Body Care Massage School of the Healing Arts #037
121 Wyatt Dr. Ste. 9 

Las Cruces, NM 88005

(575) 525-6655
Admission Application

Please enclose a copy of your high school diploma, GED, Drivers License, Birth Certificate and $100.00 registration fee (non-refundable).

Cost of Program: $6500.00 (tuition) + $483.44 (taxes) + $350.00 (books) = $7333.44 (total)

Books
$350.00, Estimated: Massage Table $550.00, Sheets, Lotions, oils,  

Etc. $50-$150, Spa Supplies such as Hot Rocks, Towels, Product $40-$200 or more.

Are you interested in our Payment Plan?  Circle    Yes       No 

We Accept Cash, Check, Major CC - Visa, Master Card, Discover and American Express

Name:_______________________________________ Birth Date: _____________

Mailing Address:______________________________ City:____________________

Zip Code:______________  Social Security Number: _________________________

Home Phone: __________________ Cell Phone: ____________________________

E-mail Address: _______________________________  

In case of Emergency Please Contact: _________________ Relation:______________

Address:_____________________________________ Phone:___________________

Education
High School/College:__________________________  Dates Attended:_____________

Graduate:_______________ When?______________ Areas of Study:______________

Degrees Rec’d:__________________________________________________________

Other education related to Massage Therapy:_________________________________

______________________________________________________________________
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Employment
Current Employer:_______________________________ Phone:__________________

Address:________________________ How long?__________ Supervisor:___________

Previous Employer:____________________ Phone: ____________________________

Address:_____________________________ How long?_________________________

Supervisor:___________________________

Personal and Character References: 
Please give complete address and zip codes. Only list people you have known for (2) years or more. No relatives. 

Name:_______________________________________ Phone:_________________

Address:_____________________________________  Years known:____________

Name:_______________________________________ Phone:_________________

Address:_____________________________________  Years known:____________

Have you ever been convicted of a felony?  ____ Yes   ____ No  If yes please explain in detail the charges and lawful action. ______________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Everything in this application is true and correct.

Upon acceptance, a $500 tuition deposit will be required to hold your space in the class. It is refundable until 2 weeks before the 1st day of class, after which time it is non-refundable, unless the school cancels enrollment.

I have received - 1.) a complete copy of the Enrollment Agreement/Contract, and any attachments referenced to in the enrollment agreement/contract and enrollment agreement/contract supplements. 2.) the calendar for the enrolled program or the date when the calendar for the enrolled program will be provided, which shall be provided no later than the first day of class; and 3.)  the current BCSHA policy handbook and catalog.  I understand that this application will be processed and I will meet with the Director prior to the acceptance of enrollment to BCSHA. 

___________________________           _____________________________

Signature


                Date
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Confidential Health History
As a student you will be giving ad receiving massages routinely.  This history is a record of any problems that may required modification of massage therapy techniques during practice. 

Have you had a massage?__________________ if so how many?_________________

Do you have a chronic illness? ______________ if so what? _____________________

Do you have chronic pain? _________________ if so where?_____________________

Have you ever been physically or sexually abused?_____________________________

Have you had counseling? ________________________________________________

Have you had extreme injuries from an Auto Accident?_________ if so what were the extent of your injuries? __________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Do you exercise regularly?___________  Smoker? __________  

Under the care of  a physician? ___________ Take regular medications? ______ 

Please list:_______________________________________________________________

_______________________________________________________________________
_______________________________________________________________________
Have you ever been diagnosed with any of the following problems: Circle all that apply.

High blood pressure
Emotional Changes
Skin Disorder
Chronic pain

Phlebitis

Headaches

Fever

Acute pain

Diabetes

Arthritis

Sciatica
Infectious condition

Varicose veins

Osteoporosis

TMJ pain
Heart condition

Fibromyalgia

Chronic Fatigue
Hepatitis
Carpal tunnel syndrome

Head injury

Bipolar disorder
Whiplash
Herniated disc

Nail fungus

Tennis Elbow

Surgery
Knee problems

Shoulder injury
Poor posture

Allergies
Cancer

List any other condition not mentioned above: _______________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Physician:____________________________  Phone:__________________________

Address:_______________________________________________________________

I certify that all of the above information is true and correct, and I agree to notify BCSHA if illness or injury occur from this date throughout school enrollment to insure my safe participation in the massage therapy practice required by BCSHA. I give my permission to notify and confer with my personal physician if contraindications for giving or receiving massage therapy currently exist or occur during my school enrollment.

______________________________

____________________________ Signed






Date

______________________________

Print Name

