
Ballancer®Pro 
Client Consent Form  

 
Important Information: 
 
The Ballancer®Pro system is intended for use by people in good health. 
This system is not recommended for people who have heart problems, or vascular problems, have a 
condition requiring the use of any medical device, or have any condition that may affect their normal well-
being. 
If you are, or may be, pregnant, consult with your physician before use. Do not use this system over 
insensitive or numb areas, or in the presence of poor circulation. 
 
Do not use if you have been diagnosed with blood clots, deep vein thrombosis or phlebitis. 
This system should not be used over swollen, inflamed areas or skin eruptions. 
Do not use in the presence of unexplained calf pain. 
Consult your physician prior to use. 
 
This questionnaire is to be completed by all clients before using Ballancer®Pro for the first time. Please 
answer the following by circling the correct answer (YES or NO): 
 
1. Are you in good health? Yes / No 
2. Do you have heart problems? Yes / No 
3. Do you have vascular problems (problems with your circulation, veins, or arteries)? Yes / No 
4. Do you use a medical device (or have one implanted) to treat a medical condition? Yes / No  
5. Do you have any medical condition that affects your well-being? Yes / No 
6. Are you pregnant? Yes / No 
7. Do you have poor circulation? Yes / No 
8. Have you ever been diagnosed with blood clots, deep vein thrombosis, or phlebitis? Yes / No 
9. Do you have calf or leg pain that is unusual and/or the reason for which is unknown to you? Yes / No  
10. Are any areas of your body numb or insensitive to pain? Yes / No 
 
If you have a condition or risk factor listed above, or if the answer to question 1 is NO or if any of the answers 
in questions 2-10 is YES you must obtain authorization from your physician before using the Ballancer®Pro. 
 
Client Declaration: 
 
I hereby affirm that I have answered the above questions truthfully to the best of my knowledge and 
have verified that I have none of the contraindications to using the Ballancer®Pro. If there is a change in 
my condition I will immediately inform the operator of the Ballancer®Pro device. 

I hereby affirm that I am using the Ballancer®Pro at my own risk. 
 
Print Name______________________________________ Signature_______________________________________ 
 
Date____________________________________________ DOB___________________________________________ 
 
E-Mail___________________________________________ Phone__________________________________________ 


