
     Liability Confirmation 

 

 

 I, _____________________, allow Jarrod C. Fritz, LMT of DEFINED: 

Therapeutic Massage to administer Postural Analysis, Clinical Assessments, 

Stretching, and Therapeutic Massage Techniques and Modalities to treat 

my conditions, improve my posture, and optimize my performance. 

_____________________________  _______________________ 

Signature      Date 

 

 I, _____________________, (approve/deny) Jarrod C. Fritz, LMT of 

DEFINED: Therapeutic Massage to release my information for the use of 

other healthcare providers or Law professionals as needed for legal case 

purposes. 

 

_____________________________  _______________________ 
Signature      Date 


