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Name: ______________________________________    Date:  _____________________________   Occupation:  ___________________________________ Birthday:  _________________________________________
How did you hear about or get referred to IBC?______________________________________________________
   Address:  _____________________________________  City/State/Zip_______________________________________
Email:  _______________________________________  Cell phone: _________________________________________
Home Phone: ________________________________   Work Phone: _______________________________________
Emergency contact:
Name/Relationship:  ____________________________________   Phone:  __________________________________
Circle main areas of interest:

Acupuncture

Body Treatments

Clearer Skin

Fitness Level Increase

Massage

More Energy

Nutrition

Pilates

Products

Qi Gong

Reiki

Relief of Pain

Special Events

Weight Loss

Workshops

Yoga
Circle if you have experienced:
Allergies

Anxiety Attacks
Arthritis
Asthma
Back Pain

Blood Clots

Cancer 

Depression
Herniated Disks

High/Low Blood Pressure

High Cholesterol

Joint Pain
Migraines
Neck Pain

Osteoporosis

Previous Injuries

Sciatic Pain

Scoliosis

Skin Conditions

Spinal Problems
Stress

Surgeries
Varicose Veins

Whiplash
Do you wear Dentures?   
Yes
No
Do you work out once or more per week?  Yes   No

Are you pregnant?   
Yes   
No
If yes, how far along? ___________________________________________
List any allergies, especially fragrances or nuts:  ______________________________________________________
Anything else important we should know about your health? _____________________________________________
________________________________________________________________________________________________________
Please list your 3 favorite hobbies: _____________________ _______________________ _________________________
At In Balance Center for Living, we are here for your health and wellbeing.  We strive to keep you safe, happy, and healthy.  We always expect you leave feeling better than when you entered.  In the event that your body responds adversely in anyway to any of our products or services, please consult with us to support you.  By signing the below signature line, you are waiving any legal right to hold us liable for any possible injury or illness that may be linked to our services.  Thank you.

Signature: 




              Initials of Receptionist:

 


