WAIVER AND ASSUMPTION OF RISK

I, _________________________ , Patient or Lawful Guardian of Patient, voluntarily sign this Waiver and Assumption of Risk in full favor of the Owner, Behavioral Optometry, PC , inconsideration for the opportunity to use the Owner's facilities and/or the opportunity to receive information from the Owner or the Owner's employees, and/or to engage in the activities sponsored by the Owner, as follows:

I understand that there are certain risks associated with taking supplements, vitamins, and/or herbs and that these risks have been fully explained to me. I fully understand that as long as I follow directions specified by Dr. Berne there is very low risk for side-effects such as nausea, headaches, and rashes.  These side-effects are normal detoxification responses and should pass within 2 weeks of starting a nutritional regimen recommended by Dr. Berne.  Please contact Dr. Berne if you have any questions.  
I fully assume any and all risks involved as acceptable to me and I fully agree to use my best judgment in undertaking these activities and follow all safety instructions.

I fully waive and release the Owner from any and all claim(s), absolutely no exceptions, for personal injury, property damage, and/or death that may arise from my use of the facilities and/or from my participation in the activities or instruction.

I am a competent, lawful adult, aged ______________ , and I fully assume these risks of my own free will, in full competence and absolute regards to myself and my child/all my children involved as their lawful Guardian, directly and/or indirectly with this specific contract. I fully understand and fully agree to absolutely all parts of this contract, no exceptions. 
Dated: _________________________ , 20 ___

_________________________

Patient’s Name

________________________________

Address of Patient

________________________________

City and State of Patient

_________________________

Signature of Patient or Patient’s Lawful Guardian if 17 and/or under
_________________________

Printed Name of Patient or Patient’s Lawful Guardian if 17 and/or under
________________________________

Address of Lawful Guardian (if different from patient 17 and/or under)
________________________________

City and State of Lawful Guardian (if different from patient 17 and/or under)
