Natural Healing Center of Crosby
New Client Questionnaire
Date_______
Name__________________________

1. Do you have any medical implants, such as a pacemaker, defibrillators, brain stimulators, muscle stimulators?___________________________
2. Are you taking any immune suppressive therapies?________________
3. Have you ben diagnosed with Deep Vein Thrombosis (DVT)?_________
4. Do you have any medical implants that are intended to administer medication?____________________
If you said Yes to any of the above questions, you are not a candidate for the Bemer therapy. 
If you said no, then let’s proceed.
1. What health issues are you experiencing?
_________________________________________________________________________________________________________________________ 

2. Are you currently under the care of a Physician, if yes, who?  _____________________________________________________________
3. Tell us about yourself and how you want to improve your health. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please either upload this form into our site, or fax to 281-462-2505 or bring with you at your appointment. Thank You. 


