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Name

Email

Address							       city			   state		  zip

Occupation									        date of birth

How did you hear about us?

Mobile phone		              home phone			             work phone

Emergency contact name & telephone number

How would you like to be notified of your appointments?      

Have you had energy work before?

Do you have any goals for today’s session?

medical conditions - please check all conditions that apply
Circulatory
❑  Heart condition/ arrhythmia
❑  Phlebitis/ varicose veins
❑  High/ low blood pressure
❑  Circulation problems 

Musculoskeletal
❑  Spinal Problems

Reproductive
❑  Pregnancy

Respiratory
❑  Asthma

Skin
❑  Contagious Skin Conditions
❑  Open sores or wounds
❑  Rashes
❑  Allergies

Do you wear any of the  
following:
❑  Contact Lenses
❑  Orthopedic Device in shoes
❑  Hearing Aids

Stress Level:
❑  Low     ❑  Medium     ❑  High 

 Other
❑  Cancer/ Tumors
❑  Chronic Fatigue
❑  Chronic Pain/ Fibromyalgia
❑  Current Cold/ Flu/ Fever
❑  Contagious  Diseases
❑  Abdominal/ Back Pain
❑  Fainting/ Dizziness/ Vertigo
❑  Sensitivity to Heat/ Cold
❑  Trauma over the past year
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energy work intake form

Reiki and energy healing should not be used to treat or diagnose disease and is not meant 
to be an independent guide for self-healing.  If you have a health condition or concern, 
please seek the care of a licensed medical doctor or  healthcare professional.

please read

IHI® Form EN-NC05_Rev02.15.17

 ❑ telephone   ❑ email   ❑ text message - Please indicate phone carrier:
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Type of therapies you are receiving today: (indicate all therapy types)

❑  �Intuitive Energy  
Healing

❑  reiki
❑  Chakra Balancing

❑  aura clearing 
❑  Sound healing
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full body  -  front/back & sides head and neck
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Consent to Treatment of a Minor:

Policies and fees

Cancellation: Clients must cancel appointments 24 hours in advance. Appointments cancelled in less than 24 hours must be 
paid in full. Multiple missed appointments or late cancellations will result in no future appointments.

Appointment Time: Sessions run approximately 50 minutes for an hour and 25 minutes for a half hour. Late arrivals will only 
receive the remainder of their allotted time, but will be responsible for paying the full amount of their session.

Payment: Payment is due at the end of each session. We do not participate in any medical insurance plans. A $25 fee will be 
charged for checks returned by the bank.

The information contained within will be used to determine appropriate assessment and course of treatment. The information  
obtained is confidential and will only be released with written authorization from the client. It is requested that you update your case 
history and inform your health care provider should your health status change.

I have read the above policies and understand them clearly.

signature date

client signature date

signature of Parent 
or Guardian: date

therapist signature date

I, _______________________________________ understand that the body therapy given here is for the purpose of promoting: 
natural structural balance, pain reduction, relief of muscular tension or spasm, stress reduction, and increasing circulation. 
I understand that the therapist does not diagnose illness, disease or any other physical or mental disorder. As such, the therapist 
does not prescribe medical treatment or pharmaceuticals, nor does he/she perform any spinal manipulation. I understand the 
services are designed to be a health aid and are in no way to take the place of doctor’s care when it is indicated. Information 
exchanged during any session is educational in nature and is intended to help me become more familiar and conscious of my 
own health status and is to be used at my own discretion. 
Because a therapist must be aware of existing physical conditions, I have stated all my known medical conditions and take it 
upon myself to keep the therapist updated on my physical needs. 
I will indicate to the therapist anything that makes me feel uncomfortable. I understand that either I, or the therapist, have the 
right to terminate a session. 

By my signature below, I hereby authorize the therapist to administer body therapy to my child or dependant, as they deem 
necessary.
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