
LYMPHATIC THERAPY DISCLAIMER


Name_________________________________________	 


Address________________________________________City____________________State_____Zip________ 


Cell Phone_______________________________ Referred by_______________________________________


Reason for seeking Lymphatic Therapy? ____________________________________________________________________


Do you have Breasts Implants?   YES ______      NO ____         Are you pregnant?                  YES ___  NO ____


Have you had Botox injections?  YES ______      NO ______     Do you have a Pacemaker?   YES ____ NO ____ 


CLIENT RELEASE AND WAIVER OF LIABILITY AND INDEMNITY AGREEMENT: 


All clients are required to agree to the following Release and Liability Waiver which is eff


I understand that Lymphatic Therapy is for improving lymphatic fl










Signature: _____________________________________________________  Date: ___________________


If under the age of 18:  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