
SunRise Healing Center    
 

 
 

 
The Reconnection Heal ing Client  Case History  

 
Personal and Confidential Information  

 
Las t  name:  ______________________ _____________ F i rs t  Name:  _______________________________  
 
Address :  _________________________ __________Prov ince:  __________ Pos ta l  Code:  ______________  
 
Phone:  ________________ ______ Bus :  ________________________ Occupat ion:  ___________________  

 
Date  o f  B i r th :  _____________ _______ Emergency Contac t :  ________________ __ Phone:  _____________  
 
E-mai l  Address :  ______________________________  
 
 
How d id  you l ea rn  about  Reconnec t ive  Heal ing? ________________________________________________  
 
I f  you were re fer red,  who re fer red you? _______________________________________________________  
 
Are  you here for  yourse l f  o r  your  f am i ly?  ______________________________________________________  
 
 

Disclaimer 

 Cynthia Barnesky is not a physician, medical practitioner, veterinarian or other licensed 

healthcare provider and makes no representations, claims, promises or guarantees.  

 This work is complimentary to licensed healthcare fields and is not a substitute for medical or 

psychological diagnosis and treatment nor is it intended to treat specific health challenges. 

 Reconnective Healing® practitioners do not diagnose conditions, nor do they prescribe 

substances, perform medical treatment, nor interfere with the treatment of a licensed medical 

professional.  

 I should not discontinue any medical treatment or medications unless advised to by a licensed 

healthcare provider.  

 I further state that I am seeking these services of my own free will and without guarantees and I 

am solely responsible for my own, and/or my animal’s own medical care.  

 Reconnective Healing® is one of the many non-licensed healing arts practiced in this 

jurisdiction. 

 
     Cl ient:  ________________________________________ ______   Date:  _____________________  

I f  the Cl ien ts i s  of  17 years or  younger ,  the Parent  or  Guardian must  s ign below giv ing the Cl ient  
permission fo r  t rea tment  and tha t  the Parent  or  Guardian unders tands th e form above.  
 
 
Paren t  or  Guardian:  ____________________________________ Date:  ______________________  
 
 
 
Therapist :  ___________________________________ _________ Date:  _____________________  
 

 
Thank -you f or  Your  Pat ronage!  

SunRise Healing Center 
 


