
 
Larry M. Ogilvie, LMT, ART, MES, CFNS 

961687 Gateway Blvd., Suite 101-A, Fernandina Beach, FL 32034 

904-491-4980 

Name: _________________,_______,_____________________________________  ​ Date of Birth: ___________________ 
                   ​ FIRST                 MI                        LAST 
Address: _____________________________________________________________    ​ Zip Code: _______________________        
 
Phone Number:_____________________________​ EMAIL: ___________________________________________________
​ ​  
Emergency Contact:__________________________​ Relationship:______________​ Phone:_________________________ 
 
How did you hear about Advanced Muscle Therapy? ___________________________________________________________ 
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​  

 

 

 

 

 

 
 
 
 
 

 
 
 
 
 
I certify that the above information is accurate. I understand that massage therapy is not a substitute for medical care and does 
not diagnose or prescribe.  I agree to notify my therapist of any changes in my health.  My signature indicates consent for 
treatment and ability to participate in desired programs.  
Cancellation Policy: 24-hour notice required.  Late cancellations or missed appointments are subject to the full session fee.    
 
Signature: ____________________________________________________________                      Date:__________________ 
   



 

********* OFFICE USE ONLY ********** OFFICE USE ONLY ********** OFFICE USE ONLY *********** 
Continuation of Treatment Record/Additional Information:_______________________________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________​
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________   
                                                                                                                          Please initial to validate information: ________ 

 

**********REMAINDER OF DOCUMENT FOR PROVIDER USE ONLY********** 
 

Treatment date:_________________________                 DOI:____________________________________________ 

 

Subjective Info (client reported) ___________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Objective Info (assessment) ______________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

Action (today’s treatment)_________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

Plan (Clinical & At-home Treatment) _________________________________________________ 

__________________________________________________________________________________________________________ 

 

   


