
Conscious Journey 
Massage and MetaPersonal Integrated theraPIes

Client Information Form - Reiki
ConfIdentIalIty: all information on this questionnaire will be kept strictly confidential. 

name:  _______________________________________________________________   e-mail __________________ 

address:  ________________________________________  City    _________________   state  _____ Zip  _________

Phone (best way to reach you): o (home) _____________ o (Cell)  _______________ text okay?   o yes  o no    

age:  _____  Birth date: ________________________ (Required for insurance billing)  

occupation:  _____________________________________________________________________________________

referred by:   _____________________________________________________________________________________

emergency contact person:  ___________________________________________ Phone:  _______________________ 

o yes  o no  have you previously experienced reiki?   

o yes  o no  are you currently under a physician’s care for any condition?  Please describe:   _________________

__________________________________________________________________________________________________

Primary reason for today’s visit, (please explain): ________________________________________________________

__________________________________________________________________________________________________ 

areas of complaint, pain, tension, (please explain): ______________________________________________________ 

__________________________________________________________________________________________________ 

In a few words, please describe your goal for this session:  ________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

are you aware of any emotional distress from your life that may be helpful for me to know?:  __________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

have you suffered any form of abuse your body may be holding?:  _________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

are you comfortable with your therapist asking personal questions as they pertain to your session?: _____________ 

__________________________________________________________________________________________________

are you comfortable with touch (please explain, if not)?:  _________________________________________________ 

__________________________________________________________________________________________________

Please answer the following questions:

o yes  o no do you wear contact lenses? 

o yes  o no do you wear dentures? 

o yes  o no have you had a car accident (at any time), serious fall, or injury?:  ___________________________
  ____________________________________________________________________________________

o yes  o no do you  have allergies? If so, please describe allergens:  ____________________________________
  ____________________________________________________________________________________

o yes  o no do you have arthritis? What type and where? Please describe:  ______________________________ 
  ____________________________________________________________________________________

o yes  o no do you have any heart problems? Please describe:  ________________________________________
  ____________________________________________________________________________________



o yes  o no do you have any spinal problems? Please describe:  _______________________________________
  ____________________________________________________________________________________

o yes  o no are you presently pregnant? how far along? Complications? ________________________________ 
  ____________________________________________________________________________________

o yes  o no have you had surgery? how recently? Complications?  ____________________________________

  ____________________________________________________________________________________

o yes  o no do you take any prescribed medications? Please list: ______________________________________
  ____________________________________________________________________________________

o yes  o no do you exercise or play sports on a regular basis? Please describe: ___________________________ 
  ____________________________________________________________________________________

o yes  o no   are you receiving any other complementary care currently, (chiropractor, naturopathic,    

 acupuncture, nutritional, herbal, homeopathic, hypnotherapy)? If so, please describe:   
  ____________________________________________________________________________________

o yes  o no do you have any other physical or mental condition of which I should be aware? If yes, please        
 describe: ____________________________________________________________________________ 

 ____________________________________________________________________________________  

Please read and initial:
____ I understand that the reiki therapist does not diagnose illness, disease, or any other physical or mental 

disorder. In addition, the reiki therapist does not prescribe medical treatment or pharmaceuticals.
____ It has been made very clear to me that reiki is not a substitute for medical examinations and/or diagnosis 

and that it is recommended that I see a physician for any physical ailment that I might have.
____ Because a reiki therapist should be aware of existing physical conditions, I have stated all my known 

medical conditions and take it upon myself to keep the reiki therapist updated on my physical health. 
further, I release the therapist from responsibility and liability for any adverse reactions resulting from 
disclosed and undisclosed conditions.

signature: ____________________________________________________________ date:   _____________

 I have completed the above information accurately and have read, understand, and take responsibility for the above statements.

Therapist notes:


