NEW CLIENT HISTORY FORM

Full Name: Dai
/ /
Address: irth (3te:
ex:SOM OF
City: State Code:Zip
Cell Phone: Hdétene: WBHone:
Email: Occupation:

How did you hearaboutus:* (If someoneeferredyou here pleasenamethemsothatwe maythankthatperson)
FriendReferral

SocialMedia(Pleasandicatewhich versionyou usedto find outaboutour office)
OFacebook OTwitter OInstagram OFacebook OWebste OOther:

MedicalHistory

Do you have any chronic medical conditionswhich we should know about? OYes ONo
If so,pleasdist:

Do you have any dlergies to latex, medications herbd or naturd supplements? OYes ONo
If so,pleasdist:

Do you have, or have you had, any changes in medical history recently? OYes ONo

Explain:

Do you have Hearing aids, Pacemaker or HormonePellets (where) or metal/medical devicesimplanted? Y es
ONo Explain:

Do you have typel or 2 Diabetes? OYes
OONo
List all currentMedicationsncluding Vitamins
Do you have or have you had Cancer in thelast 12 months? OYes ONo
If yes, are you currently on chemotherapy? OYe (ONo
Do you have a Thyroid Problem? OYes ONo
Do you have High Blood Pressure or a Cardiovascular conditions? OYes ONo

Women Only, are you currently pregnant or nursng? OYes ONo



Consentorm

Body sculptingincrease$low of boththelymphaticandcirculatorysystemsandit alsohelpswith cleaningof
thetissuesThe mainuseof bodysculptingtreatments inch loss,diminishingof cellulite, andtighteningof the
skin.

Benefits:
Losel-3inchespertreatmentvith state-of-the-aréquipmentBenefitsareoftenimmediate put maybe
delayedn somepeople.

For BestResults:

A seriesof 9-12body sculptingtreatmentarerecommendeg@er eacharea but someindividualsmayrequire
moretreatmentso achievemaximumresults.Thereshouldbe atleastl-2 daysbetweereachtreatmentThisis
notaweightlosstreatmentputaninchloss.Theincheswill only returnif theclientgoesbackto theirold
habits.Eatingtheright typesof food, properexerciseanddrinking 8 glasse®f waterperdayarealways
recommended-or bestresults,it is recommendethatyou exercisewithin 4-6 hoursof treatmentandavoid
sugarandalcoholfor 24 hoursaftereachtreatment.

Precautions:
Body sculptingtreatment@arenotrecommended you arepregnantpreasteeding,havea lymphaticdisorder,
acuteillness,metalimplants,pacemakersyr arecurrentlybeingtreatedfor activecancer.

Waiver:
| understandhatl amusingthe RelaxedFitnessVibration 360 machineprovidedat my own risk. Shouldl
sustainaninjury while usingthe equipment] agreeto not hold Bthe serviceproviderresponsible.

Acknowledgement:

| understané@ndacknowledgehatpaymentdor theaboveservicesaarenon-refundableBy my signature
below, | certify thatl havereadandunderstandhe contentsof this ConsenfFormfor Body Contouring |
furtheragreeto provide24- hournoticeof acancellatioror changen appointmentime, or | will forfeit a
treatmenbff my packagesincetreatmentsreby appointmenbnly. Thereareno refundsif | amrespondingo
treatmentnddecideto stoptreatmentsShouldl decideto addanUltrasoundreatmentnd/ora Radio
Frequencytreatmentthattreatmenwill be consideredinadditionalandseparatéreatmentThis extra
treatmentanbepaidfor separatelyr deductedrom the numberof treatmentsn my Cold Laserpackage.
Shouldthe serviceproviderwish to useany photosof my progrestherthanfor my personafile, | will signa
separatéhotoReleasdorm.

ClientSignature Date

**All formsprovidedareexamplesf whatyou needto provideservicedo your clients.
***Please contactyour city or/anda Legal Advisor for properprotocol.



CANCELLATION POLICY

If thereis aneedto cancelfor anyreasonwe askfor a 24-hournotice.Pleasainderstandhatwhenyou do not
cancelor showup for anappointmentit is a costto us.If you cannotprovideuswith a 24-hournotice,we may
imposethefollowing fees:

“No Show”for session:
*Loss of thattreatmenin your treatmenpackage

Sameday cancellation:
*$50.00chargebeforeyour nextscheduledreatment

l, , havereadandunderstandhe cancellatiorpolicy of the serviceproviderandagreeto abideby the
aboveconditions.

Signature Date

***All  formsprovidedareexamplef whatyou needto provideservicedo your clients.
***Please contactyour city or/anda Legal Advisor for properprotocol.



Termsof Acceptance/Informe@onsent

Pleaseeadcarefullyandunderstandhe contentsof this form. Ask usif you notunderstand.

WhenaclientseeksBody Contouringservicesandwhenthe serviceprovideracceptsclient, it is essentiathat
bothareseekingandworking for the samegoals.We expectour clientsto takefull responsibilityfor their
decisiongo participatein anyof the services/programafferedby this office. We do notidentify, diagnoseor
treatANY conditionor diseaseWe haveonly onegoal: TO OPTIMIZE YOUR BODY'SABILITY TO
FUNCTIONNORMALLY AND OPTIMIZE YOUR FAT-BURNING POTENTIAL. By reducingbio-stress
levels,we allow thebody'sinbornself-correctingnechanismo work atmaximumefficiencyto restore,
maintainandpromotewellness.

We do notidentify or diagnoseany condition(s)or disease(s\We offer no treatmenfor any condition(s)or
disease(s)We promiseno curefrom anydisease(spr condition(s).Insteadwe facilitate your body'sown
self-correctingnechanism.

It is essentiathatyou speakto your doctorprior to makingany decisionsaboutalteringany medicalregimen
you arecurrentlyfollowing, changingyour diet, taking supplementsor going on anexerciseand/orweight

lossprogram.Gettingyour doctor'sapprovalprior to startingany service/progranat our office is critical and
solelyyour responsibility.Shouldany healthconditionarisewhile you area client, we recommendhatyou
immediatelyseethe appropriaténealthcareprovider.

Any optionsthatarerenderedy the staff and/orheadpersonneshouldNEVER be construecasmedicaladvice
butmerelyasopinions.If you like medicaladvice,pleaseseeoneof our medicaldoctors.We will notdealwith
anymedicalcondition.

With your signaturebelow, you understandndvoluntarily acceptheserisksandagreethatneitherthe service
provider,its staff, or anyof its partnerswill beliable for anyinjury to you, including,butnotlimited to,
personabodily injury, deathmentalinjury, economidossor any damageo you, your spousegr relatives
resultingfrom anyactof Bthe serviceprovider,andits staff or anyoneelseusingthefacilities andthatyou
acknowledgeheinherentrisks of the positions movementdietary/nutritionabrogramsfferedto anddoneto
you attheserviceprovider,with respecto your currentor pastcondition(s).If thereis anydisputebetweenyou
andtheserviceprovider,and/orany of its staff, both partiesagreeto submitit to bindingarbitration.We both
agreeto haveaneutralarbitratorpresideoverany suchdispute notajudgeor jury.

I, theundersignedynderstanéndaccepthe conditionsaslaid outin the“Termsof Acceptance’above.

Client Signature Date

Office Acceptancdy:



ServiceAgreemENT(EXAMPLE)

Thefollowing provisionsapplyto the servicego be performedfor

(ClientName)

1 SERVICESTO BE PROVIDED

The Office providesultrasound|aser,andradiofrequencytreatments. (Initials)

2 PAYMENT
Paymenin full is to bemadeprior to the startof anyprogram. (Initials)

3 CLIENT COOPERATION

This Agreementontemplate$ull Clientcooperationn the courseof servicesagreedupon.This cooperation
includesClient'sagreemento remainactivein therecommendegrogramfor bodycontouringvisits. The
Clientrecognizeshatcompliancewith recommendedervicesandserviceschedulas importantandthe Client
agreego follow the serviceplanandthe courseof treatmentaigreedupon.The Clientunderstandhatlack of
cooperationfailure to keepappointmentsandengagingactivitiesidentified by the office aspotentially
counterproductivéo the body may necessitatadditionaltreatmentdo thoseotherwiseprovidedfor this
AgreementQOur office policy requires24-houradvancenoticefor appointmentancellationFailureto do so
may resultin deductionof pre-paidvisits. (Initials)

4 TERMINATION

Subjectto the provisionsof paragraph® and6 of this Agreementthe Client maydiscontinuecareandterminate
this Agreementt anytime by written noticeto thateffectdeliveredin personor by mail, to the office. Such
“notice of termination”shalldischargdhe office from all furtherobligationsand/orduty to rendercareto the
client. The office reservesheright to terminatethis Agreementin its solediscretionnotwithstandingany other
termsor provisionsof this Agreement. ) (Initials)

5 NO REFUNDSIN THE EVENT CLIENT TERMINATES AGREEMENT

To encourageommitmentandfollow-through,the serviceprovideroffersno refunds.No refundswill bemade
on body contourtreatmentsTherewill beno exceptionsThe prepaidprogramcannotbealtered sharecor
transferrednor canit be combinedwith anyotherprogram. (Initials)

6 NO GUARANTEE OF RESULTS

ClientrecognizeshatneitherOffice personnehor this Agreemenprovidesa guarante®f results.The Office
makesno guarante®f the extentor longevity of improvemento be expectedThis Agreementlealssolelywith
theservicedo berenderedandthefeesto be paidfor the careasprovided.The Client'spaymentobligationis
not contingentuponthe outcomeof servicesClient'sresultscanbe hinderedand/orsuppresseby the
consumptiorof thefollowing, butarenotlimited to, alcohol,processedoodsincluding,but not limited to,
sugar-basetbodsanddrinks, etc.It is recommendetb consultyour physicianfor dietarymodification
clearancef you haveanyquestionr concerns.

7 TIME LIMITATION FORSERVICES

Clientunderstandthatunusedvisits will expireif notusedwithin 120daysfrom thedateClient startsthe
treatmenunlessthe Office hasbeenprovidedwith advancenoticein writing of leaveof absencer othercause
of delay.After 24 weeks all outstandingservices/visitsvill bevoid. (Initials)



8 RELEASEOF LIABILITY

Clientagreedo indemnify,hold harmlessaandreleasehe serviceprovider,its agentsemployeesofficers,
directors representativegissignsmembersaffiliated organizationsandinsurersandothersactingon the
Company'dehalf,of all claims,demandsgcause®f action,andlegalliability, whetherthe samebe knownor
unknown,anticipatedr unanticipatedandfurtheragreeshatexceptin the eventsof the Company'gross
negligenceor willful andwantonmisconductno claims,demandslegalactionsandcause®f action,shallbe
madeagainsthe Companyfor any economicandnon-economid¢ossesof anykind.

(Initials)
9 YOUR RESPONSIBILITIES
1. Keepyour appointmentsWe require24-houradvancenoticeto reschedule/cancahappointment.
2. Follow your programascloselyaspossible Reportany deviationgo the Office staff sothatwe canhelp
you getbackontrack.
3. If youhaveanychallengesvhatsoeverpleasesharethemwith usimmediately Rememberit is in both
ourinterestdor you to succeedn achievingyour goals.
4, If you haveany medicalconditions pleasesharethis programwith your physicianimmediately.The
serviceprovideris nota medicalfacility anddoesnot makemedicaldecisions.

(Initials)

10 GOVERNINGLAW
This Agreemenshallbe governedconstruedandinterpretedoy, throughandunderthe Laws of the Stateof

11 COMPLETEAGREEMENT
This Agreementonstituteshe completeagreemenandunderstandingpetweerClientandOffice andwill notbe
changedr modifiedin anyway unlessagreedo by both partiesin writing. (Initials)

THE CLIENT HAS FULLY READ THIS AGREEMENTAND ANY SUPPLEMENTHERETO,AND
UNDERSTANDSAND AGREESTO ABIDE BY ALL OF THE TERMSHEREOF.

ClientName Date

ClientSignature
OFFICEACCEPTANCE:

BY: Date

***All formsprovidedareexamplef whatyou needto provideservicedo your clients.
***Please contactyour city or/anda Legal Advisor for properprotocol.



	Text1: new client history form
	Text2: Full Name:________________________________________________________________________Date: _____/______/__________         

Address:________________________________________________Birth Date:_____________________________Sex:  ☐M         ☐F 

City: ____________________________________________State__________________________Zip Code:_____________________

 

Cell Phone:_________________________Home Phone:______________________Work Phone:_____________________________ 

 

Email:_________________________________________________________Occupation: ___________________________________

 

How did you hear about us:* (If someone referred you here, please name them so that we may thank that person)

Friend Referral           

 

Social Media (Please indicate which version you used to find out about our office)

☐Facebook ☐Twitter ☐Instagram ☐Facebook ☐Website ☐Other:____________________________________________________

 

 

What is your main area(s) of focus/your problem area(s)          

 









***All forms provided are examples of what you need to provide services to your clients.

***Please contact your city or/and a Legal Advisor for proper protocol. 
	Text3: Medical History
	Text4: Do you have any chronic medical conditions which we should know about?         ☐Yes         ☐No

If so, please list:          

 

Do you have any allergies to latex, medications, herbal or natural supplements?         ☐Yes         ☐No

If so, please list:          

 

Do you have, or have you had, any changes in medical history recently?         ☐Yes         ☐No

Explain:          

Do you have Hearing aids, Pacemaker or Hormone Pellets (where) or metal/medical devices implanted? ☐Yes  ☐No   Explain: 

 

Do you have type 1 or 2 Diabetes?                                                                                                  ☐Yes                      ☐No 

List all current Medications including Vitamins          

 

Do you have or have you had Cancer in the last 12 months?                    ☐Yes  ☐No

If yes, are you currently on chemotherapy?                                                ☐Ye    ☐No

  Do you have a Thyroid Problem?                                                                     ☐Yes   ☐No

Do you have High Blood Pressure or a Cardiovascular conditions?            ☐Yes  ☐No

Women Only, are you currently pregnant or nursing?                               ☐Yes  ☐No
	Text6: Consent Form
	Text7: Body sculpting increases flow of both the lymphatic and circulatory systems, and it also helps with cleaning of the tissues. The main use of body sculpting treatment is inch loss, diminishing of cellulite, and tightening of the skin.

 

Benefits: 

Lose 1-3 inches per treatment with state-of-the-art equipment. Benefits are often immediate, but may be delayed in some people.

 

For Best Results: 

A series of 9-12 body sculpting treatments are recommended per each area, but some individuals may require more treatments to achieve maximum results. There should be at least 1-2 days between each treatment. This is not a weight loss treatment, but an inch loss. The inches will only return if the client goes back to their old habits. Eating the right types of food, proper exercise, and drinking 8 glasses of water per day are always recommended. For best results, it is recommended that you exercise within 4-6 hours of treatment and avoid sugar and alcohol for 24 hours after each treatment.

 

Precautions: 

Body sculpting treatments are not recommended if you are pregnant, breast feeding, have a lymphatic disorder, acute illness, metal implants, pacemakers, or are currently being treated for active cancer.

 

Waiver: 

I understand that I am using the Relaxed Fitness Vibration 360 machine provided at my own risk. Should I sustain an injury while using the equipment, I agree to not hold Bthe service provider responsible.

 

Acknowledgement: 

I understand and acknowledge that payments for the above services are non- refundable. By my signature below, I certify that I have read and understand the contents of this Consent Form for Body Contouring. I further agree to provide 24- hour notice of a cancellation or change in appointment time, or I will forfeit a treatment off my package since treatments are by appointment only. There are no refunds if I am responding to treatment and decide to stop treatments. Should I decide to add an Ultrasound treatment and/or a Radio Frequency treatment, that treatment will be considered an additional and separate treatment. This extra treatment can be paid for separately or deducted from the number of treatments in my Cold Laser package. Should the service provider wish to use any photos of my progress other than for my personal file, I will sign a separate Photo Release form.

 

 

Client Signature         Date

 











***All forms provided are examples of what you need to provide services to your clients.

***Please contact your city or/and a Legal Advisor for proper protocol. 


	Text8: Cancellation Policy
 
	Text9: If there is a need to cancel for any reason, we ask for a 24-hour notice. Please understand that when you do not cancel or show up for an appointment, it is a cost to us. If you cannot provide us with a 24-hour notice, we may impose the following fees:

 

“No Show” for session:

*Loss of that treatment in your treatment package

 

Same day cancellation:

*$50.00 charge before your next scheduled treatment

 

I,          , have read and understand the cancellation policy of the service provider and agree to abide by the above conditions.

 

 

Signature         Date

 

































***All forms provided are examples of what you need to provide services to your clients.

***Please contact your city or/and a Legal Advisor for proper protocol. 


	Text10: Terms of Acceptance/Informed Consent
	Text11: Please read carefully and understand the contents of this form. Ask us if you not understand.
 
When a client seeks Body Contouring services and when the service provider accepts a client, it is essential that both are seeking and working for the same goals. We expect our clients to take full responsibility for their decisions to participate in any of the services/programs offered by this office. We do not identify, diagnose, or treat ANY condition or disease. We have only one goal: TO OPTIMIZE YOUR BODY'S ABILITY TO FUNCTION NORMALLY AND OPTIMIZE YOUR FAT-BURNING POTENTIAL. By reducing bio-stress levels, we allow the body's inborn self-correcting mechanism to work at maximum efficiency to restore, maintain and promote wellness.
 
We do not identify or diagnose any condition(s) or disease(s). We offer no treatment for any condition(s) or disease(s). We promise no cure from any disease(s) or condition(s). Instead, we facilitate your body's own self-correcting mechanism.
 
It is essential that you speak to your doctor prior to making any decisions about altering any medical regimen you are currently following, changing your diet, taking supplements, or going on an exercise and/or weight 
 loss program. Getting your doctor's approval prior to starting any service/program at our office is critical and solely your responsibility. Should any health condition arise while you are a client, we recommend that you immediately see the appropriate health care provider.
 
Any options that are rendered by the staff and/or head personnel should NEVER be construed as medical advice but merely as opinions. If you like medical advice, please see one of our medical doctors. We will not deal with any medical condition.
 
With your signature below, you understand and voluntarily accept these risks and agree that neither the service provider, its staff, or any of its partners will be liable for any injury to you, including, but not limited to, personal bodily injury, death, mental injury, economic loss or any damage to you, your spouse, or relatives resulting from any act of Bthe service provider, and its staff or anyone else using the facilities and that you acknowledge the inherent risks of the positions, movement, dietary/nutritional programs offered to and done to you at the service provider, with respect to your current or past condition(s). If there is any dispute between you and the service provider, and/or any of its staff, both parties agree to submit it to binding arbitration. We both agree to have a neutral arbitrator preside over any such dispute, not a judge or jury.
 
I, the undersigned, understand and accept the conditions as laid out in the “Terms of Acceptance” above.
 
 
Client Signature         Date
 
 
Office Acceptance by:
 
	Text12: Service AgreemENT (EXAMPLE)
	Text13: The following provisions apply to the services to be performed for          .

(Client Name)

1         SERVICES TO BE PROVIDED

The Office provides ultrasound, laser, and radio frequency treatments.                   (Initials)

 

2         PAYMENT

Payment in full is to be made prior to the start of any program.                   (Initials)

 

3         CLIENT COOPERATION

This Agreement contemplates full Client cooperation in the course of services agreed upon. This cooperation includes Client's agreement to remain active in the recommended program for          body contouring visits. The Client recognizes that compliance with recommended services and service schedule is important and the Client agrees to follow the service plan and the course of treatment agreed upon. The Client understand that lack of cooperation, failure to keep appointments and engaging activities identified by the office as potentially counterproductive to the body may necessitate additional treatments to those otherwise provided for this Agreement. Our office policy requires 24-hour advance notice for appointment cancellation. Failure to do so may result in deduction of pre-paid visits.                   (Initials)

 

4         TERMINATION

Subject to the provisions of paragraphs 5 and 6 of this Agreement, the Client may discontinue care and terminate this Agreement at any time by written notice to that effect delivered in person, or by mail, to the office. Such “notice of termination” shall discharge the office from all further obligations and/or duty to render care to the client. The office reserves the right to terminate this Agreement in its sole discretion notwithstanding any other terms or provisions of this Agreement.         `                   (Initials)

 

5         NO REFUNDS IN THE EVENT CLIENT TERMINATES AGREEMENT

To encourage commitment and follow-through, the service provider offers no refunds. No refunds will be made on body contour treatments. There will be no exceptions. The prepaid program cannot be altered, shared or transferred, nor can it be combined with any other program.                   (Initials)

 

6         NO GUARANTEE OF RESULTS

Client recognizes that neither Office personnel nor this Agreement provides a guarantee of results. The Office makes no guarantee of the extent or longevity of improvement to be expected. This Agreement deals solely with the services to be rendered and the fees to be paid for the care as provided. The Client's payment obligation is not contingent upon the outcome of services. Client's results can be hindered and/or suppressed by the consumption of the following, but are not limited to, alcohol, processed foods including, but not limited to, sugar-based foods and drinks, etc. It is recommended to consult your physician for dietary modification clearance if you have any questions or concerns.

 

7         TIME LIMITATION FOR SERVICES

Client understands that unused visits will expire if not used within 120 days from the date Client starts the treatment unless the Office has been provided with advance notice in writing of leave of absence or other cause of delay. After 24 weeks, all outstanding services/visits will be void.                   (Initials)

 

 

 
	Text14: 8         RELEASE OF LIABILITY

Client agrees to indemnify, hold harmless and release the service provider, its agents, employees, officers, directors, representatives, assigns, members, affiliated organizations, and insurers, and others acting on the Company's behalf, of all claims, demands, causes of action, and legal liability, whether the same be known or unknown, anticipated or unanticipated, and further agrees that except in the events of the Company's gross negligence or willful and wanton misconduct, no claims, demands, legal actions and causes of action, shall be made against the Company for any economic and non-economic losses of any kind.

          (Initials)

 

9         YOUR RESPONSIBILITIES

1.         Keep your appointments. We require 24-hour advance notice to reschedule/cancel an appointment.

2.         Follow your program as closely as possible. Report any deviations to the Office staff so that we can help you get back on track.

3.         If you have any challenges whatsoever, please share them with us immediately. Remember, it is in both our interests for you to succeed in achieving your goals.

4.         If you have any medical conditions, please share this program with your physician immediately. The service provider is not a medical facility and does not make medical decisions.

          (Initials)

 

10         GOVERNING LAW

This Agreement shall be governed, construed and interpreted by, through and under the Laws of the State of ___________________.

 

11         COMPLETE AGREEMENT

This Agreement constitutes the complete agreement and understanding between Client and Office and will not be changed or modified in any way unless agreed to by both parties in writing.                   (Initials)

 

 

 

THE CLIENT HAS FULLY READ THIS AGREEMENT AND ANY SUPPLEMENT HERETO, AND UNDERSTANDS AND AGREES TO ABIDE BY ALL OF THE TERMS HEREOF.

 

 

 

Client Name         Date

 

 

Client Signature

 

OFFICE ACCEPTANCE:

 

BY:          Date

 

 











***All forms provided are examples of what you need to provide services to your clients.

***Please contact your city or/and a Legal Advisor for proper protocol. 




