Consent for Reiki treatment

I, _______________________________________________, dob _______________________ consent to receive Reiki treatments from Dr. Jennifer Schmidt.
I understand that Reiki treatments are a form of energy therapy and I may experience the following effects during the treatment sessions or in the days/weeks after treatments:
Sensations of heat or cold,     Sensations of Pins and needles 
Visions of colors or light,     Memory flashes,    Emotional responses
Involuntary movements or spasms,     Relaxation or sleepiness
Itchiness,     Rumbling stomach/sounds
You may notice you are more “sensitive” to outside stimuli for a few days after a treatment, but this should resolve with time.
________(initials) Reiki should NOT be used in patients with a Pacemaker or Defibrillator. If I have diabetes and use insulin, I will need to monitor my blood sugar more closely as I may need LESS or MORE insulin after treatments. 
________(initials) Reiki is a form of complementary medicine and is NOT A SUBSTITUTE FOR REGULAR MEDICAL CARE. These sessions are not meant to diagnose or treat medical conditions.
________(initials) Reiki energy can be channeled through light physical touch through a person’s clothing or above a person’s body. I will not be touching any personal/private/sensitive areas of your body. Please let me know if you do not wish to be physically touched in any manner during your session. 

Patient Signature:_________________________________________________ Date:________________

OR Patient’s Representative Signature:_______________________________________   Name:______________________________________
         
Dr. Jennifer Schmidt:_______________________________________ Date:______________

