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Child Client Intake Form


Child’s Info							Date ____________________   
Name	    ______________________________________________________________________
Address   ______________________________________________________________________
City _____________________________________  Province/State ________________________ 
Postal Code/Zip Code ________________ Phone Number_______________________________
Date of Birth _______________________________________ Current age __________________
Primary Parent’s/Guardian’s Info
Name	    ______________________________________________________________________
Address   ______________________________________________________________________
City _____________________________________  Province/State ________________________ 
Postal Code/Zip Code ________________ Phone Number_______________________________
Email _________________________________________________________________________
Relation to Child ________________________________________________________________
Secondary Parent’s/Guardian’s Info
Name	    ______________________________________________________________________
Address   ______________________________________________________________________
City _____________________________________  Province/State ________________________ 
Postal Code/Zip Code ________________ Phone Number_______________________________
Email _________________________________________________________________________
Relation to Child ________________________________________________________________
Please check any symptoms from the following list: Please write C for current or P for past
	_____cough
_____phlegm
_____wheezing
_____short of breath
_____hoarseness
_____sneezing
_____loss of/change in smell
_____loss of/change in taste
_____nasal discharge
_____sinus headaches
_____vocal problems
_____sore throat
_____vertigo
_____dizziness
_____ringing in ears
_____ear congestion
_____history of ear infections
_____hearing loss
_____red eyes
_____tired eyes
_____blurred vision
_____sore eyes
_____itchy eyes
_____excess energy
_____lack of energy
_____swollen ankles
_____puffy under eyes
_____abnormal thirst
_____craving salt
_____hair loss
_____restless leg
_____trouble losing weight
_____unexplained weight loss
_____eyebrow hair thinning/loss
_____ insomnia
_____inability of concentrate
_____poor short-term memory
_____poor long-term memory
_____memory issues
_____headaches
_____migraines
_____speech issues
_____brain fog
_____mood swings
_____melancholy/sad
_____grief
_____anger easily
_____frustration
_____irritable
_____fear
_____anxiety
	_____runny nose/eyes
_____swollen glands
_____painful lymph nodes
_____catches cold easily
_____low immune system
_____high immune system
_____bleeding gums
_____metallic taste in mouth
_____canker/cold sores
_____acne
_____perspire easily
_____hot sweat
_____cold sweat
_____itchy skin
_____rashes/hives
_____dry skin
_____low appetite
_____high appetite
_____diarrhea
_____constipation
_____alternating constipation/diarrhea
_____loose stools
_____weak/sore knees
_____stiff joints
_____painful/swollen joints 
_____pain with exercise
_____numb hands
_____numbness in feet
_____muscle cramps in legs

Men only
_____difficult urinating
_____trouble starting/stopping stream
_____ nocturnal emission
_____erectile dysfunction
_____baldness/hair loss


	_____heart burn
_____stomach pain
_____belching/burping
_____acid reflux
_____hiccups
_____gas/flatulence
_____intestinal rumbling
_____hemorrhoids
_____hernia
_____bloating after eating
_____indigestion
_____high blood pressure
_____low blood pressure
_____palpations
_____Chest pain
_____Poor circulation
_____wired but tired
_____urinary infections
_____history of kidney stones
_____incontinence
_____history of gallbladder stones

WOMEN ONLY
_____painful menstruation
_____clots
_____cramps
_____dark flow
_____bright flow
_____light flow
_____Heavy flow
_____changes in cycle
_____painful breasts
_____urgent urination
_____painful urination
_____emotional outburst
_____headaches around menstruation
_____vaginal yeast infections










	
	
	



Please list any herbs, vitamins, or supplements the child is currently using
____________________________________________________________________________________________________________________________________________________________
Please list any medications the child is currently using
____________________________________________________________________________________________________________________________________________________________

Are you being treated for any medical conditions? 		Yes  o		No   o
____________________________________________________________________________________________________________________________________________________________
Are you aware of any allergies, diagnosed or suspected? 	Yes  o		No   o
____________________________________________________________________________________________________________________________________________________________
Please list any major accidents, broken bones, concussions, whiplash, sport injuries, etc.
____________________________________________________________________________________________________________________________________________________________


Please list any surgeries (with approx. age) 
____________________________________________________________________________________________________________________________________________________________
Please list any major dental work done (braces, teeth removal, root canals, fillings, etc)
____________________________________________________________________________________________________________________________________________________________
Please list any treatments or other therapies the child is using currently
____________________________________________________________________________________________________________________________________________________________
Please list any treatments or other therapies the child has used in the past and for what
____________________________________________________________________________________________________________________________________________________________
Born pre-maturely? _____________________________________________________________
Pregnancy and Birth uncomplicated? _______________________________________________
______________________________________________________________________________
How is the health of the child up till now? ___________________________________________
______________________________________________________________________________
Where there any significant trauma/episodes with approximate age (divorce, loss of a family member, abuse, other traumatic events, etc.) ________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Do you currently smoke?     Cigarettes    o	  Marijuana    o	  Alcohol o         Other  o	   
How many hours per day does the child look at screens (computer, phone, television, etc.) ______________________________________________________________________________
How many minutes/hours does the child engage in physical activity (walking, sports, weight/strength training, running, other physical activities, etc.) ______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Do you have any concerns about the child’s weight?    Yes    o    No   o   
Do you have any concerns about the child’s height?     Yes    o    No   o   
Are you on a special diet? Yes    o    No   o   If yes, what diet? ___________________________
_____________________________________________________________________________
Dietary restrictions (religious/vegetarian/vegan/dairy free/gluten free, etc)
______________________________________________________________________________
______________________________________________________________________________
 General state of Health is   o   excellent   o   good   o fair   o   poor 
General level of stress is   o    low   o      moderate   o    high
Any areas of life that are affecting the child’s tress levels? _______________________________
______________________________________________________________________________
______________________________________________________________________________
Any addictions? (Food, gaming, sex, gambling, phone, drugs, social media, etc) ______________
______________________________________________________________________________
Any recent traumas/episodes? _____________________________________________________
______________________________________________________________________________
Is there anything else you feel would be important to share? 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
What areas, problems or goals would you like help with now? (List in order of importance)
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
Please read and sign the informed consent that follows
Informed Consent to Treatment

Please read and sign the following statements:
I understand that I give my consent to the practitioners of Radiant Bioenergetics to conduct a session of Natural Bioenergetics/HK™, and/or other natural therapies such as SCENAR, essences, nutritional consulting, Matrix Energetics, etc. as may be appropriate, with me. 

I understand that the practitioners of this health centre are certified in their disciplines and will use only natural, non-invasive methods of assessment and therapy. I am aware that a healing reaction (commonly called “detox reaction”) may occur. It is usually mild and will pass in a few days with rest and water. I may experience tiredness, irritation, digestive disturbances, soreness, a mild fever or other symptoms. If I have any concerns with a reaction I will contact my practitioner immediately. If symptoms are emergent, I will seek emergency care. 

I also understand that Natural Bioenergetics/HK™ do NOT directly treat any physical diseases, disorders, ailments, etc.  Matrix Energetics and Natural Bioenergetics/HK™ work is for the body’s underlying energy system.

I also understand that Natural Bioenergetics/HK™ is NOT psychotherapy.  It deals with emotional issues on an energy level, not a conscious level.  It does NOT deal with, nor is it related to parapsychology.

I understand that Natural Bioenergetics/HK™ is a complementary health program and does NOT diagnose disease or conditions, nor does it replace the care of your physician. It is your responsibility to consult your physician about any medical problem or concern that you become aware of. 

I understand that any advice given to me as a client at Radiant Bioenergetics is not mutually exclusive from any treatment or advice, I may be given by another health care provider. I understand that I am at liberty to seek, or continue, medical care from any other health care provider qualified to practice. I understand that the practitioners reserve the right to determine which cases fall outside of their scope of practice and an appropriate referral will be recommended. 

I understand that I am accepting or rejecting this care by my own free will. No employee or practitioner at Radiant Bioenergetics is suggesting to me to refrain from seeking the advice of another health care provider. 

I understand that the services offered are not covered by __Radiant Bioenergetics__ and are payable at time of service. Submission to any insurance plan that may provide coverage for the service is my sole responsibility. 

I understand the24 hours’ notice is required for appointment cancellation; otherwise, I will be responsible for the cancellation fee of 100% of the time booked. 

I understand that any therapies recommended will be explained to me in full by the specialist and that I will give consent to treatment based on informed consent. 

I understand that any and all of the information here is applicable to minor children under the care/guidance of a parent/guardian. 

       I consent to receive receipts, appointment notifications, follow-up and educational emails from Radiant Bioenergetics and TidyCal, our online booking calendar.
 
Cancellation Policy

Your appointment time is reserved just for you. A late cancellation or missed session leaves a hole in the NB specialist’s day that could have been filled by another client. 
As such, we require 24 hours notice for any cancellations or changes to your appointment. **If no notification, or less than 24 hours is provided, you will be charged the cost of your appointment price as a “NO SHOW FEE”**. Please note that benefits do not cover missed appointment fees. If you need to reschedule prior to the 24 hours, please feel free to do so.
If because of an emergency you need to cancel within 24 hours, please email. 

I, __________________________________, have read, understood, and agree to the above statements. 

   
_____________________________________________________________________________________
SIGNATURE   ( or PARENTAL GUARDIAN’S SIGNATURE)                              DATE
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