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Client Intake Form

Client Name:
Date:  

Parent’s Name (if under age 16):  

Date of Birth:
Gender:  

Address:  

City:
State:

Zip:
_ Cell Phone:

Receive Text Messages: Yes / No (circle one) Email:  





Preferred Form of Communication: (circle one)

Phone
Text
Email Occupation:
Location:  



Emergency Contact:  

Relationship:
Phone Number:  

Referred By:  

Please check any conditions you (or your child) are experiencing:

   Acne
   Dermatitis
  Psoriasis

   Allergies
   Ear Infections
   Rhinitis

   Anxiety
   Eczema
   Rosacea

   Asthma
   Emphysema
  Sinus Infection

   Bronchial Infection
   Fatigue
  Sinusitis

   Bronchitis
   Hay Fever
  Smoker’s Cough

   Chronic ENT
   Influenza
  Snoring

   Cold/Flu
   Insomnia
  Stress

   COPD
   Migraines
  Wheezing

   Cystic Fibrosis
   Osteoporosis
  Other:  

   Depression
  Pneumonia

If you checked any of the above conditions, please see our specific treatment recommendation cards in our reception area.

Consent and Release for Halotherapy

Halotherapy (salt therapy) is the process of breathing in micro-sized salt particles that are created by a Halogenerator; which has not been approved by the Federal Food and Drug Administration (FDA) as a medical device for treatment of any disease or condition, or as an overall health benefit.

Halotherapy SHOULD NOT be undertaken if you are currently experiencing any of the following:

	Active Tuberculosis
	Fever

	Acute Stage of Respiratory Diseases
	Internal Diseases in Acute Stage

	Bleeding
	Intoxication

	Cardiac Insufficiency
	Requires Oxygen

	Chemotherapy
	Severe Kidney Disease

	Contagious Conditions
	Severe/Unstable Heart Disorder

	COPD in 3rd Stage
	Uncontrolled Hypertension


By initialing, I confirm that I AM NOT experiencing any of the above:

Initial:  

Smoking Policy: We respectfully ask current smokers to decline from making halotherapy appointments. If you have quit smoking and have continued not to smoke for at least two weeks we will happily accommodate you in our halotherapy rooms.

By initialing, I confirm that I AM NOT currently smoking nor have I smoked for at least two weeks.

Initial:  

DISCLAIMER: This treatment is not a substitute for medical advice.

Information provided by our website or any printed materials includes results that were obtained in clinical settings but have not yet been evaluated by the Food and Drug Administration. Any and all health information obtained or received from …salt… or anything affiliated with said company is to be used for preliminary and experimental purposes only. …salt… makes no claims or representations regarding this information. Sessions or products purchased from our company are not intended to treat, diagnose, prevent or cure any disease or condition; nor should it take the place of your treatment or medication prescribed to you by your doctor. For all of your health concerns or inquiries, please consult a licensed healthcare practitioner first.

By signing this form, I hereby release, discharge, indemnify, defend, protect and hold harmless

…salt…, a halotherapy spa, and all its members, employees, officers, independent contractors, agents and affiliates (hereafter referred to as the “Released Parties”) from any and all claims, liabilities, demands or injuries I may have against them relating to my participation (or my children’s participation) in halotherapy. I understand and agree that my (and my children’s) safety is my own responsibility and that I should stop and seek assistance if the need arises. By signing this form you are certifying that you have not relied on the verbal representations of any individual when deciding to participate in halotherapy.

NOTE: DO NOT SIGN THIS FORM UNLESS YOU HAVE READ AND FEEL YOU UNDERSTAND IT. PLEASE ASK ANY QUESTIONS YOU HAVE BEFORE SIGNING THIS FORM. DO NOT SIGN THIS FORM IF YOU HAVE TAKEN MEDICATION, WHICH MAY INPAIR YOUR MENTAL ABILITIES OR IF YOU FEEL RUSHED OR UNDER PRESSURE.

Client Name:
Date:
/
/ 

Signature:
Date:
/
/ 

