Client Intake Form

Sacred Owl Healing Arts
Reiki and Sound Healing Client Form
221 Amerine Road
Maryville, TN 37804


Name:___________________________________________________________________DOB:_____________________

Address:___________________________________________________________________________________________

Cell:_________________________________________Email:_________________________________________________

Emergency Contact Name and Phone____________________________________________________________________

Do you have any implanted devices in your body, i.e., pacemaker? (  )No  (  )Yes_________________________________
Sound Healing Sessions are NOT recommended if you have any implanted devices in your body. Please consult with your physician before scheduling. 

Referral Name:______________________________________________________________________________________

Session Consent Disclaimer:
Reiki is a simple, gentle, energy technique that is used for stress reduction and relaxation and may include the use of pendulums, crystals, smudging, bells, etc. Sound Healing is sound healing used to treat stress reduction and relaxation and may include the use of different instruments and can include crystal singing bowls, pendulums, smudging, drums, bells, chimes, etc. I understand that Reiki and/or Sound Healing is a form of non-invasive and non-manipulative touch and that this practice is in no way related to massage therapy. I understand that Reiki and/or Sound Healing is not a substitute for medical or psychological diagnosis or treatment, nor do they prescribe or perform medical treatment, prescribe substances, nor interfere with the treatment of a licensed medical professional. I understand that Reiki and/or Sound Healing does not take the place of medical care. It is recommended that I see a licensed physician or licensed health care professional for any physical or psychological ailment I may have. I understand that Reiki and/or Sound Healing can complement any medical or psychological care I may be receiving. NEVER DISREGARD PROFESSIONAL MEDICAL ADVICE OR DELAY SEEKING MEDICAL TREATMENT BECAUSE OF SOMETHING YOU HAVE READ OR ACCESSED THROUGH RESEARCH. I understand that the body has the ability to heal itself and to do so, complete relaxation is beneficial. I acknowledge that long term imbalances in the body sometimes require multiple sessions in order to facilitate the level of relaxation needed by the body to heal itself. If I am uncomfortable in any way during my session, I have the right to terminate the session. If I experience any pain or discomfort during my session, I will immediately inform my practitioner so they can adjust my level of comfort. Any illicit or sexually suggestive remarks or advances made by me will result in immediate termination of the session and I will be liable for payment of the scheduled appointment. I understand that comfortable clothing, free of metal, buttons, wires is required to wear during my session for best outcome. I affirm that I have stated all known medical conditions and have answered all questions honestly. I agree to keep the practitioner updated as to any changed in my medical profile and understand there shall be no liability on the practitioner's part should I fail to do so.

Client Name:_______________________________________________________________________________________

Client Signature:______________________________________________________________Date:__________________
If client is under (18) a parent or guardian signature is required.

Payment and Cancellation Policy:
Payment is required when treatment is rendered unless other arrangements have been made. I agree I am responsible for all charges accrued. If paying in forms other than cash, I agree payment will be sent withing 1 hour following session. I agree that no checks will be accepted. 

If you wish to cancel your appointment, I will contact Celena Wilson at 865-850-0363 by phone or text at least 24 hours in advance. If I fail to cancel the session within 24 hours, I may be charged for the missed session unless the session was missed due to illness or family emergency. 


Client Name:_______________________________________________________________________________________

Client Signature:______________________________________________________________Date:__________________
If client is under (18) a parent or guardian signature is required.


Would you like to be added to Sacred Owl Healing Arts Facebook page for upcoming events and appointment reminders?
(  ) No  (  ) Yes: Facebook Profile Name:__________________________________________________________________

