Atlanta Body Retreat, LLC — Radial Acoustic Sound Wave Therapy Consent
	ATLANTA BODY RETREAT, LLC
Radial Acoustic Sound Wave Therapy
Informed Consent · Medical Disclosure · Financial Agreement · Release of Liability
	Sloane Warren
CMLD Specialist
Atlanta Body Retreat, LLC
Marietta, Georgia



	⚠  IMPORTANT LEGAL & MEDICAL DOCUMENT — Read every section carefully before signing. Do not sign if you have any questions. Ask your technician before proceeding. ⚠



	SECTION 1 — CLIENT INFORMATION



	Full Legal Name (Print)
	Date of Birth

	Email Address
	Phone (Cell)

	Phone (Home)
	Phone (Work)



	Address



	City
	State / Zip

	Emergency Contact Name
	Emergency Contact Phone

	Emergency Contact Relationship
	Alternate Emergency Phone

	Referring Physician (if applicable)
	Referring Physician Phone



	SECTION 2 — TREATMENT AREAS & CONDITIONS BEING ADDRESSED — Check All That Apply



Musculoskeletal / Pain & Recovery Applications
	☐  Plantar Fasciitis / Heel Pain
	☐  Achilles Tendonitis
	☐  Tennis / Golfer's Elbow

	☐  Patellar Tendonitis (Knee)
	☐  Rotator Cuff / Shoulder Tendinitis
	☐  Frozen Shoulder / Calcific Tendinitis

	☐  Trochanteric Bursitis / Hip Pain
	☐  Shin Splints / Tibial Stress
	☐  Myofascial Trigger Points (Upper Back)

	☐  Post-Surgical or Post-Injury Scar Tissue
	☐  Other Chronic Tendon/Fascia Condition
	



Aesthetic / Body Contouring Applications
	☐  Thighs-Quads and Hamstrings
	☐  Flanks / Love Handles
	☐  Upper Arms

	☐  Back
	☐  Gluteal Region/Hips
	☐  Inner / Outer Thighs

	☐  Calves
	☐  Skin Firmness / Elasticity
	☐  Stretch Marks

	☐  Scar Smoothing (cosmetic)
	
	



	SECTION 3 — FINANCIAL POLICY & FEES



	PAYMENT TERMS — Please Read Before Proceeding
•  All services are payable in full prior to the commencement of each session.
•  Package pricing is available in 6-session, 12-session, and 24-session options. Packages paid in full on the first visit receive our best package discount.
•  Packages are non-refundable once treatment has commenced.
•  Cherry Payment Plan financing is available. Clients who finance through Cherry will be billed at full retail price per session — package discounts do not apply to financed plans.
•  Returned checks and declined electronic payments will incur a $35 returned payment fee plus any applicable collection costs.
•  Accounts referred to collections will be responsible for all collection fees, agency costs, and attorneys' fees.



	SERVICE / PACKAGE
	PAYMENT DETAILS

	Single Session — Per Area
	Amount: $____________  Date Paid: ____________

	6-Session Package — Paid in Full
	Amount: $____________  Date Paid: ____________

	12-Session Package — Paid in Full
	Amount: $____________  Date Paid: ____________

	24-Session Package — Paid in Full
	Amount: $____________  Date Paid: ____________

	Cherry Payment Plan — Sessions Financed
	Authorization #: ____________  Sessions: ____



	Client Initials — I have read and agree to the financial policy above




	SECTION 4 — COMPREHENSIVE MEDICAL BACKGROUND & CONTRAINDICATION SCREENING



	IMPORTANT
A YES answer to any question below does not automatically disqualify you from treatment. However, ALL YES answers must be disclosed and explained. Treatment may be modified, postponed, or refused based on clinical judgment. Failure to disclose a known contraindication releases Atlanta Body Retreat, LLC and its technicians, including Sloane Warren, from all liability arising from that undisclosed condition.



	CARDIOVASCULAR & CIRCULATORY

	QUESTION
	YES
	NO

	Do you have any diagnosed heart condition, disease, or disorder?
	○ YES
	○ NO

	Do you have a cardiac pacemaker, defibrillator, or any implanted electronic device?
	○ YES
	○ NO

	Do you have a history of or current deep vein thrombosis (DVT) or thrombophlebitis?
	○ YES
	○ NO

	Do you have any cardiovascular or vascular disease (e.g., peripheral artery disease, varicose veins) in or near the treatment area?
	○ YES
	○ NO

	Do you have uncontrolled high or low blood pressure?
	○ YES
	○ NO

	Do you have a history of stroke or transient ischemic attack (TIA)?
	○ YES
	○ NO

	Do you have a known clotting disorder or history of abnormal bleeding?
	○ YES
	○ NO

	Are you currently taking anticoagulant medications (blood thinners)?
	○ YES
	○ NO



	METABOLIC, ENDOCRINE & ORGAN HEALTH

	QUESTION
	YES
	NO

	Do you have Type 1 or Type 2 diabetes, or advanced/uncontrolled diabetes?
	○ YES
	○ NO

	Do you have diabetic or other peripheral neuropathy affecting sensation in the treatment area?
	○ YES
	○ NO

	Do you have diagnosed thyroid disease (hypothyroidism or hyperthyroidism)?
	○ YES
	○ NO

	Do you have any known kidney (renal) disease or impaired kidney function?
	○ YES
	○ NO

	Do you have any known liver disease or impaired liver function?
	○ YES
	○ NO

	Do you have osteoporosis or significantly reduced bone density in the treatment area?
	○ YES
	○ NO

	Do you have any hormonal disorder or are you currently undergoing hormone therapy?
	○ YES
	○ NO



	REPRODUCTIVE HEALTH

	QUESTION
	YES
	NO

	Are you currently pregnant or believe you may be pregnant?
	○ YES
	○ NO

	Are you currently nursing or breastfeeding?
	○ YES
	○ NO

	Do you have an intrauterine device (IUD) or other implanted reproductive device (relevant only if treating the abdomen/pelvis)?
	○ YES
	○ NO



	ONCOLOGY & IMMUNE SYSTEM

	QUESTION
	YES
	NO

	Do you have any current or prior diagnosis of cancer or tumor, especially in or near the treatment area?
	○ YES
	○ NO

	Are you currently undergoing chemotherapy, radiation, or immunotherapy?
	○ YES
	○ NO

	Do you have any known immunodeficiency condition (e.g., HIV/AIDS)?
	○ YES
	○ NO

	Do you have any autoimmune condition affecting skin, connective tissue, or joints (e.g., lupus, scleroderma, rheumatoid arthritis)?
	○ YES
	○ NO



	NEUROLOGICAL & SENSORY

	QUESTION
	YES
	NO

	Do you have epilepsy or a history of seizures?
	○ YES
	○ NO

	Do you have any diagnosed neurological disorder (e.g., Parkinson's, multiple sclerosis)?
	○ YES
	○ NO

	Do you have known polyneuropathy or any condition affecting sensation in the treatment area?
	○ YES
	○ NO

	Do you have reduced or abnormal sensitivity to heat, pressure, or touch in the treatment area?
	○ YES
	○ NO




	SKIN, MUSCULOSKELETAL & TREATMENT-AREA HISTORY

	QUESTION
	YES
	NO

	Do you have any active skin infection, open wound, rash, or unhealed tissue in the treatment area?
	○ YES
	○ NO

	Do you have a history of keloid scarring?
	○ YES
	○ NO

	Have you had a corticosteroid (cortisone) injection in the treatment area within the past 6 weeks?
	○ YES
	○ NO

	Do you have any metal plates, screws, pins, or hardware in or near the treatment area?
	○ YES
	○ NO

	Are you under 18, or do you have growth plates that have not yet closed?
	○ YES
	○ NO

	Do you have any polyps, cysts, or unexplained masses in or near the treatment area?
	○ YES
	○ NO

	Do you have a known or suspected complete tendon/ligament rupture (as opposed to chronic tendinopathy) at the treatment site?
	○ YES
	○ NO

	Have you had a fracture at or near the treatment site within the past 3 months?
	○ YES
	○ NO

	Have you had abdominal or body-contouring surgery within the past 8 weeks?
	○ YES
	○ NO



	INFECTIOUS DISEASE & GENERAL HEALTH

	QUESTION
	YES
	NO

	Do you have any active infection, fever, or acute systemic inflammation currently?
	○ YES
	○ NO

	Do you have any communicable or infectious disease?
	○ YES
	○ NO

	Are you allergic to ultrasound gel, conductive media, or other topical products?
	○ YES
	○ NO

	Are you currently taking any prescription medications? (list below)
	○ YES
	○ NO

	Are you currently taking corticosteroids or anti-inflammatory medications?
	○ YES
	○ NO

	Are you currently taking any vitamins, supplements, or herbal remedies?
	○ YES
	○ NO

	Are you currently under the care of a physician for the condition being treated, or for any other condition?
	○ YES
	○ NO

	Do you have a history of pancreatitis, thrombosis, or any tumor disease not already disclosed above?
	○ YES
	○ NO



Please explain all YES answers, list all medications, supplements, and current physician information below:
	YES Answer Explanations (continue on back if needed)



	Current Medications (include dose and frequency)



	Vitamins / Supplements / Herbal Remedies



	Current Physician Name & Phone Number



	Known Allergies (medication, topical products, gel/conductive media)




	SECTION 5 — TECHNOLOGY DESCRIPTION & MECHANISM OF ACTION



	RADIAL ACOUSTIC SOUND WAVE (SHOCKWAVE) THERAPY
Radial acoustic wave therapy uses a handheld applicator to deliver a rapid series of high-pressure acoustic pulses into the skin and underlying tissue. Inside the applicator, a compressed-air-driven mechanism accelerates a small projectile; the kinetic energy of that impact converts into an acoustic pressure pulse, which is transmitted through the skin into the target tissue (tendon, fascia, muscle, scar tissue, or subcutaneous connective tissue, depending on treatment area and applicator head used).
This mechanical stimulus is associated with: increased local blood flow and formation of new small blood vessels; stimulation of fibroblast activity and collagen production/remodeling; assistance in breaking down calcific deposits and chronic fibrotic or scar adhesions; and modulation of pain signaling at the treated site.
Device certification: This service uses a CE-marked radial acoustic wave device, compliant with EN60601-1-2 medical electrical equipment safety standards. Atlanta Body Retreat, LLC makes no representation that this device carries FDA clearance for any specific medical indication. This treatment is offered as a non-invasive wellness and recovery-support service. It does not constitute the practice of medicine, is not a medical diagnosis or treatment, and is not a substitute for care from a licensed physician.



	RESULTS DISCLOSURE
Results vary significantly based on the individual condition being treated, its duration and severity, individual physiology, activity level, and adherence to pre- and post-treatment instructions.
Multiple sessions, following the full protocol recommended for your specific condition, are typically required to achieve meaningful results. This is a process, not a single-session procedure. See Section 6 for the benefits associated with completing a full course of treatment, and the conditions under which those benefits are not guaranteed.
Atlanta Body Retreat, LLC and its technicians, including Sloane Warren, make no guarantee of any specific outcome. For musculoskeletal applications (e.g., plantar fasciitis, tendonitis, frozen shoulder), this treatment is intended to support recovery alongside, not replace, care from a licensed physician or physical therapist. For aesthetic applications (e.g., cellulite, skin firmness, scar smoothing), this is a cosmetic service only and does not constitute weight loss or medical treatment.



	SECTION 6 — POTENTIAL BENEFITS OF A FULL TREATMENT COURSE



The benefits below reflect what a full, technician-recommended course(Multiple sessions based on situation) of radial acoustic sound wave therapy may support. Individual results vary, and no specific outcome is promised.
Pain Relief & Mobility
•  Reduction in chronic pain associated with plantar fasciitis, tendonitis, and calcific shoulder conditions
•  Improved range of motion in stiff or restricted joints, including frozen shoulder
•  Support for reduced reliance on anti-inflammatory medication for chronic pain management
•  Support for a gradual return to normal activity, exercise, and sport-specific movement

Tendon, Fascia & Soft Tissue Recovery
•  Stimulation of the body's natural healing response in chronic tendon and fascia conditions
•  Support for the breakdown of calcific deposits associated with calcific tendinitis
•  Improved local blood flow and circulation to the treated area
•  Reduction in muscle tension and myofascial trigger points
•  Support for tissue remodeling in cases of chronic tendinopathy that have not responded to rest alone

Scar Tissue & Post-Surgical Recovery
•  Softening and increased pliability of post-surgical or post-injury scar tissue and adhesions
•  Improved mobility of tissue surrounding a scar or adhesion site
•  Support for smoother-appearing, less restricted scar tissue over a full course of treatment

Skin & Body Contouring (Aesthetic Applications)
•  Improved skin texture and firmness in treated areas
•  Support for a reduction in the visible appearance of cellulite
•  Stimulation of collagen production associated with improved skin elasticity
•  Support for lymphatic circulation in treated areas

	FULL-PROTOCOL REQUIREMENT — PLEASE READ CAREFULLY
The benefits described above are associated ONLY with completion of the full course of treatment recommended by your technician, at the frequency and number of sessions advised for your specific condition.
If you do not complete the full recommended protocol — whether due to missed sessions, discontinuing treatment early, spacing sessions further apart than recommended, or declining a recommended number of sessions — Atlanta Body Retreat, LLC makes no representation or guarantee of any benefit, partial or otherwise.
Neither Atlanta Body Retreat, LLC nor its owners, officers, employees, independent contractors, or technicians, including Sloane Warren, may be held liable, financially or otherwise, for incomplete, diminished, delayed, or absent results arising from a client's failure to complete the full recommended protocol. No refund, credit, or claim will be honored on the basis of incomplete results where the client did not complete the recommended course of treatment.




	SECTION 7 — KNOWN RISKS, SIDE EFFECTS & ADVERSE EVENTS



The following risks have been documented in association with radial acoustic sound wave (shockwave) therapy. This list is not exhaustive. By signing this form you acknowledge that you have been informed of these risks and consent to treatment regardless.
	COMMON / EXPECTED (typically resolve within 24–72 hrs)
•  Temporary redness, warmth, or mild erythema in the treated area
•  Mild swelling or localized edema
•  Bruising or petechiae (small red/purple spots) at the treatment site
•  Temporary tenderness, soreness, or achiness in the treated area, particularly over tendon or fascia sites
•  Transient tingling, numbness, or altered skin sensation
•  Temporary increase in symptoms before improvement (a 'flare' response) in some chronic tendon/fascia treatments
•  Mild fatigue following aesthetic body-contouring sessions
	LESS COMMON / SERIOUS — Require Immediate Disclosure
•  Hematoma (larger, deeper bruising)
•  Petechiae or skin damage, with increased risk following recent corticosteroid (cortisone) injection in the treatment area. This is why we ask you to wait till doctor clearance for this treatment post injection.
•  Irregular heart rhythm or other cardiac disturbance during treatment (rare; increased risk with underlying cardiac conditions or treatment near the chest/torso), however we do not go near the heart area for this purpose.
•  Nerve irritation or altered sensation lasting beyond a few days
•  Aggravation of an undiagnosed tendon or fascia tear. It is important to inform if you have ever had a tear in that specific area.
•  Allergic reaction to gel or conductive media used during treatment. We do use non scented hypo-allergenic ultrasound gel.
•  Infection (rare; increased risk with broken skin at the treatment site) This is why we only treat when wounds have fully healed.



	ABSOLUTE CONTRAINDICATIONS — Treatment WILL NOT Be Performed If Any Apply
•  Active or suspected pregnancy — treatment will not be performed on the abdomen, low back, or pelvis
•  Pacemaker, defibrillator, or other implanted electronic device in or near the treatment field
•  Active cancer or tumor in or near the treatment area, or currently undergoing chemotherapy/radiation, without written physician clearance
•  Active deep vein thrombosis (DVT), thrombophlebitis, or known blood clotting/bleeding disorder
•  Currently taking anticoagulant (blood-thinning) medication, without written physician clearance
•  Acute or active infection, fever, or open wound at the treatment site
•  Treatment directly over the eyes, heart, spinal cord, reproductive organs, kidneys, liver, or any area with gas-containing organs
•  Treatment in immediate proximity to large nerve bundles or major blood vessels, or on the head
•  Growth plates that have not yet closed (clients under 18 require guardian consent and, where applicable, physician clearance)
•  Known polyneuropathy or other condition significantly affecting sensation at the treatment site
•  Acute local inflammation at the treatment site
•  Corticosteroid injection at the treatment site within the past 6 weeks, without written physician clearance




	SECTION 8 — PRE-TREATMENT & POST-TREATMENT PROTOCOL



	PRE-TREATMENT — Before Your Session
•  Stay well hydrated in the days leading up to your session
•  Where medically appropriate, avoid NSAIDs (ibuprofen, naproxen) for 48 hours before treatment, since controlled inflammation plays a role in the healing response — do not stop any prescribed medication without consulting your physician
•  Do not apply lotion, oil, or numbing cream to the treatment area on the day of your session
•  Wear loose, comfortable clothing that allows easy access to the treatment area
•  Inform your technician of any new medications, injuries, or symptoms since your last visit
•  Do not schedule treatment directly over a recent cortisone injection (minimum 6-week wait)
	POST-TREATMENT — After Your Session
•  Mild soreness at the treated area is normal for 24–72 hours
•  Avoid ice packs directly on the treated area for the first 24 hours unless directed otherwise by your technician
•  Avoid strenuous activity or heavy loading of the treated tendon/joint for 24–48 hours
•  Stay well hydrated for 48 hours following treatment
•  Avoid hot tubs, saunas, or direct heat on the treatment area for 24 hours
•  Follow any stretching, activity-modification, or home-exercise guidance provided by your technician
•  Attend all scheduled sessions in your recommended protocol — spacing sessions further apart than advised may reduce effectiveness



	FAILURE TO FOLLOW AFTER-CARE INSTRUCTIONS
Non-compliance with pre- and post-care instructions, or failure to complete the full recommended protocol described in Section 6, may compromise treatment results, increase the risk of adverse events, and voids any outcome expectations. Atlanta Body Retreat, LLC is not responsible for diminished, delayed, or absent results attributable to client non-compliance with written or verbal after-care instructions, or to early discontinuation of the recommended treatment course.



	Client Initials — I have read, received, and agree to follow all pre- and post-treatment instructions, and understand the full-protocol requirement in Section 6




	SECTION 9 — PHOTOGRAPHY & DOCUMENTATION



Before, during, and after photographs and/or videos may be taken to document treatment progress. These images are retained in your confidential client file and become the sole property of Atlanta Body Retreat, LLC.
	☐
	I consent to photographs/videos being taken for treatment documentation and internal records only.

	☐
	I additionally consent to Atlanta Body Retreat, LLC using de-identified (name removed) images for legitimate marketing purposes (website, social media, before/after portfolios) only.

	☐
	I DO NOT consent to my images being used for any purpose other than my personal clinical record.




	SECTION 10 — INFORMED CONSENT — Initial Each Statement



	READ EACH STATEMENT CAREFULLY AND INITIAL. DO NOT SIGN UNLESS YOU HAVE READ AND UNDERSTOOD EACH ITEM.



	INITIAL
	STATEMENT

	_______
	Non-Medical / Wellness Purpose
I understand that radial acoustic sound wave therapy as offered by Atlanta Body Retreat, LLC is a non-invasive wellness and recovery-support service. It is not a substitute for diagnosis, treatment, or care by a licensed physician, and does not constitute the practice of medicine. I have been encouraged to obtain or maintain physician oversight for any medical condition being addressed.

	_______
	No Guarantee of Results
I understand that no specific outcome has been promised or guaranteed. Results vary from person to person based on the condition treated, individual physiology, lifestyle, and compliance with the full recommended protocol and after-care instructions. I have not been led to believe I will achieve any specific result.

	_______
	Full-Protocol Acknowledgment
I have read Section 6 of this document describing the potential benefits of a full treatment course. I understand that if I do not complete the full protocol recommended by my technician, Atlanta Body Retreat, LLC makes no representation of any benefit, and neither Atlanta Body Retreat, LLC nor its technicians may be held liable for incomplete, diminished, or absent results.

	_______
	Nature of the Technology
I understand the mechanism of action of radial acoustic sound wave therapy as described in Section 5, including that it involves mechanical/acoustic energy delivered to sub-dermal tissue via a handheld applicator.

	_______
	Risk Acknowledgment
I have read Section 7 of this document in its entirety. I acknowledge and accept all known and described risks associated with this treatment, including bruising, altered sensation, and all other listed events.

	_______
	Accuracy of Disclosure
I certify that all health information I have provided on this form is accurate, truthful, and complete. I understand that any undisclosed contraindication resulting in an adverse event is my sole responsibility and releases Atlanta Body Retreat, LLC and its technicians, including Sloane Warren, from any liability arising from that non-disclosure.

	_______
	After-Care Compliance
I understand that adherence to pre- and post-treatment instructions, including completion of the full recommended protocol, is essential. I accept that non-compliance may compromise results and increase risk, and that Atlanta Body Retreat, LLC bears no responsibility for outcomes diminished by my non-compliance.

	_______
	Right to Refuse / Modify Service
I understand that Atlanta Body Retreat, LLC and its technicians reserve the right to refuse, postpone, or modify treatment at any time in their professional judgment, including upon identification of a contraindication not previously disclosed.

	_______
	Age Confirmation
I confirm that I am 18 years of age or older and legally competent to enter into this agreement, or that a parent/legal guardian has provided consent below on my behalf.

	_______
	Voluntary Consent
I am entering into this agreement voluntarily and of my own free will. I have not been pressured or coerced. I understand I may withdraw consent at any time prior to or during treatment.




	SECTION 11 — RELEASE OF LIABILITY, WAIVER & INDEMNIFICATION



	RELEASE, WAIVER OF LIABILITY, COVENANT NOT TO SUE, AND INDEMNIFICATION AGREEMENT
I, the undersigned, in consideration of receiving radial acoustic sound wave therapy from Atlanta Body Retreat, LLC, do hereby voluntarily release, discharge, waive, and forever hold harmless Atlanta Body Retreat, LLC, its owners, officers, members, employees, independent contractors, technicians, and agents, including Sloane Warren, CMLD Specialist (collectively "Atlanta Body Retreat"), from any and all claims, demands, actions, causes of action, damages, losses, liabilities, costs, and expenses of any nature whatsoever, whether known or unknown, foreseen or unforeseen, direct or indirect, arising out of or in any way relating to the services I have requested and received.
This Release specifically includes, without limitation, claims arising from:
•  Any adverse reaction, side effect, or complication described in or omitted from Section 7 of this document;
•  Any aggravation of a pre-existing condition, whether disclosed or undisclosed on this form;
•  Any failure to achieve a desired outcome, including incomplete results attributable to failure to complete the full recommended protocol described in Section 6;
•  Any allergic reaction to products used during treatment where the allergy was not disclosed on this form;
•  Any injury resulting from non-compliance with pre- or post-treatment instructions;
•  Any condition arising from treatment performed in reliance on information provided by the client on this form;
•  Normal and expected post-treatment responses including but not limited to bruising, soreness, and transient changes in skin sensation or appearance.
I further agree to indemnify, defend, and hold harmless Atlanta Body Retreat from and against any and all third-party claims, causes of action, damages, judgments, losses, costs, and expenses, including reasonable attorneys' fees and litigation costs, arising out of or in connection with the treatments I have requested.
I expressly assume all risk of injury or adverse outcome arising from the requested treatments. It is the intention of both parties that this agreement bind any and all persons whose claims may arise out of or relate to the services provided, including but not limited to any spouse, heirs, children (born or unborn), or representatives of the undersigned.
This Release does NOT apply to claims arising solely from gross negligence or intentional misconduct on the part of Atlanta Body Retreat, LLC or its technicians.
I acknowledge that I have read this Release in its entirety, that I understand its legal effect, that I understand I am surrendering certain legal rights, and that I have had a full and fair opportunity to seek independent legal counsel prior to signing.




	SECTION 12 — GOVERNING LAW, ARBITRATION & DISPUTE RESOLUTION



	ARBITRATION AGREEMENT
Any dispute arising out of or related to the services provided by Atlanta Body Retreat, LLC — including any claim of negligence, malpractice, or breach of this agreement — shall be resolved exclusively through binding arbitration. Arbitration proceedings will be conducted in accordance with the arbitration statutes of the State of Georgia. The cost of the arbitrator will be split pro-rata among all parties, and each party shall bear their own attorneys' fees and legal costs incurred in connection with the arbitration.
Notwithstanding the foregoing, any action brought solely to collect unpaid fees for services rendered may be filed in any court of competent jurisdiction located within the State of Georgia, and the prevailing party in any such collection action shall be entitled to recover its reasonable attorneys' fees and court costs. The filing of any such court action to collect fees shall not constitute a waiver of, and shall not affect, the right of either party to compel arbitration of any malpractice or negligence claim arising from those same services.
This Agreement shall be governed by and construed in accordance with the laws of the State of Georgia. Venue for any court proceeding permitted under this Agreement shall be in Cobb County, Georgia. Should any individual provision of this Agreement be found invalid or unenforceable by a court of competent jurisdiction, all remaining provisions shall continue in full force and effect without modification.



	SECTION 13 — SIGNATURES & FINAL ACKNOWLEDGMENT



	BEFORE SIGNING
By signing below, you confirm that: (1) you have read this entire document; (2) you understand all terms; (3) you are over the age of 18 (or a parent/guardian is signing on behalf of a minor); (4) you are signing voluntarily; (5) you have had the opportunity to ask questions and receive answers to your satisfaction; and (6) you understand that you are surrendering certain legal rights.



CLIENT / PATIENT SIGNATURE
	Client / Patient Signature



	Client / Patient Printed Name
	Date Signed



PARENT / LEGAL GUARDIAN SIGNATURE (if client is a minor)
	Parent / Legal Guardian Signature



	Parent / Legal Guardian Printed Name
	Date Signed



TECHNICIAN / PRACTITIONER ACKNOWLEDGMENT
	Accepted by Technician / Practitioner Signature



	Technician / Practitioner Printed Name
	Date Signed



FOR OFFICE USE ONLY
	Form Reviewed:  ☐ Complete   ☐ Incomplete
	Sessions Authorized:  ☐ 6  ☐ 12  ☐ 24  ☐ Cherry Plan

	Photo ID Verified:  ☐ Yes   ☐ No
	Payment Status:  ☐ Paid in Full   ☐ Cherry Financing

	Medical Screening Cleared:  ☐ Yes  ☐ Modified  ☐ Refused
	Re-consent Required After: ____________




Atlanta Body Retreat, LLC · Sloane Warren, CMLD Specialist · Marietta, Georgia · This form is confidential and retained in the client file. A new form is required annually or upon any change in health status.
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