
NATURALLY BALANCED 

Name: _____________________________________________  Date: ____________________ 

Address: __________________________________City: ______________ St:_____ Zip_______ 

Home Ph: ______________________ Mobile Ph: __________________Can I text you?_______ 

Occupation: __________________________________Work Ph: _________________________ 

Email: _________________________________ Best way to reach you: ___________________ 

Age: _____ Birthdate: ________________ Sex  M____F____  Height_______ Weight ________ 

Marital Status:    S   M  D   W          No. of Children ____________  Boys________ Girls _______ 

Name of Spouse: __________________________________  Phone No: ___________________ 

Contact in Emergency _______________________________ Phone No: __________________ 

How did you find out about us or who referred you? __________________________________ 

 

*******PLEASE give receptionist your Driver’s License and Insurance Card to copy********* 

 

Please list the three most important complains in order of importance: 

 

1. _____________________________________________ When did this start? __________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

2. _____________________________________________ When did this start? __________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

3. _____________________________________________When did this start? _________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 



If you suffer from exhaustion or fatigue, describe in your own words how you feel and what tie 

of day or night you experience these symptoms, including whether they occur daily, 

occasionally, etc. 

____________________________________________________________________________ 

____________________________________________________________________________ 

 

Would you say that you are under a lot of stress?? _______________  Explain ______________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Do you experience undue worry, difficulty in concentrating, forgetfulness, failing memory, etc? 

_____________________________________________________________________________ 

 

List any medications you take now _________________________________________________ 

List any known allergies __________________________________________________________ 

Any weight gain/loss?      Y     N          Pounds gained ________         Pounds Lost _________  

Length of time? _____________ 

Please indicate if you have had any of the following and if so how long or what date was it 

treated?? 

Y N Epilepsy    Y N Cancer type how long?___________ 

Y N Pacemaker or leads  Y N Skin Disorder or Skin Allergies 

Y N Heart Condition   Y N Inflammation/infection/disease skin 

Y N Muscular Condition  y N Recent Scar tissue 

Y N Pregnant – Due Date ______ Y N Facial metal implants 

Y N Metal IUD    Y N Lack of normal skin sensation 

Y N Multiple Sclerosis   Y N Any circulatory problems 

Y N Collagen injections   Y N Previous cosmetic surgery/procedure 

Y N Botox injections   Y N Do you wear contacts? 

Do you have Allergies or Sensitivities?? _____________________________________________ 

_____________________________________________________________________________ 



Have you ever had mono, herpes, Fifth’s disease, HIV, HPV, molluscum or other virus??  Give 

details ______________________________________________________________________ 

 

If you had to take a guess at how many time your entire life you took an antibiotic, what would 

you guess that number to be??? __________________________________________________ 

 

Have you ever taken cortisone, prednisone or other steroid drugs? Give details?  ___________ 

_____________________________________________________________________________ 

Finish the following statement. I’ve never been well since ______________________________ 

_____________________________________________________________________________ 

 

Is there anything else you think I should know that I failed to ask you??  Write details to your 

heart’s content!!  The more information I have, the better I like it. 

 

 

Patients Signature ___________________________________________ Date: _____________ 

 

 

 

 

 

 

 

 

 

 

 



Client Consent and Authorization 

All services delivered at this center are simple, safe, non-invasive and natural methods of 

balancing of energy in the body, and/or stress reduction.  They do not diagnose, treat, cure 

disease or medical conditions of any kind.  I understand that there may be temporary side-

effects such as fatigue, flu-like symptoms and possible aggravation of the original symptoms 

presented after a treatment. Again, these are temporary. 

If I have severe symptoms or reactions I will call 911 or go to an emergency room immediately. 

I will continue all medications and other treatments that have been prescribed by a doctor 

who prescribed them. This will assist me to complete treatments more successfully.  Once I 

achieve a level of wellness, I may return to the prescribing physician to determine if I may 

discontinue pharmaceutical drugs. 

I understand that my practitioners may be chiropractors, massage therapists, health coaches 

and personal trainers and there is no medical care provided of any kind.  No cures are 

guaranteed.  I understand that the initial visit includes a history, exam and testing to evaluate 

if the services of the center are right for me. 

I understand that I must return after 25 hours and within 7 days, to see if I have cleared.  I fully 

understand that I may still experience a reaction to the substance(s) of unknown severity if I 

come in contact with them if I did not clear them completely.  I may need to repeat the 

procedure (more office visits at my cost) until I clear them satisfactorily.  After the successful 

completion of treatments, I give permission to the clinic to use my case-study in educating 

other patients or accumulating data for research purposes without disclosing my correct name 

or address.  I will be informed if this is the case. 

I have read or have had read to me the above statements and have had the opportunity to ask 

questions about its content and by signing below I agree to the terms and procedures. 

 

______________________________________   _____________________ 

Patients Signature         Date 

 

______________________________________   _____________________ 

Name of Minor        Relationship to Minor 

 

 



Patient Instructions for treatments at Naturally Balanced 

 

Prior to your appointment:  
 

VERY IMPORTANT: Drink at least half your body weight in fluid ounces the day before and day of your appointment. (if 

it’s first thing in the morning, drink at least 16 ounces prior to coming.) 

 

EAT so you are not hungry. You must avoid stores and restaurants after your treatment. You may be required to be on a 

very restricted diet for 25 hours after the treatment.  

 

Do NOT drink alcohol the day before or day of your appointment. 

 

Do take a shower as you may not be able use chemicals, soaps and shampoos after your appointment. Do not wear 

chemicals, perfumes, scented lotions and hair products to the office.  

 

Do not wear tight jeans, tight sleeves, pantyhose or the like. Also, do not wear black shirts or a black dress. If you must 

wear a black top, bring a tank top in a lighter color to change into. 

 

Do not wear a lot of jewelry. You must remove all jewelry except wedding ring for testing.  

 

Testing and treating is not advisable on the first day of menstrual cycle.  

 

 

 

 

 



 

 

PATIENT CONSENT FOR USE AND.OR DISCLOSURE OF PROTECTED HEALTH INFORMATION TO CARRY OUT TREATMENT.  

PAYMENT AND HEALTHCARE OPERATIONS. 

 

 

With my signature below, I give consent for Naturally Balanced (NB) to use and/or disclose 

information about me (or someone else for whom I have the legal authority to sign) that is 

protected under federal privacy law for the sole purpose of treatment, payment, and health 

care operations.  I have reviewed the Privacy Policy NB prior to signing this consent.  The 

Privacy Policy may be amended from time to time, and I may always obtain a copy of the 

current policy without charge by asking for it. 

 

I have the right to request restriction on how my information I used and/or disclosed in order 

to execute treatment, payment or healthcare operations.  While NB is not required to agree 

to restrictions, NB is bound to adhere to any such restrictions to which it has agreed.  I have 

the right to revoke this consent in writing.  Revocations will be honored from the time written 

and delivered to NB, but revocation cannot affect action already taken in reliance upon the 

consent given. 

 

I realize that my personal information that is protected by federal privacy law may be used 

and/or disclosed at my consent, and that the information may be subject to re-disclosure by 

the recipient.  The re-disclosure by said recipient may not be protected to federal privacy law. 

 

 

 

_____________________________________________  _________________ 

Patient/Parent Representative       Date  


