I, ________________________________, hereby authorize Red Cedar Wellness Center to offer Perspective Healing’s Inner Yoga and Mental Yoga sessions to me.  

Perspective Healing’s Inner Yoga and Mental Yoga:


When the body is in need of medical treatment, it is not uncommon for the mind to be effected, or the emotions to become low key or very intense.  The inner practices of Perspective Healing offer tools of transformation to restore inner balance and health.  Inner Yoga can tone the thinking, emotions and attitudes, and bring an experience of well being to the mind.  This can promote a more healthful inner life.  With inner health and harmony, the healing process of the body is encouraged, supported and sustained over time.


The Inner Yoga practices of Perspective Healing are offered for the specific needs of the client, as an adjunct to carefully chosen medical care.

For Ongoing Well-Body Care

I recognize that the potential benefits of Inner Yoga and Mental Yoga are not a substitute for carefully chosen medical care.  These practices  can offer relaxation and support for the restoration of health to the body.  With maximum functional capacity, relief of pain and increase in energy and vitality are possible.  These practices  also offer support in injury and disease recovery, and in prevention of disease or its progression.  When Inner Yoga is used as suggested, the practices can offer a new vitality to one’s life.

To Cancer Patients:


I am aware that in the State of Washington I must have a medical oncologist to provide oncology treatment. I authorize the physicians and Inner Yoga specialist of Red Cedar Wellness Center to review my records and discuss my health and treatment with other care providers if appropriate. I realize that Inner Yoga and Mental Yoga are an adjunct and not a replacement for carefully chosen medical care.


With this knowledge, I realize that no guarantees have been given to me by Red Cedar Wellness Center or any of its personnel regarding cure or improvement of my condition. I understand that I am free to withdraw my consent and to discontinue participation in these procedures at any time.


I understand that a record will be kept of the services provided to me. This record will be kept confidential and will not be released to others unless so directed by my representative or myself. I understand that I may look at my record at any time and can request a copy of it by paying the appropriate fee. I understand that any record will be kept for a minimum of three, but no more than ten years, after the date of my last visit.  I understand that any questions I have will be answered by my Inner Yoga Specialist to the best of her ability.


My signature confirms that I am informed of my rights to privacy.  I understand that I may request in writing that RCWC restricts how my private information is used or disclosed to carry out treatment, payment, or other  operations. I understand that RCWC is not required to agree to my requested restrictions, but if agreeable then is bound to abide by such restrictions.

Signature of Patient or Patient Guardian 
____________________________________

Date ______________________________________

