Cruz Family Chiropractic
Cupping Waiver

Name:______________________________________________   	Date:_____________________
Please check any and all that apply to you:
allergies or skin sensitivities        infectious diseases of the skin/blood	bruise easily
active cancer			acute respiratory issues			currently pregnant
heart conditions		high blood pressure			breastfeeding
epilepsy			low blood pressure			varicose veins

Have you ever received cupping therapy before?        Yes         No      If yes, please list any complications that occurred: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please list any medications or supplements you are currently taking: __________________________________________________________________________________________________________________________________________________________________________

By checking boxes and signing below, you agree that you have read and understand the following:
· I have been given information about cupping therapy and understand the risks involved, the aftercare procedures, and the potential effects
· I have fully disclosed any and all health conditions and concerns to my therapist
· I understand that discoloration may occur from cellular debris, stagnant blood, and injuries being pulled to the surface. I understand that these are not bruises and may take 2 weeks or more to fade.
· I understand that cupping should not be done if I am sunburned, have shaved in the last 4 hours, or have not eaten recently.
· I understand that I should avoid extreme heat or cold, exercise, and exfoliation for 24 hours.
· I understand that I should avoid alcohol, caffeine, and excessive sugar for 48 hours and should drink plenty of water

Client Signature:________________________________________	Date:_____________________

Therapist Signature:_____________________________________	Date:_____________________

