Chinese Energy Therapy-Body Detoxification Program Patient Information Form
Body Detoxification Programme (BDP) Consent

 

I _________________________(full name) hereby certify that I am undertaking the BDP programme at Chinese Energy Therapy Clinic of my own volition and choice since I understand this to be a natural method of therapy that helps the body without the use of any chemicals or drugs to relieve toxins and allow the generation of its own healing energy to give my body a better chance to restore itself.

 

I have been given information by the Chinese Energy Therapy Clinic about the Body Detoxification Programme and my health condition fully and openly, the Clinic relying on full disclosure by me of any information I have about my health condition, and so I clearly understand the nature of the whole programme that I have chosen to involve myself in.

 

I understand that after the treatment I could feel tired or nauseas and that this may continue for one or two days depending on my state of health but I am fully aware of and accepting of this.

 

I hereby exempt the Chinese Energy Therapy Clinic and anyone connected with it from any and all liability or liabilities in connection with or arising from this treatment programme that I have freely chosen to participate in.  I confirm that my explicit waiver of liability will also apply in its totality to any other person or persons.

 

Signed

Dated

Name:                                       Date of birth:                  
Address:                                                                  
Phone no (home):                   Occupation:                              
Work:                  

Mobile:                  

Email:                                                          （Please print）
Gender       Blood pressure:           Pulse rate                  Weight:           
What did you eat yesterday? Breakfast……………………………………………………….

                      Lunch…………………………………………………………...

                      Dinner…………………………………………………………...

What have you eaten today? Breakfast………………………………………………………..

                      Lunch……………………………………………………………
                      Dinner……………………………………………………………
Are you smoking?......................... Are you drinking alcohol?........................... For how long?...........................
Have you had any digestive problems?....................
After food, do you feel full of bloating?.................... For how long?..........................
Have you had stomachache?........................ How long?...........................How often?.............................

Do you have constipation?......................
How many times do you have bowel motion a day?......................

Do you feel nausea?......................

Do you have history of gall stones?......................

Did you have any illness related to liver in the past?...................... How long ago?...............................

Are you allergic to anything?..........................

Any medication you are taking for your digestion problems? Please list..................................
Do you have hypertension?...........................

Do you have any heart problems?.........................

Any medication you are taking for you cardiovascular problems? Please list…………………….

Do you have sleeping problems?.......................... How long will take you into sleep?.................................

How many times you wake up at night?............................ 
How many times do you need to go to the toilet at night?..............

Do you wake up in the morning feel tired?.........................

Any medication you are taking for your sleep?..........................Please list………………………
Have you had colon cleansing before?.......................... How long ago?....................................

What is the result?..........................

Have you had liver cleansing before?.............................How long ago?.....................................

What is the result?...........................

Do you diabetes?............................. For how long?.............................

Any medication you are taking for diabetes? Please list……………………………………………
Any other medications you are taking for any reasons? Please list………………………………….
Observation:……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
For 2nd day of treatment

Do you feel comfortable with colon cleansing?...........................
Do you have any difficulties to drink olive oil?.............................

Have you finished all of the drink?..................................

How was your sleep last night?....................................

Do you have any nausea or vomiting?...................................

Do you have any discomfort stomach?..........................

Any other side effect?...................................................

How many stones did you passed out?............................

What was the color like?...................................

What suggestions you would like to make to improve our service?

Observation:……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
