VAHT Patient Information

Name:________________________________________ Date of Birth:____________________

Address: _____________________________________________________________________

City:____________________________________ State:____________  Zip:______________

Phone: (H)_____________________________  may I leave messages at this number?    Yes      No

(W)___________________________________   may I leave messages at this number?    Yes     No

(Cell)__________________________________   may I leave messages at this number?    Yes    No
In case of emergency notify: ______________________________________________________

Relationship___________________________________ Phone: _________________________

Diagnosis/ Presenting Problem:___________________________________________________

________________________________________Referred by: __________________________  

     I understand that Vibroacoustic Harp Therapy (VAHT) is a relatively new therapy that may help to relieve pain, to process emotions, and to relax and regulate the body and mind. Every person’s response to VAHT is unique.  In rare instances some individuals may temporarily experience negative feelings or memories, or uncomfortable physical sensations. 

     I also understand that if I have: very low blood pressure; an active bleeding disorder or thrombus; a pacemaker; had a psychotic episode; a post-traumatic-stress-disorder; or am pregnant there could be a slight risk for an adverse reaction from VAHT. I have physician approval and/or have discussed my history of any of the aforementioned disorders with the Vibroacoustic Harp Therapist prior to receiving treatment.
 .

I hereby consent to and authorize treatment by Lynda H. Kuckenbrod, CCM, V.A.H.T.P.
Signature: _______________________________________________Date:_________________________
Signature of Parent or Guardian:____________________________________  Date:_______________

