
​REIKI ENERGY SESSION – CLIENT CONSENT AND ACKNOWLEDGMENT​

​Name __________________________ Telephone __________________________​

​Address: __________________________ City, State, Zip __________________________​

​Email __________________________​

​Emergency Contact _____________________Phone ___________________​

​Current Medications and dosage _______________________________________​

​Are you currently under the care of a physician? Yes ___ No ___​

​How did you hear about me? ________________________________________​

​Have you ever had a Reiki session before? Yes ___ No ___​

​If yes, when was your last session? ____________​

​What is your intention for this session?​

​__________________________________________________________________________________________________​

​__________________________________________________________________________________________________​

​I understand that Reiki is a form of holistic and natural relaxation, originating from Japan. A simple, gentle, energy​
​technique that is used for alleviating stress, anxiety, pain, fear, mood swings and imbalance. I understand that Reiki​
​facilitators/practitioners do not diagnose conditions, nor do they prescribe or perform medical treatment, nor prescribe​
​substances, nor interfere with the treatment of a licensed medical professional. It is recommended that I see a licensed​
​physician or licensed health care professional for any physical or psychological ailment that I may have. I understand that​
​Reiki can complement any medical or psychological care I may be receiving. I also understand that the body can heal​
​itself and to do so, complete relaxation is often beneficial. I acknowledge that long term imbalances in the body​
​sometimes require multiple sessions in order to deepen the level of relaxation needed by the body to heal itself. I​
​understand that the facilitator/practitioner will balance my energy with​​light touch/no touch (circle​​one)​​for the duration​
​of my Reiki session (s). I waive all liability for any personal injuries, illnesses, damages from Aspen Dreams LLC dba Crystal​
​Haven including all staff and owners.​

​Signed: ________________________________​

​Date: ___________________________​

​Privacy Notice: All information above will be kept confidential.​
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​Name: _______________________________________                Date: _____________________________________​

​What position do you normally sleep in? ____________________________________________________​

​Are your feet and hands warm currently? __________________________________________________​

​Which area do you experience the most discomfort or pain currently on a scale of 1-10, 1 in mild and 10 is extreme:​
​_______________________________________________________________________________________________​

​Are you experiencing any emotional imbalance currently? What kind and on a scale of 1-10, 1 is mild and 10 is extreme:​
​__________________________________________________________________________________________________​

​Before:​​Circle area of discomfort and put 1-10, 1​​is mild and 10 is extreme​

​After:​​Circle area of discomfort and put 1-10, 1 is​​mild and 10 is extreme​

​Recommendations/Homework:​
​_____________________________________________________________________________________​
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