Polarity Therapy / Reiki Intake Form
SomaLux Energy Arts
(602) 421-2595
​
Date of Initial Visit_______________________
How did you hear about SomaLux?  Internet____ Referral_____(by who?)____________________________________
What Search Engine or Site?_____________________________________________________________________

Personal Information
Name: ___________________________________  Occupation: _________________________________________
Email Address: _________________________________Phone: (_____) __________________
Do you receive TEXT?  Yes ___ NO____                 DOB: _______________________(MM/DD/YY)        
Address: __________________________ City: _____________ State: _____ Zip: ___________

Bodywork Experience
Have you ever had a professional massage or energy therapy work before?  Y / N
If yes, what and when was your last session, and how was your experience? ______________________________________________________________________________________________
Do you have any difficulty lying on your front, back, or side? Y / N
If so please explain______________________________________________________________________________
Do you sit for long hours at a workstation, computer, or driving?  Y/ N
What is your goal for today? _____________________________________________________________________

Polarity Therapy uses a mix of light, active, and deep/penetrating touch. Reiki uses only light touch. 
Are there types of pressure you cannot tolerate at all? (Please Circle)  Light----Medium----Firm----Deep

Are you uncomfortable with any of the following areas commonly worked with?
Gluteal Region / Hips (Y/N)      	Abdominal Region (Y/N)         Face/Scalp (Y/N)        Hands / Feet (fingers/toes) (Y/N )
Other (please specify): ______________________________________________________________________________________________

Health History
Have you been diagnosed with any conditions by a doctor that might interfere with this work?  Y / N
If so, please explain___________________________________________________________________________
Are you currently under medical supervision? Y / N
If so, please explain___________________________________________________________________________
Do you see a chiropractor?  Y / N
Do you have any areas of the body the practitioner should be aware of and take extra care with – old injuries, sensitive areas, previous surgeries, implanted medical devices, etc.? (Y / N)
If so, please explain___________________________________________________________________________

Is there a particular area of the body that you are experiencing tension, stiffness, pain or other discomfort?  Please list below.
_________________________________________________________________________
_________________________________________________________________________

What type of physical work activities do you do at your job or past time that causes irritation, pain or stiffness in areas of your body?  Please explain________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________

Please indicate any Present (P), Past (X), or Recurring (R) conditions:

____ Numbness/ Tingling  				____ Carpal Tunnel Syndrome 
 ____ Rheumatoid Arthritis    				____ Spasms/ Cramping
____ Arthritis           					____ Chronic Fatigue Syndrome                                                                               
____ Sciatica                  				____ TMJ/ Jaw Pain                                
____ Asthma            					____ HIV/AIDS                                         
____ Osteoporosis/Osteopenia				____ Tumor 
____Osteoarthritis Pain					____ Diabetes  
     --Location:______________				    ____ Type I   
     --Muscular or Joint:_________________		    ____ Type II  	
     --Chronic?  Yes /No
  ____ Bursitis                  				____ Fibromyalgia	                    
  ____ Cancer                                                                    ____ General Fatigue   
        --Location: ___________________        
        --Treatment: __________________        
        -- In Remission?  Y/N                       
____ Headaches                                                  
        --Type: _____________________
        --Frequency: ________________
____ Heart Condition
____ High/ Low Blood Pressure
____ High/ Low Cholesterol

﻿


[bookmark: _GoBack]Release Form​

By signing this, I agree that I have answered all questions to the best of my knowledge and that I will inform the therapist of any pertinent changes in my condition. If I experience any pain/discomfort or need the pressure adjusted, I will inform the therapist immediately.
﻿
I understand that an energy therapist cannot diagnose any illness, disease, or any physical or mental disorders, nor can the therapist prescribe any medication. I understand that nothing said in a session should be construed as such. I understand that biofield therapy is intended to work in conjunction with my healthcare, not act as a substitute for medical examination.  I understand that it is my responsibility to consult a physician for any ailments I may have.
I understand that biofield therapy is a therapeutic measure used to reduce stress, muscular tension, and pain. I understand there are no guarantees for recovery and if I am unsatisfied with the progress made with my treatment I will inform the therapist, so he/she may direct me to another treatment. I understand that both reiki and polarity therapy are clothed modalities, requiring at most the removal of shoes and, if requested by the therapist, socks. I may request additional cover on the table, which the therapist will provide. I also understand that biofield therapy is non-sexual in nature and any advancement made will terminate the session.
﻿
I understand that certain conditions or medications may contraindicate (not permit) therapy or may require the use of alternate techniques. I will respect the decision of the therapist in determining contraindications, and I am fully prepared to reschedule the session for a later date if requested by the therapist. 

​Print Name: __________________________________________________________________
​
Signature: ____________________________________________________________________
​
Date: ___________________________________
