PATIENT INFORMATION
Name _______________________________________ Today’s Date ________________
Date of Birth _______________ Height ______ Weight _____ Dominant Hand? R L
Address _____________________________________ City _____________ Zip ________
Phone (cell) ________________________ Phone (Home) _________________________
Phone (Work) _______________________ email ________________________________
SS # ________-______-________ DL# ________________________________________
Check one:  Married  Single  Widowed  Divorced  Separated
Children:______ Ages: _____________________________________________________
Complains 1. _____________________________________________________________
2. ______________________________________________________________________
3. ______________________________________________________________________
Name of your Personal M.D. _____________________________ Phone ____________________
Address ______________________________________ City __________________ Zip ________

Other Doctors had seen For This Condition:  Yes  No Who? ______________________
Type of Treatment: _______________________ Results: __________________________
When Did This condition Begin? ______________ Occurred Before?  Yes  No
Is Condition  Job Related  Auto Accident  Home Injury  Fall  Other: _____________
Date of Accident: ____________________ Time of Accident: _______________________
Any Medication you are taking: _______________________________________________
Do you wear a shoe lift?  Yes  No size: which leg:  Left  Right
Do your suffer from any condition other than that which you are now consulting us?
________________________________________________________________________
Major Surgery/operation: ____________________________________________________
Broken Bones: ____________________________________________________________
Major Accident or falls: ______________________________________________________
Hospitalization: ____________________________________________________________
Previous Kinesiology Care:___________________________________________________

Name________________________
Please mark all injuries and surgeries location

CONSENT FORM

I ________________________________________ certify that Dr. Aaron Orpelli does not claim
to cure any illness or disease with NAET® ( Nambudripad’s Allergy Elimination Techniques).
I understand that NAET® is not a medical diagnostic procedure and therefore does not diagnose a
disease. Rather, NAET® gives the practitioner an indication as to the substance(s) to which the patient
may have sensitivity. NAET® uses various standard medically proven diagnostic measures and modalities
(Allopathic, chiropractic, kinesiological, and acupuncture) to diagnose the patient’s condition. The
premise behind NAET® is to desensitize a patient to a substance(s) using allopathic, chiropractic,
acupuncture/acupressure, nutritional, and kinesiological principles so that the patient may not experience
hypersensitive symptoms when they have future contact with them.
I understand that I am (my dependent) to continue all medications and other treatment modalities
as they have been prescribed unless otherwise directed by the doctor who prescribed them. During the 25
hours or after if I (my dependent) get a life-threatening reaction from the allergen I (my dependent) was
treated or from some other sources, I need to seek emergency help immediately from a physician
qualified in emergency treatments, or by calling 911 or attending an emergency room at the local hospital.
If I (my dependent) am suffering from severe allergic reactions to substances, I should consult an
appropriate physician and take appropriate medication (such as medication to prevent itching, tissue
swelling, fever, asthma, cough, pains, infections, mental irritability, violent behaviors, etc.) to keep my
(my dependent’s) symptoms under control while I (my dependent) am treating with NAET® treatments.
This way NAET® treatments can be completed without interruption and once I (my dependent) complete
the essential NAET® treatments for my (my dependent’s) condition, I (my dependent) may experience
reduction of my allergic symptoms and improved quality of life.
I understand that for 25 hours after the treatment, I (my dependent) am to avoid eating, touching,
breathing and coming within 5 feet or more as it was instructed by my practitioner of the substance(s) that
I (my dependent) have received treatment. If I (my dependent) come in contact with the substance(s) for
which I (my dependent) am being treated, I realize that the treatment may not work and I (my dependent)
may have a sensitivity reaction.
I understand that I (my dependent) must return after my 25 hours avoidance period preferably
within 24 hours but at least within 7 days, to determine if I (my dependent) have cleared for the
substance(s). I fully understand that I (my dependent) may still experience a reaction to the substance(s)
of unknown severity if I (my dependent) come in contact with them if I (my dependent) did not clear
them completely. If I (my dependent) did not clear them completely, I (my dependent) may require to
repeat the procedure (more office visits at my cost) until I (my dependent) clear them satisfactorily.
After the successful completion of my NAET® treatments I give permission to the pain clinic to
use my (my ward’s) case study in educating other similar patients or accumulating data for research
purpose without disclosing my real name or address. I give permission to take photograph of my (my
ward’s) diseased body part (e.g. in case of skin problem, etc.) to use in research or patient education
purpose without disclosing my real name or address.
I have read or have had read to me the above statements and have had the opportunity to ask
questions about its content and by signing below I agree to the terms and procedures.
_________________________
Patient’s Signature

__________________
Date

____________________
Name of the Minor

______________________________________
Relationship to the ward (mother/father/guardian /husband/ wife)

_________________________
Signature of Witness

__________________
Date

