Lymphatic Compression Screening Questionnaire
Contraindications: Any pain or numbness, severe arteriosclerosis or other ischemic vascular diseases, unbalanced cardiac insufficiency, known or suspected deep vein thrombosis or thrombophlebitis, gangrene, dermatitis, untreated or infected wounds, severe inflammation of the skin, recent skin grafts. 
Please answer the following questions: 
Are you under medical treatment for any medical condition at this time? If yes explain:
______________________________________________________________________________ 
Are you taking any medications? If yes explain:
______________________________________________________________________________
Do you have any allergies or other health conditions? If yes explain:
______________________________________________________________________________
Do you suffer from respirator problems? Circle yes or no 
Do you have epilepsy? Circle yes or no 
Do you have any metal objects in your body? Circle yes or no 
Do you have any implanted electronic device in your body? Circle yes or no 
Do you have circulatory problems in your legs or arms? Circle yes or no 
Do you have a heart condition? Circle yes or no 
Have you had an operation in last three years? Circle yes or no 
Do you have diabetes or another metabolic illness? Circle yes or no 
Do you have varicose veins? Circle yes or no 
Do you currently have, or have you ever had in the past, a thrombosis? Circle yes or no 
Do you have a known or suspected deep vein thrombosis or thrombophlebitis? Circle yes or no 
Do you have dermatitis, infect wounds, gangrene, severe skin inflammation, or recent skin grafts? Circle yes or no 
Do you have pain or numbness in any of your limbs? Circle yes or no 
										Continue to Back: 
Do you have arteriosclerosis or other ischemic vascular diseases? Circle yes or no
Do you have unbalances cardia insufficiency? Circle yes or no 
Are you pregnant? Circle yes or no 

Please explain if yes to any of the above conditions: 
______________________________________________________________________________
______________________________________________________________________________

I hereby affirm that I have answered the above questions truthfully to the best of my knowledge and have verified that I have none of the contraindication to using the Balancer.  If there is a change in my condition, I will immediately inform the operator of the Balancer device.  I hereby affirm that I am treated at my own risk.  

RELEASE OF LIABILITY
By signing, I understand that all services at Blissful Journey Day Spa – Including those provided by its owner, employees, and independent contractors – are for relaxation and wellness and are not a substitute for medical care. I understand that choosing to receive services is my own responsibility and I am responsible for any medical events or conditions that occur before, during, or after my appointment.    I confirm that I’ve shared all relevant health conditions, medications, allergies, and concerns, and I agree to update the spa if anything changes before future visits. I voluntarily accept all risks related to the services I receive and release Blissful Journey LLC, employees and independent contractors from liability for any injury or discomfort.  

Signature: _____________________________________________________ Date: ___________
Printed Name: __________________________________________________________________
Emergency Contact: _____________________________________ Phone: _________________
