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CLIENT-INEFORMATION

Name Date

Date of Birth Gender

Address

City State Zip Code
Email Address Phone No
Emergency Contact Phone No

How did you hear about us?

MR T A L il S R

Please select any relevant conditions below:

Adrenal gland issue Gout/arthritis Liver condition

Asthma G6PD deficiency Low blood pressure/fainting
Anaemia Heart condition/murmur Parathyroid issues
Autoimmune condition Hepatitis Phlebitis

Blood disorder High blood pressure Respiratory condition
Cancer | HIV/AIDS Rheumatic fever

Diabetes High blood cholesterol Stroke

Digestive/pancreas issues Infective endocarditis Stomach/duodenum ulcer
Emphysema/COPD Infectious mononucleosis Thyroid condition
Epilepsy/siezures Kidney disease Varicose Veins
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CLIENT INTAKE FORM 1V THERAPY

Details or any other condition:

Do you have any allergies? No Yes:
B12 Caleium Pantothenic acid Thiamine
Biotin Folic acid Potassium Vitamin C
B-vitamins Magnesium Riboflavin Zinc

Please list any medication you take, including supplements or aspirin:

Are you currently taking any blood thinning drugs? Ne Yes

If yes, p|eose eproin:

Are you pregnant or trying to become pregncmi’? MNo Yes IN/A

VISIT CONSULTATION
Have you previously received IV Therapy? No Yes

DO You |’]OV€ a pl’lObiCl OF needies? NO Yes

W!’)Gf are your reasons l(OI’ seefdng |\/ Tl')@t’Clp\/?

By signing below, | acknowledge that | have provided complete and accurate information and

understand that it will be used o assess my suh‘abﬂify for any treatment. I understand that it is

my responsr‘bi!ﬁ‘y to inform the esthelician of any changes to my medical hf'sfory or skincare

routine. | agree to waive all liabilities of the esthetician or employer for any injury or damages

incurred due to misrepresentation of my health hisfory.

Client Name (prin’red) Client Name (signed) Date

Thercpis% Name (prirﬁed) Thempisi Name (signed) Date
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At West Chester Wellness Center, we strive to provide an excep’rion0| standard of care. In order

to achieve this, we kindly request your cooperation in adhering fo our cancellation policy.

We understand that life can be unpredic’rab|e and unexpec’red circumstances may arise. However,
we kinc“y ask that you provide us with at least 48 hours' notice if you need to cancel or

reschedule your appointment. Your deposit will be refunded or applied to a new appointment.

Cancellations made within 48 hours of the scheduled appointment time are subject to a $75.00]

cancellation fee.

While we understand that unforeseen circumstances can occur, a missed Qppoi|1+men’r where no
notice is given not on|y affects our obih’ry to serve other clients but also results in lost fime and
resources. 1 he full cost of the service is charged for these appointments.

We value your time as well as the time of our other clients. If you arrive more than 15 minutes
late for your scheduled appointment, we may need to reschedule your session or shorten the

treatment duration. The full price of the originally scheduled appointment will still apply.

We fru}y appreciate your unders#oncling and cooperation in honoring our cancellation po|icy to

ensure that each client receives the attention and quo|i+y service H'le\/ deserve.

Client Name (prin’red) Client Name (signed) Date

—l_l'lerapisiF Name (primLed) Theropis’r Name (signed) Date
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Name Date of Birth
Address
Email Address Phone No.

DATE TREATMENT PRODUCTS COMMENTS

PRICE
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Your body will recover more quickly and have optimal results when you

maintain a regimen to support your health and well-being.

PRE-TREATMENT ADVICE:

[}

Have a snack before your |V Hﬂeropy to maintain stable blood
sugar levels. This helps prevent nausea and lightheadedness.
Wear loose and comfortable clothing to your appointment - this
will allow easy access to your arm for the IV p|ccemen’r.

Stay hydrated prior to your treatment - when your body is
dehydrdlred, your veins contract, moking it more difficult to
receive |V therapy.

Avoid taking antihistamines or decongestants the morning of
your appointment - these can cause your veins to constrict.

|V therapy takes between 30-45 minutes - we recommend

bringing somefhing quief that you can do while sitting down.

POST-TREATMENT ADVICE

[¢]

Wait at least 1 hour before wetting the injection site and wait 24
hours for any strenuous activity.

Continue to stay hydrated following IV therapy - this helps to
maintain the treatment benefits and supports your well-being.
Avoid any rough contact of the area for 48 hours to prevent
irritation.

You can shower/bathe as usual following an IV therapy session.
IV therapy is a supplement to a healthy lifestyle. Continue to
eat a balanced diet, exercise regularly, and get enough sleep to

support your overall we||~being.
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WHAT ARE THE BENEFITS OF |V THERAPY?

[V “iiweropy offers numerous benefits, such as increased i’iniI’Cli'iOI’l,
improved nutrient oiosorp’rion, enhanced immune support, faster
recovery from illness or foiigue, improved athletic performonce, and

relief from certain symptoms like headaches and nausea.
IS IV THERAPY PAINFUL?
Most peopie experience minimal discomfort during IV Jriieropy. The

initial needle insertion may cause a siighi pincii, but once the catheter is
in pioce, the discomfort is usuoiiy minimal. A skilled nurse will ensure

the procedure is as poiniess as possiioie.
WHAT CONDITIONS CAN BE TREATED WITH IV THERAPY?

|V Jri’ieropy can be used to treat various conditions, inciuding
deiiydroiion, vitamin deficiencies, Fo’rigue, migraines, i’idﬂgO\/Ql’S,
common colds and flu, athletic pericormcmce enhancement, and generoi

wellness support.
HOW FREQUENTLY SHOULD | GET IV THERAPY TREATMENTS?
The frequency of IV therapy treatments depends on your specific needs,

and health goois. Some individuois may benefit from Weei<iy or moniiiiy

treatments, while others need occasional sessions for specific goois.
IS IV THERAPY COVERED BY INSURANCE?

Ih most cases, |V iiieropy for generoi wellness or non-medical purposes
is not covered by insurance. However, if you have a medical condition
that requires 'V Jrifieropy, it's worth ciiecking with your insurance

provider to see if it is covered under your poiicy.
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| understand and ocknow|edge that | am vo|un+ori|y consenting tfo receive Intravenous (I1V)
Theropy treatment. | understand that the treatment involves the insertion of a small needle into a

vein to administer fluids, medications, vitamins, or other %heropeu’ric substances.

| ocknow|edge that, 0|Hﬂough [V Therapy is genera”y safe, there are inherent risks and po%erﬁi(ﬂ

side effects associated with this procedure. These risks include, but are not limited to:

o Infection at the site of the needle insertion

o Bruising or collection of blood at the injection site

o Nauseq, dizziness or \coinﬂng spe“s

o Inflammation of the vein at the injection site may occur, |eoding to pain, redness, and
sWeHing

o In rare cases, the fluid or medication being administered may leak into the surrounding
tissue, po}en’rio”y causing clomuge or discomfort

o /\Hhough rare, o”erg\'c reactions can occur, leading to rashes, H’ching, swe”w’ng, diﬁ(ictu
breo’rhing, and in rare instances, cardiac arrest

o While ex’rreme|\/ rare, there is a remote possibi|i+y of nerve damoge at the injection site

| understand that the risks and po+en’rio| side effects listed above are not exhaustive, and other
unforeseen risks may arise. | agree that if | experience any of these side effects, | will contact my
Jrherc:pisjr and, if necessary, seek medical attention at my own expense. | understand that it is my

responsibihfy to disclose any health condition or medication that migh*f affect the treatment.

By signing below, | confirm that | have been fu”y informed of the pofenﬁa[ risks, benefits, and
comp!icaﬁons and | volunfari]y agree fo undergo the treatment. | have had the opportunity to
ask questions, and all my concerns have been addressed to my satisfaction. | release [Your

Business Name] from any h’c:rbih'fy or claims arising from the treatment.

Client Name (prin‘red) Client Name (signed) Date

Thercxpisf Name (prin‘red) Therapisf Name (sigﬂed) Date
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the rig|’1’r to take, edit, alter, use and pub|ish phofogrcphs and/or videos of me for the purpose of

promo’riono| materials, inc|uding but not limited to:

o Print advertisements
« Online markeﬂng (Websi‘res, social media, b|ogs)

o Educational materials (brochures, ﬂyers, presen’rcﬁions)

| ocknow|edge that dll pho’rographs and/or videos taken are the property of Wellness Centers and

will be used so|e|y for the purposes stated above.

| understand that by sighing this release form, | grant West Chester Wellness Center permission
to take, edit, alter, use and pubhsh my phofogrophs and/or videos without any further
compensation or consideration. | waive any r'{gHs to compensation, financial or otherwise, for the

use of these pho’rogrc&phs and/or videos.
i release WC Wellness Center its representatives, and emp|oyees from any claims, damoges or
liabilities that may arise from the use of the pho’rogrophs and/or videos, inc|uc|ing any claims for

compensoﬁon, defomoﬁon, or invasion of privacy.

By signing below, | acknowledge that | have read this release form, understand its content, and

voluntarily agree to its ferms,

Client Name (prilﬁ@d) Client Name (signed) Date

Theropis’r Name (prirﬁed) Theropis’r Name (sigﬂed) Date



