BioTune Your Health, LLC
Client Wellness Services — Informed Consent
Client Information
Client Name: ______________________________________________________
Date of Birth: __________________________
Date: __________________________
Welcome
Thank you for choosing BioTune Your Health, LLC. We are committed to supporting your health, mobility, recovery, relaxation, and overall well-being through personalized wellness services.
Before participating in any service, please carefully review this Informed Consent. This document describes the general nature of our wellness services, potential benefits, possible risks, and your responsibilities as a client.
Please ask any questions you may have before signing.
Services
Please check all services you are receiving or may receive:
☐ Health Coaching
☐ Fitness Coaching
☐ Red Light Therapy
☐ Near-Infrared (NIR) Light Therapy
☐ Hydrogen Inhalation
☐ Vibration Power Plate
☐ Sound Wave Bed Therapy
☐ Other: __________________________________________________________
Important Wellness Disclaimer
BioTune Your Health, LLC provides wellness and educational services.
Our services are not intended to diagnose, treat, cure, or prevent any disease or medical condition and are not a substitute for medical care provided by a licensed healthcare professional.
If you have a medical condition, are taking medication, are under the care of a healthcare provider, or have concerns about whether a service is appropriate for you, you should consult your healthcare provider before participating.
Wellness Coaching
I understand that wellness coaching may provide education, support, accountability, and guidance related to healthy lifestyle choices, physical activity, general wellness, and personal health goals.
I understand that wellness coaching is not:
· Medical treatment
· Mental health counseling or psychotherapy
· Physical therapy
· Chiropractic care
· Medical nutrition therapy provided by a registered dietitian
· A substitute for evaluation or treatment by a licensed healthcare professional
I understand that I remain responsible for my own health and lifestyle decisions.
Light Therapy
I understand that red light and/or near-infrared (NIR) light therapy may be provided as part of a wellness program.
Possible temporary effects may include:
· Mild skin irritation
· Warmth
· Temporary redness
· Eye discomfort if appropriate eye protection is not used
I agree to follow all instructions regarding treatment duration, positioning, and eye protection.
I understand that I should notify the practitioner immediately if I experience unusual or significant discomfort during or after a session.
Hydrogen Inhalation
I understand that hydrogen inhalation may be offered as a wellness service.
I agree to follow all equipment and practitioner instructions regarding the use and duration of the service.
I will immediately report any unusual symptoms, discomfort, difficulty breathing, dizziness, or other concerns during the session.
Vibration Power Plate
I understand that vibration-based exercise or wellness services may involve mechanical vibration intended to support movement, muscle activation, relaxation, or general wellness.
Possible effects may include temporary muscle soreness, fatigue, dizziness, or discomfort.
I agree to follow all instructions regarding proper positioning, duration, and intensity.
Sound Wave Bed Therapy
I understand that Sound Wave Bed Therapy uses sound, vibration, and/or frequency-based stimulation intended to promote relaxation and wellness.
Possible temporary effects may include:
· Relaxation or drowsiness
· Fatigue
· Temporary muscle soreness
· Mild dizziness
· Increased awareness of muscle tension or bodily sensations
I understand that individual responses vary.
Health Conditions & Medical Information
I confirm that I have provided accurate and complete information regarding relevant medical conditions, injuries, surgeries, medications, allergies, pregnancy, and other health concerns that may affect my participation.
I understand that it is my responsibility to inform BioTune Your Health, LLC of any changes in my health, medications, or medical status.
I understand that certain health conditions may require consultation with or written clearance from my physician or other qualified healthcare provider before participating in certain services.
Pregnancy
I agree to inform BioTune Your Health, LLC before receiving services if I am pregnant, attempting to become pregnant, or believe that I may be pregnant.
I understand that certain services may not be appropriate during pregnancy and that I may be asked to obtain clearance from my healthcare provider.
Client Responsibilities
I agree to:
· Answer health and safety questions honestly and completely.
· Follow all practitioner and equipment instructions.
· Communicate any pain, discomfort, dizziness, or unusual symptoms immediately.
· Stop or pause a service if instructed to do so.
· Inform BioTune Your Health, LLC of significant changes in my health or medications.
· Ask questions whenever I do not understand an instruction or service.
Results
Individual results may vary based on numerous factors, including health history, lifestyle, consistency, participation, physical condition, and other individual circumstances.
Medical Emergencies
I understand that BioTune Your Health, LLC does not provide emergency medical services.
If I experience a medical emergency, including but not limited to chest pain, severe dizziness, difficulty breathing, loss of consciousness, or another potentially serious condition, emergency medical services may be contacted.
I understand that I should seek appropriate medical attention whenever necessary.
Voluntary Participation
I understand that participation in BioTune Your Health, LLC services is voluntary.
I may decline, pause, or discontinue a service at any time.
I understand that I should communicate any concerns or discomfort to my practitioner immediately.
Questions & Understanding
I confirm that I have had an opportunity to ask questions about the services described in this document.
I understand the information provided to me and have had my questions answered to my satisfaction.
Client Consent & Acknowledgment
By signing below, I acknowledge and agree that:
☐ I have carefully read and understand this Informed Consent.
☐ I understand the nature and purpose of the wellness services I may receive.
☐ I understand that wellness services are not a substitute for medical diagnosis or treatment.
☐ I understand the potential benefits, limitations, and possible risks described above.
☐ I have disclosed relevant health information to the best of my knowledge.
☐ I agree to communicate any discomfort, symptoms, or changes in my health.
☐ I understand that participation is voluntary and that I may decline or discontinue a service.
☐ I have had the opportunity to ask questions and have received satisfactory answers.
☐ I voluntarily consent to participate in the services selected above.
Client Signature
Client Name (Printed):

Client Signature:

Date: __________________________
Practitioner
Practitioner Name (Printed):

Practitioner Signature:

Date: __________________________
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