
Dear treasured clients, 

 
Welcome to 2026! We are excited to continue being an integral part of your healing journey so you can participate in your 
life more fully! Please note the following policies/recommendations: 
 
*All cancellations need to be made by calling the office.  A late cancellation is defined as an appointment not cancelled 

24 hours prior to your scheduled appointment.  If you have a Monday appointment that needs to be rescheduled, please 

call and leave a message on our office message machine 970-256-8449.  
Please initial _____ 
 
*Your first late cancellation or no-show appointment in each calendar year will not be charged as we certainly understand 
things happen in life that make it impossible or pose a significant hardship to keep our agreed session time to focus on 
your health. Please initial____________ 
 
*After the first "free" late cancellation or no-show appointment in a calendar year, clients will be charged for the full rate 
of the appointment.  Please initial____________ 
 
*After using your first “free” late cancellation or no-show appointment and paying for a late cancellation or no-show 

appointment, we will ask that you have a credit card on file for scheduling future appointments. We will notify you of the 

late cancellation or no-show appointment and the amount prior to charging your card.  
Please initial _____________ 
 
*Also, we respectfully recommend you do not smoke cigarettes or be under the influence of any recreational mind-
altering substance the day of your service so that you may reap the full benefits of the service rendered. 
 
With gratitude and appreciation, 
Your Healing Horizons Healing Team 
 

_________________________________________________________________________                                      2026 

Signature                                                                                                Date 
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INFORMED CONSENT FOR BIO-WELL ENERGY ANALYSIS 

@ Healing Horizons  

Welcome to Healing Horizons Integrated Health Solutions 
 

Thank you for choosing Healing Horizons.  We look forward to providing quality healthcare to assist you in achieving 

your health-related goals.  To serve you as efficiently as possible, please answer all the following questions and read and 

sign all forms.  All information will be held in the strictest of confidence. 
 

Name_____________________________ Age_____ DOB_________ M   F     Marital Status_____ Phone____________ 
 

Address________________________________________________City/State__________________________Zip______ 
 

Cell_________________ If we may send you information, please provide your email_____________________________ 
 

Occupation________________ Emergency Contact________________________ Relation___________ Phone________ 
 

Who referred you to Healing Horizons? _______________________________________ May we thank him/her?    Y   N 

Purpose of Bio-Well Analysis: 

*I understand that the Bio-Well device is not a medical diagnostic instrument and is not intended to diagnose, treat, 

or cure any disease. The Bio-Well system provides information about the energy field and energetic balance of the 

body, which may be used as a tool to support holistic wellness and self-awareness. 

*I have been informed of the nature and purpose of the Bio-Well analysis and have had the opportunity to ask questions 

prior to signing this form. I understand that I may ask additional questions at any time during or after the session. 

Consent and Agreement: 

*I voluntarily consent to participate in the Bio-Well energy analysis administered by Markus Wettstein, MD. 

 

*I agree to follow the practitioner’s instructions and to notify them immediately if I experience any discomfort, 

unexpected sensations, or unusual symptoms during the session. 

 

*I understand that the results and report of my Bio-Well analysis will be sent to me by email within approximately two 

weeks. 

*I understand that this analysis does not replace medical evaluation or advice from a licensed healthcare provider. 
 

I understand payment is due at the time of service and I agree to address any financial concerns with Healing Horizons prior to 

treatment. Healing Horizons gladly accepts cancellations up to 24 hours in advance without penalty. The first late cancel or missed 

appointment is without penalty. Subsequent late cancel or missed appointments will be charged 100% of the scheduled treatment. 

Please initial_____________ 

 

By signing below, I acknowledge that I have read and understood the information above, and I give my informed consent 

to proceed with the Bio-Well energy analysis. 
 

________________________________________________________________________________________________
 Signature (Patient/Parent/Guardian)                                                              Date                                              Rev 6/22/2026 



Health and Lifestyle Questionnaire 

Confidentiality Notice: 

All information provided is strictly confidential and used solely to support your holistic wellness assessment and 

Bio-Well energy analysis. 

Name:_______________________________Email:____________________________________  

Gender: ☐ Male ☐ Female  

 

Please circle or check all conditions or symptoms that apply. 

General Health: 

ADD/ADHD / Hyperactivity • Depression • Anxiety • Mood Swings • Fibromyalgia • Migraines 

• Autism/Asperger’s • Memory Loss (☐ Short-Term ☐ Long-Term) 

Physical Symptoms: 

Do you frequently feel: 

 ☐ Hot ☐ Cold ☐ Fatigued ☐ Sweaty (☐ Day ☐ Night) 

Urinary symptoms: 

 ☐ Frequent urination ☐ Incontinence ☐ Urgency ☐ Pain with urination 

Digestive symptoms: 

 ☐ Stomach ache ☐ Heartburn ☐ Nausea ☐ Vomiting ☐ Irritable bowel ☐ Bloating ☐ Gas ☐ Blood 

in stool ☐ Diarrhea ☐ Constipation (less than 1 bowel movement per day) 

Skin and nails: 

 ☐ Brittle nails ☐ Acne ☐ Itchy/blotchy skin 

Food allergies or sensitivities (please list): _____________________________________________________ 

Do you experience fatigue or discomfort after eating any of the following? 

 ☐ Milk ☐ Wheat ☐ Corn ☐ Eggs ☐ Soy ☐ Sugar ☐ Peppers ☐ Other: ___________ 

Weight changes: ☐ Gain ☐ Loss 

History of blood sugar imbalance? ☐ Yes ☐ No 

Diagnosed with Diabetes or Hypoglycemia? ☐ Yes ☐ No 

Average energy level during the day: _____________________________ 

 

 



Medical History: 

☐ Cancer ☐ High Blood Pressure ☐ High Cholesterol ☐ Overweight 

 ☐ Diabetes / Insulin Resistance ☐ Irritable Bowel Syndrome ☐ Parkinson’s Disease 

 ☐ Osteoporosis ☐ Thyroid Disorder ☐ Overactive Bladder ☐ Addiction / Compulsion 

Other diagnosed conditions: _________________________________________________________________ 

Surgeries (history or scheduled):______________________________________________________________ 

Allergies: _______________________________________________________________________________ 

Current medications or supplements: _________________________________________________________ 

Lifestyle: 

Do you exercise? ☐ Yes ☐ No 

 If yes, how often? ___________________ (times per ☐ day ☐ week ☐ month) 

 Are you a professional athlete? ☐ Yes ☐ No 

 If yes, what sport? _______________________________________ 

Sleep Patterns: 

Bedtime: __________ Wake time: __________ 

 Difficulty falling asleep? ☐ Yes ☐ No 

 Number of awakenings per night: __________ 

 Upon waking, you feel: ☐ Rested ☐ Tired 

 Do you have vivid dreams? ☐ Yes ☐ No 

 Do you experience nightmares? ☐ Yes ☐ No 

Female Section: 

Hormonal Symptoms: 

 ☐ Hot flashes ☐ Yeast infections ☐ Spotting between periods ☐ Heavy bleeding 

 ☐ Bladder infections ☐ Pain during intercourse ☐ Vaginal infections ☐ Vaginal discharge 

 ☐ Change in libido ☐ Sexually transmitted disease ☐ Frequent headaches 

Menstrual History: 

 Have you had a hysterectomy? ☐ Yes ☐ No If yes, date: __________ 

 If yes, do you still have your ovaries? ☐ Yes ☐ No 

 Date of last menstrual period: ____________________ 

 Cycle regular? ☐ Yes ☐ No Birth control use? ☐ Yes ☐ No 

 
Male Section: 

☐ Bladder infections ☐ Discharge ☐ Erectile problems ☐ Impotence 

 ☐ Changes in libido ☐ Difficulty starting/stopping urination ☐ Prostatitis ☐ Prostate cancer 

 ☐ Excessive sweating ☐ Sexually transmitted disease 


