
 

EAGLE SPORT AND FAMILY CHIROPRACTIC 
208-939-3986 

PERMISSION & AUTHORIZATION FORM 

REGARDING THE USE OF 

NUTRITIONAL RESPONSE TESTING 

 

 

 

 

PLEASE READ BEFORE SIGNING: 

 

 I specifically authorize the natural health practitioners at Eagle Sport and Family Chiropractic to 

perform a Nutritional Response Testing health analysis and to develop a natural, health improvement 

program for me which may include dietary guidelines, nutritional supplements, etc. This program is 

designed to assist me in improving my health, and not for the treatment, or “cure” of any disease. 

  

 I understand that Nutritional Response Testing is a safe, non-invasive, natural method of 

analyzing the body’s physical and nutritional needs. Nutritional Response Testing is done with physical 

touch and palpitation on the body. 

 

 I understand that Nutritional Response Testing is not a method of “diagnosing” or “treating” 

ANY disease, conditions, cancer, infections, AIDS, or medical conditions. 

 

 No promise or guarantee has been made regarding the results of Nutritional Response Testing or 

any other nutritional program or dietary program recommended but rather I understand that Nutritional 

Response Testing is used to aid in determining possible nutritional imbalances for the purpose of 

developing a safe natural program to get to a more optimum state of health. 

 

I have read and understand the foregoing. 

In signing I hereby give consent to subsequent visits and consultations. 

 

 

Print Name:___________________________________________ 

(If a minor, signature of parent or guardian required) 

 

 

Signed:_______________________________________________Date:_________________________ 

 

(If minor, signature of parent or guardian required) 
 



New Client Information 
 

Name:______________________________________________________________Date:________________ 

Date of Birth:___________/___________/____________ Age:______________ 

Address:_________________________________________________________________________________ 

City:___________________________________________State:___________ Zip:_____________ 

Phone Number:________-__________-___________ 

Email Address:_____________________________________________________________________________ 

Occupation:________________________________________________________________________________ 

Referred by:________________________________________________________________________________ 

Marital Status: Single Married  Divorced Widowed 

Number of Children:_________ Any concerns or health issues(if so please list) 

 

 

 

Medical History: Please list any major illnesses, surgeries. 

 

 

 

Current Medications: Please list 

 

 

 

Current Vitamins, Herbs or Nutritional Supplements: Please list 

 

 

 

Personal Habits: Do you use the following and if so how much per week 
Cigarettes________Coffee________Alcohol______ __Soda________Sugar________Recreational drugs______ 

 

Chief Complaint: 

 

 

 

Client Goals: 

 

 

 

 

 

 

Signature:_________________________________________________ Date:___________________________ 

 


