EAR CANDLING CLIENT INFORMATION FORM
Name:  _____________________________________________________________________________________
Phone:  (home)  __________________________________    (cell)  _____________________________________
Address:  ___________________________________________________________________________________
Email: (optional)  ____________________________________________________________________________
Emergency Contact:  __________________________________________________________________________
Current Medications and dosage:  _______________________________________________________________
____________________________________________________________________________________________
Are you currently under the care of a physician?  Yes  _____   No  _____
If yes, physician’s name:  ______________________________________________________________________
How did you hear about Stephanie’s Healing Organization?  _________________________________________
___________________________________________________________________________________________
Have you ever had an ear candling session before?  Yes  _____  No  _____
If yes, when was your last session?  ______________________________________________________________
Number of previous sessions?  __________________________________________________________________
What is your reason for having a session today?  ___________________________________________________
Are you sensitive to perfumes or fragrances?  ______________________________________________________
Are you sensitive to touch?  _____________________________________________________________________
I understand that ear candling is a natural, non-intrusive procedure that may help alleviate the painful effects of chronic headaches or sinus conditions, ear infections, allergies or vertigo, as well as minor hearing loss due to excessive earwax build up.  I understand that Ear Candling Practitioners do not diagnose conditions nor do they prescribe or perform medical treatment, prescribe substances, nor interfere with the treatment of a licensed medical professional.  I understand that Ear Candling 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 Ear Candling can complement any medical or psychological care I may be receiving.  I also understand that the body has the ability to 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 facilitate the level of relaxation needed by the body to heal itself.  


___________________________________		___________________________________
Date							Signature of client
Privacy Notice:  No information about any client will be discussed or shared with any third party without written consent of the client or parent/guardian if the client is under 18.  
