
Lisa	Decandia,	Hom,	DSHM,	R.	BIE,	MSc					 Registered	Homeopath,	BIE	Prac<<oner																																																																																																							
LDC	Wellness	

BIE	Intake	Form			(Complete	only	a-er	booking	first	appointment)

Name:	_________________________________________________________						Date	of	Birth:	D_______	M_______	Y______

Address:	___________________________________________________________________________________________________
Street City Postal	code

Telephone:		Home:	_________________________	Work______________________	Mobile_____________________

E-mail	address:	_________________________________________________________________________________

Referred	By:	____________________________	Present	M.D.	and	Phone	no.:	_______________________________

Major	Complaints	in	Order	of	Importance	for	You:
Complaint Since Causes

Which	Medica<ons	Are	You	Currently	Taking?
MedicaGon Since Adverse	Effects

What	Other	Treatments/Supplements	Are	You	Currently	Following?
Treatment	or	Regime Since Results

Which	of	the	Following	Condi<ons	Have	You	Had	in	your	life<me?
Abscesses Alcoholism Allergies Amnesia Anemia ArthriGs Asthma
Cancer Chicken	Pox Cold	Sores ColiGs Depression Diabetes Emphysema
Epilepsy Gall	Stones Goitre Gonorrhea Gout Hay	Fever Heart	Disease	
HepaGGs Herpes	 Influenza Kidney	Disease Leukemia Malaria Measles
Miscarriage Mononucleosis Mumps Parasites Pelvic	Inflammatory	Disease PCOS
Pleurisy Pneumonia ProstaGGs RheumaGc	Fever Rubella Scarlet	Fever Sexual	Abuse
Skin	Disease Strep	Throat SinusiGs Stroke Sun	Stroke Thyroid	Issues TonsilliGs
Tuberculosis Warts Whooping	Cough Worms Yellow	Fever

Any	Other	Major	Condi<ons?	_________________________________________________________________________________________

Are	You	Currently	Under	the	Care	of	a	Physician(s)?
Physician For	Which	CondiGon(s)? Treatments

________________________ ______________________________________ ___________________________
________________________ ______________________________________ ___________________________		

What	Major	Opera<ons	Have	You	Had?
OperaGon When ComplicaGons

What	Major	Injuries	Have	You	Had?
Injury When ComplicaGons



Female:
What	was	the	age	of	first	Menses:	_____________________	Previous	Pregnancies?	__________________________________

Any	miscarriages/aborGons?	_________________________	Any	Birth	Control?	____________________________________

Menopause/Start	Date?	_____________________________	Lingering	Menopausal	Complaints:	_______________________

Male:	
Any	history	of	impotence,	prostate,	or	urinaGon	problems?	_____________________________________________________________

Any	related	treatments?	_________________________________________________________________________________________

How	Much	of	the	Following	Substances	Are	You	Using	per	week?

Tobacco____________Alcohol_____________Coffee_______________RecreaGonal	Drugs______________

If	experiencing	any	known	allergies	or	intolerances:

Which	of	the	following	trigger	(or	cause)	symptoms?	Please	circle	all	that	apply.
Grass Leaves Perfumes InsecGcides Smoke Cold	Air Other:	___________
Hay Cats CosmeGcs Odors PolluGon Humidity
Mold/Mildew Dogs Aerosol	Spray Dra\s Exercise Weather	Change
Basements Horses Alcohol House	Dust Nervousness Latex

When	are	your	Symptoms	worse?

Year-Round January February March April May June

July August September October November December

Environmental	Survey

Do	you	live	in	a:	 House Apt/Duplex Condo/Townhome

Do	you	live: In	the	city In	the	suburbs Rural	Area

#of	Pets	and	which	kind:	_____________________________________________________________________________________________

Medical/Professional	Waiver
PLEASE	READ	THE	FOLLOWING	CAREFULLY	(if	under	19	years	of	age,	a	parent	or	guardian	must	sign.)	I,	the	undersigned,	understand	that	
Lisa	Decandia	is	a	Registered	Homeopath	and	BioenergeGc	(BIE)	pracGGoner	and	not	a	licensed	medical	doctor.	

• As	such,	I	acknowledge	that	it	is	my	responsibility	to	seek	medical	diagnosis	and	advice	for	my	present	and	future	condiGons	from	
a	licensed	medical	doctor.	

• In	consulGng	with	Lisa	Decandia,	I	am	exercising	my	right	to	choose	an	alternaGve	method	of	treatment	through	which	to	address	
my	total	health	and	I	reserve	the	right	to	terminate	BIE	treatment	at	any	Gme	if	so	inclined.

• I	acknowledge	that	Lisa	Decandia	does	not	diagnose	or	give	direcGon	on	any	current	medicaGons	or	diagnosis	treatment	plan	
from	my	licensed	medical	doctor.

• I	acknowledge	that	the	GSR-120	unit	used	in	BIE	treatment	is	not	intended	to	be	used	to	diagnose,	cure,	prognosGcate,	or	for	the	
treatment	of	disease	or	any	act	which	will	consGtute	the	pracGce	of	medicine	in	this	country	in	which	a	medical	license	is	
required.

• The	GSR-120	unit	is	used	to	direct	energy	directly	into	various	acupuncture	points	on	the	body	to	help	create	homeostasis.
• As	BIE	treatment	is	not	covered	by	the	exisGng	government	medical	insurance	plan,	I	agree	to	pay	all	fees	presented	in	the	current	

rate	schedule.	
• I	consent	that	from	Gme	to	Gme	I	may	receive	e-mails	from	Lisa	Decandia	and/or	LDC	Wellness	which	will	provide	me	with	

relevant	health	informaGon/newslefer,	upcoming	events,	homeopathic,	BIE	and	natural	health	seminars	and	learning	
opportuniGes.	I	understand	that	I	can	unsubscribe	to	these	e-mails	at	any	Gme.

PaGent	Signature:	______________________________	(or	parent/guardian) Date:	_________________________________

Witness:	_____________________________________


