Patient Name: ___________________________
Date: ___________________________

I, the undersigned, understand and acknowledge the following:

Cupping and Hot Stone Therapy:
I am voluntarily participating in cupping and hot stone therapy. I understand that these therapies are intended for relaxation and therapeutic benefits.

Out-of-Pocket Expense:
I acknowledge that both cupping and hot stone therapy are not billable services to my insurance provider and will incur an out-of-pocket expense of $10 each.

Risks of Treatment:
I understand that cupping therapy may cause temporary bruising, redness, or soreness in the areas treated. These effects are typically mild and will resolve on their own.

Informed Consent:
I have had the opportunity to ask questions about the procedures and have received satisfactory answers. I understand the nature of the treatments and the associated risks.

Release of Liability:
I hereby release and hold harmless the practitioners, their employees, and any affiliated entities from any liability, claims, or damages arising from my participation in these therapies.

Signature: ___________________________
Date: ___________________________


