REGISTRATION FORM

	(Please Print)

	Today’s date:
	

	INFORMATION

	Last name:
	First:
	
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is this your legal name?
	If not, what is your legal name?
	(Former name):
	Birth date:
	Age:
	Sex:

	( Yes
	( No
	
	
	       /          /
	
	( M
	( F

	Street address:
	
	Home phone no.:

	
	
	(          )

	P.O. Box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Credit Card Authorization:             Card Number:
	
	
	Exp:
	

	Security Code
	
	            Email Address:
	
	

	Other family members seen here:
	

	Are you presently receiving any of the following?

Doctors Care? _______ If Yes, what____________________________________________________________________________________________
Medication?  ________  If Yes, what ___________________________________________________________________________________________

Therapy?___________  If Yes, what____________________________________________________________________________________________

Health Concerns:___________________________________________________________________________________________________________



	•Us”, “We”, “You” and/or “Our” in this disclosure and disclaimer refers collectively to all persons associated with Comprehensive Wellness Solutions and its assumed trade names including, but not limited to, its shareholders, directors, officers, employees, consultants, independent contractors, coaches/partners, agents, assigns, “I”, “My” and/or “Me” refers to the above named client. 

• We are not Medical Doctors (MDs). We are non‐medical specialists with various fields of training, certifications, traditional and non‐traditional type degrees who use non‐invasive natural protocols such as vitamins, minerals, herbs and dietary changes to create a healthy environment in the body. 

• I understand that I should continue to see any medical doctors I am currently under the care of, and that any prescription medication should not be altered without first consulting the medical doctor who prescribed it. Should I choose to discontinue any such care or treatment against the advice of, or without consulting with my medical doctors, I agree to indemnify and not hold you accountable for any and all consequences of my actions. 

• I understand that I may be referred to another member of the Wellness team to seek further care if deemed necessary. 

• My visit today is based on the belief that the body has a natural ability to heal itself if given an appropriate internal and external healing environment and a proper amount of time. 

• Your body may ask for Balancers and supplements that create a healthy balance in the body and they may be discussed. This is not intended to be interpreted as a substitute for a licensed physician’s treatment.

• Nothing said, done, typed, printed or reproduced by us is intended to diagnose, treat, prevent or cure any disease or health condition, nor is it intended to prescribe any substance, dietary or supplementation plan, or take the place of a licensed physician. 

• Should I choose to implement any or all of the suggestions or recommendations discussed today, I acknowledge I am doing so of my own free will and choose to do so based on the education I have received. 

• I agree that all above statements also refer to my minor children, if applicable. 

• I am not on this visit or any prior or subsequent visit, acting as an agent for the federal, state, county, local agencies, news media, the American Medical Association or any other public or private agency on a operation of entrapment or investigation. 

• I have read and understand the above information, and agree with it completely. 


	
	
	
	
	

	
	Self/Guardian signature
	
	Date
	


NO STATEMENT OR PRODUCT HAS BEEN EVALUATED BY THE FDA AND IS NOT A SUBSTITUTE FOR YOUR MEDICAL DOCTOR.









