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Weight Loss New Patient Form

[bookmark: _Hlk24716541]Last Name: _____________________		First Name: _____________________
Referred By:_____________________________
More about you

[bookmark: _Hlk24717166]Ethnic Background: _____________   Height: ______   Goal Weight: ________
Current Weight: ________     Current Occupation:_______________________
Family and relationship status				Children
· Married	Boy/Girl	Age
1. _________      __________
2. _________      __________
3. _________      __________
4. _________      __________
5. _________      __________


· Single
· Divorced
· Separated
· Widowed 
· Partnership 
· Other 

Address:______________________________________________________ 
City:________________    State:______________     Zip Code:___________
Cell: ______-______-________   Home: ______-______-________  
Email: _______________________________________________________




Emergency contact
Name:___________________   Cell: ______-______-________
Your Employer:___________________
Medical History
Doctor:______________________   Cell: ______-______-________
Current prescriptions:______________________________________ ________________________________________________________
________________________________________________________
Allergies: ________________________________________________ ________________________________________________________ ________________________________________________________
General history:___________________________________________ ________________________________________________________ ________________________________________________________ ________________________________________________________ ________________________________________________________ 

[bookmark: _Hlk24720508]Have you ever had a Miscarriage:                  Yes                 No




Symptom

· Pain
· Chills
· Fever
· Paresthesia
· Light-headed
· Dizzy 
· Dry mouth
· Nausea
· Shortness of breath
· Tired
· Over Perspiration  
· Digestive Issues
· Sleep issues
· Can’t Fall Asleep
· Can’t Stay Asleep
Other Symptoms

· ______________________________________________________________
· ______________________________________________________________
· ______________________________________________________________
· ______________________________________________________________
· ______________________________________________________________
· ______________________________________________________________










Ten Reasons why I want to lose weight
1. [bookmark: _Hlk24719462]______________________________________________
2. ______________________________________________
3. ______________________________________________
4. ______________________________________________
5. ______________________________________________
6. ______________________________________________
7. ______________________________________________
8. ______________________________________________
9. ______________________________________________
10. ______________________________________________

Ten Consequences I see in my future if I don’t make a change
1. [bookmark: _Hlk24719652]______________________________________________
2. ______________________________________________
3. ______________________________________________
4. ______________________________________________
5. ______________________________________________
6. ______________________________________________
7. ______________________________________________
8. ______________________________________________
9. [bookmark: _Hlk24719679]______________________________________________
10. ______________________________________________

Tell us where you are in your life:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________
Where you want to be:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _Hlk24720276]_________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________


PHOTO AND VIDEO CONSENT FORM



PATIENT NAME: ____________________________________________________
PATIENT’S ADDRESS: ________________________________________________


This authorization grants permission to use your image (still or moving) and/or your spoken words in perpetuity for educational or promotional purposes. 

By signing this document, you agree: 

1.  To allow the recording of your image and voice (e.g., photographs, audio, or video). 
2.  To distribute your image or recording in any medium, be it print or electronic form, which may include the Internet. 
3.  To grant permission to other entities to reproduce the images or recording for educational purposes. 
4.  That there is no reimbursement for the right to take, or to use your photograph or video or recording. 

I have read and fully understand the intent and purpose of this document and am signing it without reservation.



 
Name (please print):_________________________________________________
Signature:__________________________________________________________
Date: _____________________________________________________________




Accident Waiver and Release of Liability Form

I HEREBY ASSUME ALL OF THE RISKS OF PARTICIPATING IN ANY/ALL ACTIVITIES ASSOCIATED WITH the Breathing Meditation Weight Loss.

I also agree that there may activity involving a test of a person’s physical and mental limits; and that deviation from the instructions may carry with it the potential for minor or serious injury, and under extreme circumstances even death.  The risks include, but are not limited to, those caused by terrain, facilities, temperature, weather, condition of participants, equipment, vehicular traffic, lack of hydration, and actions of other people including, but not limited to, participants and/or hosts and producers of the event.  These risks are not only inherent to participants, but are also present for the hosts and producers.

I agree that I am responsible for assessing whether or not I choose to participate in any activities according to my free will.  I can choose to not participate at any time, However I MUST Discuss with the Dr. on a proper withdraw from the program to prevent injury.

	If I choose to discontinue my participation I understand that the fee is non-refundable.
If I must discontinue due to unforeseen circumstances, then my participation may be arranged to continue with another class without having to repay the fee. 

I further agree that I in no way will hold Susan Sun and Lotus Pain Clinic, LLC Liable against any and all claim(s) for damages, cost or expenses (including reasonable legal fees, or similar costs), in connection with any action or claim brought or made (or threatened to be brought or made), for, or account of any bodily injury or serious bodily injury arising out of or in connection of my participation in the Program during the course of the event or during any vehicle riding with another participant or Uber/Lyft/taxi/other vehicle.

I fully understand the terms set forth in this, and I hereby execute this waiver of liability form.



____________________________	____________________________	   ________________
        Participant’s Signature		             Participant’s Name			     Date


In the event of a medical emergency, please contact:


[bookmark: _GoBack]Emergency Contact Name			Relationship			Phone#
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