Seizures______________________________________________________________________  
Allergies (food, latex, seasonal) ____________________________________________________  Infectious Disease______________________________________________________________  
Chronic Pain___________________________________________________________________ Addiction______________________________________________________________________ 
Diabetes __________________________ ___________________________________________
Auto-immune Disorders __________________________________________________________
Chronic Fatigue/Sleep Disorders ___________________________________________________ 
Numbness/Tingling _____________________________________________________________
Difficulty Breathing______________________________________________________________ 
Loss of Function _______________________________________________________________ _____________________________________________________________________________ 
Mental/Emotional Disorders (Bipolar, OCD, BPD, PTSD, etc)_____________________________ _____________________________________________________________________________ Headaches____________________________________________________________________Other___________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

List your major complaints, and rate the severity of each area on a scale from 1(Least Pain) to 10 (Severe Pain) and how long you've had the pain, also what worsens or improves it:
Area: _____________________________________________________ Pain Level ___  
Area: _____________________________________________________ Pain Level ___  
Area: _____________________________________________________ Pain Level ___  
Area: _____________________________________________________ Pain Level ___ 
Area: _____________________________________________________ Pain Level ___ 
Area: _____________________________________________________ Pain Level ___ 

The terms Rolfing®, Rolf Institute™ and Rolfer® and the Little Boy logo are service marks of the Rolf Institute™ of Structural Integration and are only to be used by members in good standing with the Rolf Institute™.
                                                             
                                
Payment Policy
Gravity Rolfing/Structural Integration   
Ellie M. Childs, Certified Rolfer®          808-482-4587
www.gravityrolfing.com      
ellie@gravityrolfing.com 

I, ____________________________________ (Please print) the undersigned, understand and agree to the payment policy. I acknowledge that payment for all care received is my responsibility. 

Payment is due at time of service unless other arrangements have been made in advance. 
I accept cash or checks (made to Ellie M. Childs) and VISA, MC, AMEX or DISCOVER, via Venmo or PayPal. I Prefer cash or check.

I also understand that a 24-hour cancellation notice is necessary to avoid being charged the full session rate.

I hereby request and consent to the performance of Rolfing Structural Integration and other modalities and procedures by Ellie Childs, Certified Rolfer® with Gravity Rolfing®.
I have read the above consent and understand it.

I look forward to helping you. The time you schedule is reserved just for you. Your treatment schedule is designed for optimal results. Missed appointments will hinder your progress. 
A full fee ($150.00) will be charged for missed appointments. Cancellations without 24 hours notification will be charged $75.00. 


I have read, understand, and agree to the cancellation agreement.

Client Signature: ____________________________________________ Date: _________

Parent or Guardian Signature: _________________________________  Date: _________ 
	                                       
Rolfer® Signature: ____________________________________________ Date: _________



The terms Rolfing®, Rolf Institute™ and Rolfer® and the Little Boy logo are service marks of the Rolf Institute™ of Structural Integration and are only to be used by members in good standing with the Rolf Institute™
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