
INFORMED CONSENT FOR AROMATHERAPY STEAM ROOMS

I hereby request the use of aromatherapy steam rooms and I have had the opportunity to discuss the inherent risks with clinic personnel.

I understand and am informed that there are potential risks associated with the use of aromatherapy steam rooms, including, but not limited to: dizziness, fainting, trips/slips and falls, cardiac and/or respiratory distress.

I am advised that the aromatherapy steam rooms and doorways are designed with a low ceiling height which poses a risk of blunt head trauma. I am further advised that the entrance to the aromatherapy steam rooms have an elevated curb which poses a trip/slip hazard. 

I acknowledge that my use of the aromatherapy steam rooms will be unsupervised.

I have been advised that use of aromatherapy steam rooms is only recommended for people in optimal physical and mental health. The use of aromatherapy steam rooms is NOT RECOMMENDED for people with medical conditions including, but not limited to: pregnancy, heart disease, high or low blood pressure, asthma.

I understand that there is no guarantee of a therapeutic benefit from the use of aromatherapy steam rooms.

I have fully read this entire Informed Consent form and I have had the opportunity to question the content. I intend this consent form to cover the use of aromatherapy steam rooms at all times (now and in the future).

I release the clinic and all personnel from any claims, whether in contract or in tort or otherwise, for loss, damages, or injury to my person or property suffered by me as a result of the use of aromatherapy steam rooms, notwithstanding that such loss, damages or injury may have arisen by reason of the negligence of clinic personnel.

By my signature I acknowledge that this form has been explained to me and that I understand its contents and implications, and that I have signed it prior to use of the aromatherapy steam rooms without being compelled to do so and with sufficient opportunity to consider it.

To Be Completed By Patient:

______________________                                
    
  ___________________
      Print patient’s Name                                             
      Signature of patient                                                                                                   
                                                         


      (or Parent/Guardian)
_____________________                                       

 ___________________

Witness                                                         


 Date Signed

Central Avenue Health Centre

1400 Central Avenue

Saskatoon, SK   S7N 2H2

Phone: 306-651-2225

