
Stretch ER 
 

Liability Waiver 
 
Please take a moment to read and initial or check the following information: 

 
I understand that Stretch ER sessions for Fascial Stretch Therapy is provided for stress reduction, 

relaxation relief from muscular tension, and improvement of circulation, range of motion and energy flow. 
 

If I experience pain or discomfort during any session, I will immediately inform my practitioner so 
that pressure can be adjusted to my level of comfort. I will not hold my practitioner responsible for any 
pain or discomfort I experience during or after the session. 

 
I affirm that I have notified my practitioner of all known medical conditions and injuries. 

 
I agree to inform my practitioner of any changes in my health and medical condition. I understand 

that there shall be no liability on my practitioner’s part should I forget to do so. 
 

I understand that Fascial Stretch Therapy and Pilates sessions are designed to assist in greater stretch 
gain and are non-sexual in nature. 

 
I understand that there is a 24-hour cancellation policy. If I am unable to cancel before that time 

I will be responsible for the costs associated with that session. 
 

I understand that the services offered today are not a substitute for medical care. I understand that my 
practitioner is not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat physical 
or mental illness. 

 
In exchange for consideration received, I hereby give permission to, Stretch ER, to use, re-use, publish, and 

re-publish pictures of me or in which I may be included intact or in part, without any restriction as to changes or 
alterations made through any and all media now or hereafter known for illustration, art, promotion, advertising, 
trade, or any other purpose. I hereby waive any claims I may have based on any usage of the 
photographs or works derived therefrom, including but not limited to claims for either invasion of privacy or libel. 

 
I HAVE READ THIS RELEASE OF LIABILITY AND ASSUMPTION OF RISK AGREEMENT, FULLY 
UNDERSTAND ITS TERMS, UNDERSTAND THAT I HAVE GIVEN UP SUBSTANTIAL RIGHTS BY 
SIGNING IT, AND SIGN IT FREELY AND VOLUNTARY WITHOUT ANY INDUCEMENT. 
 
Participant’s Name 
 
Participant’s Signature Date 
 
Parent/Guardian of Participant of Minority Age (Under age 18 at time of registration)  
This is to certify that I, as parent/guardian with legal responsibility for this participant, do consent and 
agree to his/her release, as provided above, of all the Releasees and, for myself, my heirs, assigns, and 
next of kin, I release and agree to indemnify and hold harmless the Release from any and all liabilities 
incident to my minor child’s involvement or participation in these programs as provided above, even 
if arising from their negligence, to the fullest extent permitted by law. 
 
Parent/ Guardian’s Name  
Parent/ Guardian’s Signature Date 
Emergency Telephone Number 


