HYPERBARIC OXYGEN THERAPY (HBOT)

CONSENT & AGREEMENT to TREATMENT

xex*xs+*please read and acknowledge each of the following statements below by signing below.

* _ junderstand that mild hyperbaric oxygen therapy is not intended to diagnose, treat, or cure or prevent
disease. In addition, | recognize that while mild hyperbaric oxygen treatment MAY ENHANCE healing, it does not
replace a health professional’s prescribed medications or recommended treatments. Health professionals
prescribe a wide variety of health issues: however, | acknowledge HBOT therapy is only approved for specific

conditions by the FDA.

* ___ junderstand that HBOT Mild uses an increase of atmospheric pressure in a sealed chamber to allow the

body to absorb more oxygen (approximately 91%) at a cellular level to promote healing and wellness. |
understand that the amount of atmospheric pressure use by Wellness by Stephanie, is 1.3 absolute
atmospheres, or 4.4 psi, at minimum, based on your condition and reaction to treatment, these depths can be

increased up to 2.0 absolute atmospheres, or 14.3 psi.

* ____ lunderstand that Mild HBOT is reported to be beneficial for a wide range of medical ailments, but no
therapeutic outcomes can be guaranteed and is case-by-case basis. And, those fees are rendered for services,
and not case-by-case outcome or benefits received. | procure and acknowledge that therapy is at my own risk,
and 1 understand, in some cases no benefit may be gained and is directly linked to the condition of the
individuals’ health or complications of their condition. 1 acknowledge that while the FDA recognizes certain
specific conditions, there are several “off-label” conditions, which have been studied and found to have positive

results. | understand that HBOT treatment does

* ____ lunderstand that the chamber is pressurized and depressurized and | may experience discomfort in one
or both ears, or sinus, and may need to “pop” the ear by holding and blowing nose, just like the feeling you
would have on an airplane. | understand in the event that | cannot stabilize pressure in my ear or ears,
treatment can be stopped. There are adjustments on the machine that can be made in addition if necessary.

» | attest that | am a consenting adult over the age of 18, and | agree to enter and or agree to allow my
child to enter the mild HBOT of my own free will. | am entering the chamber at my own free will and risks, and
do agree not to touch or handle any knobs or buttons, seals or door of chamber, due to the risk of damaging the

equipment or breaking the compression which could damage my ears etc.

* i agree that for several minutes after HBOT DIVE, | will continue to breath the oxygen to prevent hypoxia
( a drop in 02, that can cause dizziness and other complications within the first minutes exiting the Chamber to

normal Atmospheric pressure).
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have
* { am not aware of any medical conditions that would prevent me or otherwise, .preclude n:)e.; :; .
been told of from my physician, not to partake from HBOT Adjunct Therapy. { am entering the HB a
my own desire and without coercion or sales pressure.

p: if any doubts, concerns, or questions, | will discuss it with my physician. Any Treatment of 2.0
atmospheres requested will require a Prescription by your Physician.

ACKNOWLEDGEMENT OF POLICIES: (Please Initial Each)

| AGREE NOT TO BRING FOOD OR DRINK INTO CHAMBER, UNLESS |
AM DIABETIC.

| AGREE TO HAVE CLEAN BODY, HAIR, AND COTTON CLOTHING ONLY
| AGREE TO NO FLAMEABLE OR SHARP ITEMS.

| UNDERSTAND THAT IT IS IMPORTANT TO EAT AT LEAST ONE HOUR
PRIOR TO ENTERING CHAMBER, AND TO HAVE USE THE BATHROOM
ACCORDINGLY.

| UNDERSTAND THAT SMOKING AND NICOTENE CAN INHIBIT HBOT
ADJUNT THERAPY, | AGREE TO OBSTANE FROM SMOKING OR
NICOTENE PATCHES AT LEAST 2 HOURS PRIOR TO HBOT.

By signing and dating this consent, | attest, that | acknowledging and in agreement to and
understanding, and am consenting to Therapy in this Spa. That | have fully read and
understand all information within it, and that | am assuming any and all risks associated with

the administration of HBOT, | agree to each item in this agreement and consent, | do not
hold Weliness by Stephanie liable in any way.

Printed Name

Date:

Signature

address:

| agree to allow WBS to use my photos or likeness on Media:

Authorized Representative:

Date:
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CLIENT INTAKE FORM
ter

Be Well Now, A Healthy Lifestyle Cen
221 E. Center Dr. Alton, IL 62002 618-462-3900

ur experience and certified training,

hope, based upon 0 that the massage you receive

healthy and sound way of living.

rm. It will enable us to give you the therapy best suited for your specific needs.
please feel free to telephone your

be adversely affected by massage,
a relaxed mind is the beginning of a2 wonderful massage!

Thank you for your visit. We sincerely
will help you on your way to a more relaxed,
Please take a few moments to fill out this fo

u have an existing medical condition you feel may
We encourage you to do so;

I yo
physician prior to your massage.

__ BirthDate

Name

Address

City/State/ZIP . 0 =

Email

(Work) - Occupation___

Phone (Home)

Primary reason for appointment

Areas of complaint, pain or tension
. : -

Who recommended youn?

What medications do you take?

Any recent surgery or acute injuries?

Any type of breast surgery? YES NO Whatkind? When?

Prostate surgery? YES NO Chemotherapy? YES NO Radiation? YES NO When?

Have vou had one or more lymph nodes removed? YES NO  Where?

Your Physician’s name and town

Spinal Problems? YES NO Avthritis? YES NO Where?

Heart Problems? YES NO BloodPressure? YES NO Varicose Veins? YES NO Blood Clots? YES N
¥ 2 ¥ES. NO
Are v 0] T .
Are you pregnant? YES NO Contact Lenses? YES NO Dentures YES NO Skin Problems or Allergics? YES
gies? S NO

Have you had a professional massage before? YES NO  When?

PLEASE READ AND SIGN

1 understand that the massage therapy piv is
py given here is for the purpose of siress i i

and energy circulation. I furth i 8w v el B pscaler dis : | |
massage therapist does not pr;:r?ggzﬁ?cglu:rig:af:? :;l ix'ne::i"”st d 0?)“0t diagnose illness, disease, or ana)r' ?)‘l;i(:l;:;:'rsti?;fdf‘or x:crca::g e
massage therapy is not a substitute for medical inati SRR T rocs o pestun spinai s : i cn s

i nota S o S anipulation, It has been made cl
- _ f Sis. s know S

1d take it upon myself to keep the massage therapist updated on rﬁ)' ph)'sicuf‘llx‘é: t:?t }:he best of my knowledge. stated all my known mcdical‘gor::si:?(?rt\s

Signature
Date




