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Welcome to LBSWC!                                                     Date _______________
Name _____________________________________      Age ________________

Address ___________________________________________________________

Phone # ___________________Work # ____________  Cell# _______________
email _____________________________________________________________
In order to find out if you are a good candidate for the LBCWS Program, we ask that you answer the following questions:
1.  Do you exercise on a regular basis?

· what do you do? _____________________________________________
· how often?__________________________________________________
· if not, are you willing to start exercising regularly prior/during the

LBSWC Protocol? _____________________________________________
2. How is your diet?

· do you eat regularly or skip meals?______________________________
· do you eat breakfast? _________________________________________
· what have you had to eat today?_________________________________
_____________________________________________________________

· are you willing to change your diet prior to starting the LBSWC Program?
______________________________________________________________

3.  Are you willing to drink 8–10 glasses of water per day? _________________
4.  Are you willing to undergo a detoxification and metabolic cleansing program 

     prior to doing the LBSWC program? ___________________________________
5.  What are your health and body goals? _________________________________
· what are your expectations from the LBSWC Program? ________________

______________________________________________________________ 
6.  Have you had recent blood tests for cholesterol and triglycerides? ________
     If yes, what values? ________________________________________________

7.  What are your stress levels? (scale of 1-10)  ___________________________
· do you get 6-8 hours of sleep per day? _____________________________
· do you have the support of friends and family? ______________________
8.  What emotional blocks do you have with respect to food, exercise or your 

     general body image? _______________________________________________
     _________________________________________________________________

9.  Do you have back pain? ___________________________________________
10. Are you currently (or in the recent past) on any medications?  Please list:

      ________________________________________________________________

      ________________________________________________________________

11. Have you had recent treatment for any conditions relating to your thyroid, liver,  

      heart or any cancers?   ___________________________________________

      _______________________________________________________________
10. Are you willing to a Wellness Program after the LBSWC Protocol in order to 

     maintain your results? _____________________________________________
     _________________________________________________________________
It is important for us to know what your motivations are for doing the LBSWC Program in order to individualize your program to target your specific areas. By doing this, we can maximize the benefits that the LBSWC Program will have with you.

The LBSWC’s Zerona Laser Program sets the stage for optimum circulation and lymphatic flow in your target area and supports the organs of detoxification (liver and kidneys), so we can get the best results possible.

We cannot do this without your co-operation.  We ultimately are your partners in both your physical (fat loss) and emotional (better self image) well being.

By signing the bottom of this form, you are agreeing to assist us in making these changes through the LBSWC Program and will do your very best to abide with our recommendations.

_______________________________ Name

_____________________________ __ Date

________________________________Signature 
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