Vibroacoustic Therapy
Client Information


Name: ________________________________         Date of Birth _______________________

Address:  ____________________________________________________________________

Phone:  Home:  _____________________________ Cell:______________________________

E-mail: ________________________________Referred by:___ ________________________

Reason(s) for visit:____________________________________________________________

___________________________________________________________________________ 

___________________________________________________________________________ 

___________________________________________________________________________ 

____________________________________________________________________________ 


Emergency Contact: ___________________________________________________________

Relationship: _______________________________  Phone:  ___________________________



I understand that Vibroacoustic Therapy (VAT) is a relatively new therapy that may help to relieve pain, to process emotions, and to relax and regulate the mind.  Every person’s response to VAT is unique.  In rare instances, some individuals may temporarily experience negative feelings or memories or uncomfortable physical sensations. There is no guarantee, expressed or implied, that this therapy will cure any condition or disease.

I also understand that if I have:  very low blood pressure, an active bleeding disorder or thrombus, a pacemaker, am or could be pregnant, have had a psychotic episode or have post-traumatic-stress disorder there could be a slight risk for an adverse reaction from VAT.  I have physical approval and/or have discussed my history of any of the aforementioned disorders with the vibroacoustic therapist prior to receiving treatment.

I hereby consent to and authorize treatment by _______________________________



Signature: _____________________________________________  Date: _________________
