BODY-N-BALANCE, INC.

CONFIDENTIAL CLIENT INFORMATION

Client Name_____________________________________ 

Age_________

Home/Mailing Address____________________________

 Male/Female

City_______________________________
State ________
Zip Code __________
Phone (____)_______________________

Occupation_____________________
Cell Phone (____)___________________

In Case of Emergency: Contact: _____________________ 
Phone: (____)_________________

Main Symptoms/Problems



Length of time

1.                                                                                 1.

2.                                                                                 2.                                                                                                                                    

3.                                                                                 3.

4.                                                                                 4.

5.                                                                                 5.

Consent to Test

The BEST System is an FDA-registered device.  Reinhold Voll, MD introduced the original concepts in Germany more than 40 years ago.  The technology was brought to America 20 years ago to see if a team of engineers could computerize the process.  The BEST System is in the fourth generation of this technology and the most advanced system yet created.  Research has been conducted in areas from AIDS, Allergies, Cancer, Diabetes and Human Growth Hormones and other areas too numerous to mention.  The reports from the individual studies are very favorable.  However, at this time in the United States, insurance companies and the American Medical Association do not recognize the technology.  I understand that this is not a guarantee of a cure for any condition or ailment.  The testing procedure is noninvasive and I give my consent to be tested.

Client Signature__________________________________ 

Date_________________

Guardian Signature________________________________ 
Date_________________
Agreement of Payment:

I agree to pay for the computerized functional health tests that I elect to have administered, all homeopathic or nutritional products I choose to purchase, and I am responsible for all fees for services rendered.  I understand that at this time my insurance company will not pay for the tests or remedies.  I am solely responsible for payment and I understand that payment is due at the time services are rendered.

I ALSO UNDERSTAND THE PRODUCT RETURN AND APPOINTMENT CANCELLATION POLICY:

ALL SALES ARE FINAL ON ALL HOMEOPATHICS, HERBS AND SUPPLEMENTS.  WE DO NOT ACCEPT RETURNS.  CANCELLATION OF RETURN APPOINTMENTS MUST BE MADE BY PHONE OR WRITING PREFERABLY 48 HOURS IN ADVANCE BUT AT LEAST 24 HOURS IN ADVANCE OR YOU WILL BE BILLED ACCORDINGLY FOR THE MISSED APPOINTMENT.

Client Signature____________________________________ 

Date____________________
