
 CONSENT   Please read and sign below before your first Palmtherapy and /or Hypnotherapy session.  
 

Fabienne Marneau is Certified American Board Hypnotherapist # 16947 
and Certified Palmtherapy Practitioner CP# PM20-10312-0405        

             
  Phone: 949-294-9893   fabienne@destinationharmony.com     Fax: 949-460-9800 

    
      Fabienne Marneau combines Palmtherapy with various Hypnotherapy techniques such as Time Line 
Therapy or Emotional Release Therapy for optimum result. 
 
Important: I understand that Fabienne Marneau, CH is neither a licensed physician/medical doctor nor a 
psychologist/psychotherapist. Palmtherapy is neither a psychotherapy nor is it a medical treatment, and it is 
definitely not intended as a substitute for mental or physical diagnosis/treatment. The services provided are not 
licensed by the state of California/USA. The services are for self-growth and self-exploration. The sessions are 
complementary to healing arts services licensed by the state. 

 
I further understand and agree that refund will not be authorized. 
 
I exempt Fabienne Marneau, Fabienne de France, Inc, Destination Harmony, and/or their staffs from 

any liability, which might be claimed or alleged to be claimed, directly or indirectly, before, during, and/or 
after Palmtherapy and/or Hypnotherapy session(s).  

 
Have you ever had an epileptic episode? __________ 

 
 

First Name: ________________________________ Last Name: ____________________________ Age: ____ 
                           
 
Address: _________________________________   City: ___________________________________________     

 
State: ____________   Zip: ______________   Home Phone:  ________________________________________  

 
Cell:  ______________________________   work: ______________________Date of Birth: ______________ 
 

E-Mail: ___________________________________________________________________________________ 

 
I have read and received a copy of the above. I understand that Palmtherapy and/or Hypnotherapy are not a 
replacement for any medical or psychological diagnosis and/or treatment by a licensed health care provider or the 
advice of any professionals in other fields. If such service(s) is needed, it is my responsibility to consult such a 
professional. 
 
 
SIGNATURE:  ___________________________ Date: _____________ 
 
 (Parent/guardian’s signature if under 18 years old)    


