
 
 

GENERAL CONSENT FORM 
 

 
I, _______________________________________ understand that  
 
_________________________________________ is a professional homeopath trained in 
the classical tradition and that he/she is not a licensed medical doctor.  As such, I 
acknowledge that it is my responsibility to seek medical diagnosis and advice for my 
present and future health conditions.  In consulting with a professional homeopath I am 
exercising my right to choose a complimentary/alternative method of treatment through 
which to address my total health.  As homeopathy is not covered by the existing 
government medical plan, I agree to pay all fees presented in the current rate schedule as 
well as charges incurred for appointments missed or cancelled without 24 hours notice. 
 
All information disclosed is confidential except where disclosure is authorized or 
required by law.  Disclosure may be required, for example, in the following 
circumstances: a reasonable suspicion of child or elder abuse; a reasonable suspicion that 
the client presents a danger to himself or to others; or a court order requiring disclosure 
(e.g. in the context of personal litigation). 
 
I authorize discussion of my case notes with other professional homeopaths should 
assistance in remedy selection and/or symptom analysis be required, or my best interest 
be served by such a consultation in the opinion of my homeopath.  In doing so, my right 
to privacy will be protected by the changing or withholding of my name and all other 
identifying information. 
 
I understand that homeopathy views health and illness in a holistic manner and that this 
view is different from the standard, conventional approach, which usually limits its 
concerns to isolated symptoms.  I understand that homeopathy regards the mental and 
emotional as well as physical aspects of a human being as important.  In homeopathy, the 
practitioner relies on symptoms from all these areas.  Improvement in my health will be 
evaluated from a total view of all these areas.  I understand that there may be occasions 
when an aggravation of my current symptoms or a return of previous symptoms may 
occur as part of the healing process. 
 
 
Signature: ________________________________________________     
                     (Patient or Parent/Guardian if the patient is under the age of consent) 
 
Date: ___________________________________________________ 
 
 
Witness: _________________________________________________ 
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