Intake Form
Client Name: ____________________________________________Date of Birth: _______________________________
Address: __________________________________________________________________________________________
Phone number:    ____________________________ Email: _________________________________________________
Emergency Contact/Phone number: _____________________________________________________________________
Marital Status: _______________________   Gender:  M / F      Occupation: ___________________________________
How did you hear about us? ___________________________________________________________________________
Reasons for visit (prioritized):
1.________________________________________________________________________________________________
2.________________________________________________________________________________________________
3.________________________________________________________________________________________________
Allergies: If yes, please list (Including any medications and especially any anaphylaxis reactions): __________________________________________________________________________________________________
__________________________________________________________________________________________________
Medical History: Please list all medical history, surgeries, and diagnosis. __________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Medications: Please list any medications/supplements that you are currently taking:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

I have come here voluntarily and consent to have a BioScan assessment completed. I understand that the practitioner does not diagnose, treat, cure, or prescribe for any symptoms, conditions, or diseases. All information given during my appointment is for education purposes only. Homeopathic evaluations and recommendations are not an alternative system, and are not intended to be a substitute for medical care. It is recommended that I see my provider for appropriate evaluations and all medical needs. I ensure that I will see my medical provider for any illnesses or health conditions that I may have, and give priority to their recommendations and treatments.

Client signature: _____________________________________________Date: ____________________
	

****All fees are due at end of each visit. 							Initial___________

Complementary and Alternative Health Care Bill of Rights

Tabetha Skaj RN, BioScan MSASRT Practitioner		Rebecca Smith LPN, BioScan MSA/SRT practitioner
300 Avon Ave S Suite F						300 Avon Ave S Suite F
Avon, MN 56310						Avon, MN 56310

THE STATE OF MINNESOTA HAS NOT ADOPTED ANY EDUCATIONAL AND TRAINING STANDARDS FOR UNLICENSED COMPLEMENTARY AND ALTERNATIVE HEALTH CARE PRACTITIONERS. THIS STATEMENT OF CREDENTIALS IS FOR INFORMATION PURPOSES ONLY.

If you have any complaints about the practitioner or the services received, please file a complaint with:
Health Occupations Program
Office of Unlicensed Complementary and Alternative Health Care Practice
Minnesota Department of Health
P.O. Box 64882
St. Paul, Minnesota 55164-0882
651-201-4200
Fees: Payment for service and product are due at time of service.
BioScan- Initial: Adults- $100, Kids (11 and under) $80
Follow- up: Adults- $70, Kids (11 and under) $50
 Service is not covered by insurance.

Theoretical approach: to support the client’s mind, body, and spirit.
You as the client have the right for a reasonable notice of any changes in services or charges. You have a right to complete and current information concerning the practitioner’s assessment and recommended services provided. You should expect courteous treatment that is free from verbal, physical, or sexual abuse. Your records and transactions with the practitioner will remain confidential, unless release of these records is authorized in writing by the client, or otherwise provided by law. You have the right to access records and written information in your records. 
There are other BioScan practitioners in the community and they may be found by searching the internet or looking in the phone book. You have the right to freely choose among practitioners and change once services have begun. If you so choose to transfer, we will transfer any information requested by the client. You have a right to refuse any services or treatments at any time during the visit, unless otherwise provided by law and may do so without retaliation.

I have read and understand the complementary and alternative client bill of rights.

Client signature: _____________________________________________Date: ____________________
