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Consultation Informed Consent 

With my signature below, I am confirming my purpose in establishing a relationship with Health Harmonized, LLC for natural health 
consultations including, but not limited to, Holistic Health Consultations, Iridology, Sclerology, VoiceBio Analysis, NLP Life Coaching, 
Pregnancy & Fertility Consultations, Custom Perfume Blending, hypnosis, and any other natural health service offered by Health Harmonized, 
LLC.  I understand that while the methods utilized by this practice have a proven clinical foundation, they may not yet be accepted by the 
Federal Drug Administration or standard (allopathic) medical professionals.  I understand it is my personal decision whether to follow or not 
to follow any of the natural health suggestions offered.  I acknowledge there are no guarantees regarding cure or improvement of my 
condition. 

I understand my naturopath or wellness practitioner is not a medical doctor nor a mental health professional and does not treat, diagnose, or 
prescribe for any medical conditions including, but not limited to, any disease, pain, deformity, or physical condition.  I understand that this 
service does not replace any medical or mental health counseling.  If I have a medical or mental health condition, I will seek a qualified 
medical professional.  I understand any suggestions, therapies, or advice do not intend to diagnosis, cure, mitigate, treat, or prevent any 
disease.  I will inform Health Harmonized, LLC of any changes in my health and medical condition. 

I understand that it is my responsibility to alert my practitioner of any and all adverse effects or reactions during and after any therapy.  If I 
am a woman and am pregnant (or suspect I could be pregnant), I will let Health Harmonized, LLC know immediately as some remedies and 
therapies used could present a risk.   

I am not on this visit or any subsequent visit acting as an agent for the federal, state, county, local agencies or news media on a mission of 
entrapment or investigation.  If I am employed with by any of the above, I will notify Health Harmonized, LLC, and clearly state my intentions 
prior to my appointment. 

I understand that should I cancel an appointment less than 24 hours before the scheduled time or “no show” an appointment, I am subject to 
a fee equal to the cost of the missed appointment. In the event legal action is required to collect payment, I agree to be responsible for 
attorney fees and costs. 

By signing this release, I hereby waive and release Health Harmonized, LLC and its agents from any and all liability, past, present, and future 
relating to any natural health consultation or service. I agree Health Harmonized, LLC will not be liable for death or any injury, including, 
without limitation, personal, bodily or mental injury, economic loss or damage to me resulting from negligence, other acts in Health 
Harmonized, LLC, anyone acting on Health Harmonized, LLC’s behalf, or anyone using the services, therapies, or consultations, or the facilities 
of Health Harmonized, LLC, to the fullest extent permitted by law. This agreement and the Therapy Informed Consent, if applicable, 
constitute the entire agreement between me and Health Harmonized, LLC and cannot be amended, except in writing by both parties. Myself 
and/or any of my heirs, executors, representatives, or assignees hereby release Health Harmonized, LLC from all claims or liabilities for death, 
personal injury or property loss or damages of any kind sustained while on the premises and/or from any advice or services provided by an 
employee, independent contractor, or any representative of Health Harmonized, LLC. I agree that this waiver is in effect for all consultations, 
services, and therapies and will not expire unless specifically requested by either party. 

______ Initial to confirm email, phone, and text appointment reminders are acceptable.  Cross out any you do not wish to receive. 
______ Initial to receive our newsletter. 

I, (Print Name) _________________________________________________________________________ , acknowledge that I have read, 
understand and agree with all of the above statements by my signature below. 

Signature: ________________________________________________________________ Date: ________________ 

Consent to treatment of a minor:  By my signature below, I, (Print Name) ________________________________________________ ,  
authorize agents of Health Harmonized, LLC to provide natural health consultation services for my child/dependent (Print Child’s Name) 

_______________________________________________________as necessary. 

Signature of Parent or Guardian: ______________________________________________Date: ____________ 


