
I hereby attest to the following:

1) I am here, on this and any subsequent visit, solely on my own behalf. 

2) I fully understand that Bioenergetics practitioners and Nutritionists are not medical doctors and I am not here for medical diagnostic or treatment procedures. I understand that results and any benefits of the services may vary.

3) The services performed by Jocelyne Hyland RHN, R.BEP are at all times restricted to consultation on the subject of nutritional matters or the Bioenergetics modality, and does not involve the use of medical tests such as, scratch tests, needles,  blood or urine tests to verify the client’s medical condition, disease, sensitivities or intolerances to foods or environmental substances.  All testing is done for experimental or educational purposes only. The homeopathic frequency unit is not intended to be used to diagnose, cure, prognosticate, treatment or prescribing of remedies for the treatment of disease or any act which will constitute the practice of medicine in this country in which a medical license is required.

4) All suggestions regarding herbs or nutritional matters are based on historical and traditional use.

5) The Bioenergetics modality and the homeopathic frequency unit does not and is not intended to support or provide any claims to diagnose, treat, or cure anaphylactic life threatening or non- life threatening allergies, medical condition or disease. The client should not for any reason, ingest or expose himself/herself to any substance that he/she has previously been diagnosed as allergic or anaphylactic by a qualified physician/allergist, or is aware of any severe allergy to a substance unless he/she has first been given consent by a qualified physician/allergist.

6) Program compliance is required for guaranteed results.

7) The homeopathic frequency unit is used to direct energy directly onto various acupuncture points on the body to help create homeostasis.

8) The decision to follow any recommendations made rests solely with the undersigned.

PLEASE PRINT:

Name:_______________________________________________________

Address:_____________________________________________________

City:___________________________   Province:____________________

Postal Code:_____________________    Phone ______________________

Signed:_____________________________   Date: __________________

Would you like to receive the Inside Works email newsletter including articles and information about special promotions/discounts and classes (4-6 editions per year)?  

Yes please ____

No thank you ____

Email Address: _______________________________
Name:
___________________________________________________   Date:  ___________________
How were you referred? 

· Physician/Practitioner

· Friend/Family   Name:  __________________________________________________

· Other  ________________________________________________________________

Are you pregnant, nursing, or do you have a pacemaker? ______________

What problems/symptoms bring you or your child to this appointment? 

(Please list in terms of priority)

1)

2)

3)

4)

5)

6)

When did the symptoms begin? ____________________________________________________________

Are your symptoms worse during certain months?  If so, which months? ____________________________ 

Occupation: ___________________________________________________

Are symptoms better away from work or school? __________________________________________________
Which of the following trigger (or cause) the symptoms. Please check all that apply.

	· Grass
	· Dogs
	· Perfumes
	· Pollution

	· Hay
	· Horses
	· Insecticides
	· Exercise

	· Mold & Mildew
	· Other animals
	· Odors
	· Nervousness

	· Basements
	· Alcoholic Beverages
	· Drafts
	· Cold Air

	· Leaves
	· Cosmetics
	· House dust
	· Humidity

	· Cats
	· Aerosol sprays
	· Smoke
	· Weather Changes

	· Latex (rubber)
	Other: __________________________________________________________


	# Of Pets ___  Indoor or Outdoor _____
	· Cats
	· Dogs
	· Birds
	· Other: ________


What type of pillow do you have?
__________________________________________________

What type of comforter do you have?
__________________________________________________

	What type of floor covering do you have in your bedroom?  
	· Carpet
	· Hardwood


	Do you smoke?
	· Yes
	· No
	How Much?  _________________
	# Of years: _____

	Have you smoked before? 
	· Yes
	· No
	When did you stop? ___________
	# Of years: _____

	Are there any tobacco smokers in your house?
	· Yes
	· No
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List all supplements you are taking:

​​​​​​________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Check any symptoms that you are experiencing:

	· Abdominal cramping
	· Itching – skin or rectal

	· Anxiety
	· Migraine headaches

	· Anaphylactic shock
	· Nasal Congestion

	· Arthritic type symptoms
	· Nausea

	· Canker sores
	· Urinating during the night 

	· Celiac disease
	· Phlegm

	· Constipation
	· Poor sense of smell

	· Depression
	· Insomnia

	· Diarrhea or loose stools
	· Runny nose

	· Difficulty concentrating
	· Wheezing

	· Emotional upset
	· Fatigue or sudden drops of energy after meals

	· Eczema
	· Gas or bloating

	· PMS
	· Irritable bowel syndrome (IBS)

	· Hives
	· Heartburn/Indigestion/Acid Reflux

	· Irritability
	· Other:


Miscellaneous: Indicate any additional information about your symptoms or intolerance:

___________________________________________________________________________________________________

___________________________________________________________________________________________________

____________________________________________________________________________________________________

Please list any suspected food allergies/intolerances: _________________________________________________________

____________________________________________________________________________________________________
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