
 
 

Consent for Rolfing® Structural Integration 
(to be filled out by parent) 

 
I understand the purpose of Rolfing structural integration is to balance and align the physical 
body so that it is supported and maintained by gravity in three-dimensional space.  This is done 
through direct movement of the body connective tissue (fascia) and education so that greater 
economy and freedom of body movement is achieved.  However, I understand that The Rolf 
Institute and the Rolfing Practitioner make no warranties or guarantees regarding the results of 
the Rolfing process upon my child.   
 
I understand that Rolfing is not involved with the treatment of disease, illness, or disorders of 
any kind, nor does it substitute for medical diagnosis or treatment when such attention is needed.  
Likewise, the Rolfing Practitioner does not diagnose or treat any illness, disease or other physical 
or mental disorder of the person, and nothing said or done by the Rolfing Practitioner should be 
misconstrued to be such.  Furthermore, I understand that any relief of physical or emotional 
symptoms is coincidental to the Rolfing process and is not a goal of Rolfing. 
 
I understand that it is necessary for the Rolfing Practitioner to physically contact my child's body 
in order to assist in establishing balance and body alignment.  I give my consent and license to 
physically contact my child's body in order to help establish balance and body alignment, 
including but not limited to touching, pressing and moving my child's body.  I understand that I 
may at any time revoke such consent and license and terminate and discontinue the process of 
Rolfing. 
 
 
Date ________________ 
 
Child's name ____________________  Date of birth _____________ 
 
Parent (please print) ___________________________  
 
Signature ____________________________ 
 
Address ________________________________________________ 
  street   city  st  zip 
 
Phone ___________________ 
 
 
 

- More on back - 
Health Questionnaire 

 



Please print clearly.  This is used as a guideline.  There will be further discussion about your 
child with the Rolfing Practitioner. 
 
Child's Name _____________________________  Age __________ 
Weight ________ 
Height ________ 
 
Does your child have or ever had any of the following conditions, illnesses or problems?  
Answer Yes or No.  Be descriptive when appropriate. 

 
Heart condition ____  High blood pressure ____  Hemophilia ____  Diabetes ____  Cancer ____ 
Convulsions ____  Low blood pressure ____  Respiratory problems ____  Circulatory problems 
____  Digestive problems ____  Other __________________________________________ 
 
Is your child currently under the care of a medical physician, chiropractor or therapist? ____  
If yes, for what? _________________________________________________________   
If not, date of last physical ___________________ 
What medication has your child taken during the last six months? ________________________ 
Please describe, including dates, site or injury and treatments: 
Past injuries _____________________________________________________________ 
Past accidents ____________________________________________________________ 
Past surgeries ____________________________________________________________ 
Previous bodywork ________________________________________________________ 
What would you like your child to gain from Rolfing structural integration? ________________ 
______________________________________________________________________ 
Where did you learn about Rolfing and this Free Children's Clinic? _______________________ 
 
Thank you for taking the time to fill out this questionnaire.  It will remain confidential.  We 
appreciate your participation.   


