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Executive Wellness Consultation

Consent Form
1. I fully understand that the attending practitioner(s) are not allopathic doctors and do not portray themselves to be, but are wellness/energetic consultants.

2. I fully understand the difference between the practice of allopathic medicine and the modalities practiced by holistic practitioners and energetic consultants.

3. I fully understand that the services provided by the attending practitioner(s) are not allopathic. 

4. I fully understand that the attending practitioner performs his or her services within the parameters of natural health care and wellness.

5. I fully understand that the attending practitioner does not offer allopathic drugs, surgery, chemical stimulants, radiation therapy or any other conventional treatments.  In addition, he/she does not diagnose, treat or otherwise prescribe for my disease, conditions or illness.

6. I presently seek counsel, advice, opinions related to energetic balancing, stress management or natural wellness within the scope of the attending practitioner’s practice. 
7. I fully understand that while Dr. Jacobs is a licensed primary care Naturopathic physician in the state of Vermont his license does not allow him to practice medicine in the state of South Carolina and as such he is not, can not and will not act as or replace my primary care physician.  He makes no claims to treat or diagnose any disease and is acting solely as an executive wellness consultant.  At my request he is simply consulting me on the research provided by the medical and scientific communities with regards to the efficacy of natural therapies for certain illnesses and disease.  
8. I certify that I am here solely on my own behalf.  I am not representing any other person, company, or association.  I am not here on the behalf of any governmental agency.  

9. By signing below I acknowledge that I have read and understand all parts of this waiver/consent form, and that I have had the opportunity to ask any questions with regard to any services or therapies offered.

Signature: ______________________________________    Date: _________________

Print Name: ____________________________________ 

