Foot Detox Client Questionnaire and Release of Liability

Required information

Name   Last ________________________________       First __________________________



( please print )




( please print )
Street Address ________________________________________________________________

City ______________________________  State ___________  Zip Code _________________

Phone ________________________

DOB___________________

Email Address ________________________________________________________________

Emergency Contact Name ____________________________________ Phone ______________

Please answer the following questions to make sure it is safe for you to use the Foot Detox System:

Do you wear a pacemaker or take a heartbeat regulating medicine?  ________

Have you had an organ transplant?  ________

Do you suffer from psychotic episodes or seizure activity?  ________

Do you have uncontrolled Diabetes?  ________

Are you pregnant or lactating?  ________

Do you suffer from high/low blood pressure?  ________

Do you have any open wounds on your feet?  ________

Have you had recent illness or injury requiring a doctor’s care or hospitalization? ________

Have you had an injection within the past 24 hours? ________

Do you take drugs, medications, or antibiotics?  ________ 

IMPORTANT NOTE**** If you answered yes to any of the above, we recommend that you DO NOT receive a Foot Detox Treatment. 

If in doubt about any of the above, or if you have any concerns relating to your health, please consult your physician before receiving a detoxifying treatment.

Are you receiving medical treatment for any condition not listed above? 
Y ____ 
N ____

If yes, please explain. Use reverse side if necessary. ____________________________________

I understand that with any treatment there are always unforeseen risks.  I take full responsibility of my actions and do not hold A Unique Touch II, INC. and/or the equipment manufacturer accountable for my decision to have a session. I waive the right to any claim(s) I may have now or in the future regarding the foot spa treatment I am about to experience.

I confirm, to the best of my knowledge, that the answers I have given are correct and have not withheld any information that may be relevant to my session.

CLIENT SIGNATURE _______________________________________
Date _____________

                  DATE                                         COLOR                                          UNIT

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


