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Nutritional Medicine Consultation Liability Waiver 

 

Please return this completed questionnaire to email: stacy_howe@icloud.com at least 48 hours prior to 
your scheduled appointment time. 

Blood Type – It is imperative that all clients provide their Blood Type (O, A, B or AB).  

If you are unaware of your blood type, please make the necessary arrangements to find out. Your blood 
type may be found on our long form Birth Certificate or Blood Donor card. In some rare instances, your 
healthcare practitioner may have this information on file. Otherwise, please request with your 
healthcare practitioner a requisition for blood draw. Once you have obtained your requisition you can 
then go into any lab (ex. Life Labs,) and have your blood drawn. Your results will be sent to your 
healthcare practitioner in roughly one week; you may have to call to find out your results.    

Full Name (printed): _________________________________________________________________ 

Blood Type (O, A, B, AB): ______________   Date of Birth:  D_____ / M _____ / Y _____ Age: _______  

Address:  ___________________________________________________________________________   

City: _________________________________     Country: __________________________________ 

Postal Code: _________________________     Primary Telephone # (_____) - _______ - _______ 

            Email: ____________________________________________________________________________ 

Please Confirm Email: _______________________________________________________________ 

Do you want to sign up for our email newsletters, promotional offers, discount codes, blog post 
information and more? Yes __________ No __________ 

           Astrological Sign (Virgo, Libra, etc.): ___________________________________________________ 

           Emergency Contact Full Name: ________________________________________________________  

Emergency Contact Telephone # (_______) - ________- _________    

            List any MAJOR ALLERGIES: _______________________________________________________________ 
 

DISCLOSURE & WAIVER OF LIABILITY AGREEMENT

 

1.

 

Stacy Howe,

 

of Howe Well (HoweWell.com), is a

 

Homeopathic Practitioner. She does not function as a 
medical doctor, nor does she readily diagnose disease. Her services do not replace the services of a

 

licensed 
physician. Please Initial _______

 

Do you have any Internal Implants of any variety? (ex. pacemaker, IUD, metal rods or pins, 
heart stent(s),brachytherapy, breast implants, etc.):    YES        NO
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2. Stacy Howe, of Howe Well (HoweWell.com), makes no representations, claims, or guarantees regarding the 
efficacy of her recommendations. A ‘Nutritional Medicine Consultation’, as provided by Stacy Howe, does not 
constitute a medical service or any health care treatment of any kind. Please Initial _______  

3. I understand that the nature of the recommendations for my care will be fully explained to me by Stacy Howe, 
and that I, the “Client”, will have the opportunity to ask questions at any time. I am not being forced to accept 
any consultation and/or treatment. Please Initial _______  

 
4. Individualized recommendations are offered through consultation for the purpose of education and information 

only. Any action taken as a result of consultation, is at the sole discretion and risk of you, the “Client”. 
Therefore, it is strongly recommended that in addition to any nutritional consultation given here, that you also 
maintain a strong relationship with your medical doctor. For example, in the case of a child, you are advised to 
seek the advice of a pediatrician. If you have cardiovascular disease, please consult with a cardiologist. If you 
have cancer, consult with an oncologist, etc. Please Initial _______  

5. Your signature and/or initial(s) on all forms verifies that you, the “Client”, have not been told to discontinue 
any medications and/or treatment(s) with any other medical specialists, and/or health care practitioners. Your 
signature and initial(s) have been given voluntarily; prior to being given any service, information, advice, 
remedies, and/or recommendations by Stacy Howe, of Howe Well (HoweWell.com). Please Initial _______  

6. Financial Policy: You, the “Client”, are responsible for the full payment of all professional services rendered and/or 
remedies received. You are also responsible for any email invoice payment fees; if and when applicable. By signing below, 
you agree to comply with the above terms, and acknowledge that you, the “Client”, understands all verbiage (language) 
and concepts herein. Furthermore you, the “Client”, agrees not to hold Stacy Howe liable for any costs, injuries and/or 
damages related to any service(s) and/or remedies provided by her; other than in the event of willful misconduct and/or 
gross negligence. I understand this consent agreement, and have executed it freely and willingly. Please Initial _______  

7. Please indicate that you understand that all educational information gained or provided through having a Nutritional 
Medicine Consultation with Stacy Howe, is not intended to diagnose and/or treat any disease, ailment(s), condition(s), or 
abnormalities. It serves merely as background information, in order for you to be ADVISED on how to live a healthier 
lifestyle. Any information gained and/or advice taken through consultation with Stacy Howe of Howe Well 
(HoweWell.com), is used at the sole discretion, risk and responsibility of the active participant, the “Client” involved. Any 
information gained through any consultation service with Stacy Howe of Howe Well is confidential, and is only to be used 
by the active participant involved. Please Initial _______       

8. By voluntarily choosing to receive a ‘Nutritional Medicine Consultation’ from Stacy Howe, of Howe Well 
(HoweWell.com), I warrant that to the best of my knowledge that I, the “Client”, do not have any disability, 
mental impairment and/or any other ailment which prevents me from willfully and truthfully signing this 
waiver, nor from receiving any consulting/coaching services with Stacy Howe. Please Initial _______  
 

I have read and fully understand the above disclaimer: Yes _____ No ______   Please Initial _______   

Full Name (printed): ___________________________________________________________________ 

Signature: ____________________________________________________________________________ 

Date: D/ ______ M/ ______ Y/ ________ 

           If you are under the age of 18, written permission of your parent or legal guardian is required below.  

Full Name (printed): ____________________________________________________________________________ 

Signature: ____________________________________________________________________________________ 

Date: D/ ______ M/ ______ Y/ ________ 

Form Updated: January 11th, 2021 
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