Informed consent form and waiver for biofeedback assessment
1. I fully understand that the attending specialist is not an allopathic doctor (MD) but, are nutritional, wellness consultants and Biofeedback Specialists.

2. I fully understand the difference between the practice of allopathic medicine, nutritional wellness consulting, Biofeedback.

3. I fully understand that the services provided by the attending specialist are not allopathic, but are nutritional, behavioral, or biofeedback in nature.

4. I fully understand that the attending specialist perform her services within the parameters of a natural health and wellness system using biofeedback and stress reduction.

5. I fully understand that the attending specialist does not offer allopathic, drugs, surgery or chemical stimulants or radiation therapy.

6. I have solicited the attending biofeedback specialist’s services in good faith, exercising my free will and following the dictates of my own conscience, which allows me to select what I understand, is most beneficial to my health.
7. If I desire any services not provided by the attending biofeedback specialist, which is my prerogative, I fully understand that I should seek them elsewhere.

8. I presently seek counsel, advice, opinions, biofeedback or points of view and/or programs with the scope of the attending specialists’ wellness and stress reduction practice.

9. I fully understand that the services provided by the attending specialist are not generally accepted and/or recommended by allopathic doctors or other conventional health professionals.

10. I hereby release the biofeedback specialist to do biofeedback assessments, measurements and balancing on me.

· For the diagnosis and treatment of any disease, consult a licensed allopathic physician.

Client/or responsible party Signature__________________________________________Date:______________

Print name: ___________________________________Proffession_______________

Address_______________________________________________________________
City________________________________________ State _________Zip__________

Phone___________________Cell_________________e-maill_____________________

Date of birth_____________ Place of birth_____________ Time of birth____________

Are you pregnant? _________Pace maker? _________Metal screw/plates etc? ________

Any other contagious or serious illness? _______________________________________

Medical diagnosis ________________________________________________________

1. number of organs removed including wisdom teeth _____________

2. how many prescriptions are you on __________________________

3. how many cigarettes smoked per day _________________________

4. steroid type drugs used in the last year_________________________
5. number of metal dental fillings, not gold or silver_________________

6. number of street drugs currently used__________________________

7. number of allergies________________________________________

8. unresolved mental factors i.e. things that still bother you ___________

9. how responsible do you feel for your own health 1-10 _____________

10. how much of your diet is fat _________________________________

11. how much stress do you have 1-10 ____________________________

12. how many servings of sugar per day ___________________________

13. how many exercise sessions per week – 20 min plus_______________

14. how many servings of alcohol per days – average _________________

15. how many caffeine servings  per day __________________________

16. number of x-ray/chemical/toxic exposures in the last year ___________

17. how many major injuries, i.e. broken bones,  accidents, etc. ever ______

18. how many major infections i.e., pneumonia, chicken pox, etc. ever_____

19. how many glasses of water (8oz.) per day ________________________

20. how many lbs are you overweight (or kilos) ______________________

Are you open to receive specials or information via e-mail or phone from this specialist? ______ please initial______________

