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Disclaimer 

The practice of Homeopathy in Colorado is regulated under the Colorado Natural 
Health Consumer Protection Act, SB-215. This notice contains disclosures required 
under this act. The services I perform, whether in person, by mail, phone or 
internet services such as email or Skype are at all times restricted to complementary 
and alternative health care services intended for the maintenance and rebalancing 
of the best possible state of health.  

I understand that Shiva Coffey, C. Hom., is not a Medical Doctor. Homeopathy is 
considered a complementary therapy. It is not a substitute for conventional 
medicine. The consultation does not constitute diagnosis or treatment of any 
disease or injury, nor is there any guarantee or promise of cure.  

Please consult your physician for any serious illness or injury.  

I understand that homeopathic remedies are available over the counter and it is 
solely my responsibility and choice to accept the results of the consultation.  

I have read and acknowledge the above:  

 

Signature...................................................... Date............................................. 

 If client is a child, please print:  

I do not treat children less than two years of age. In order to treat a child who is 
between 2-18 years of age, I must have a written, signed consent of the child’s 
parent or legal guardian.  

 

Parent’s name(s).........................................................................  

Child’s name................................................................................  

mailto:shivacoffey@comcast.net


 

Confidentiality Agreement 

I understand that information revealed to my homeopath in the case taking process 
is held in the strictest confidence unless otherwise permitted, or as noted below.  

Please initial the statements below for which you GIVE your consent, leaving blank 
those to which you do not consent:  

1. ________ My Homeopath may discuss my case with my physician or other health 
care providers.  

Exceptions to item 1:  

2. ________ My Homeopath may discuss my case with family members in order to 
obtain information pertinent to remedy selection or assessment of progress.  

Exceptions to item 2:  

3. ________My Homeopath may consult, anonymously, with another Homeopath 
regarding remedy selection.  

4. _______ My Homeopath may use my case, anonymously, for teaching purposes.  

5._________My Homeopath’s intern/assistant may handle administrative duties and 
participate in case review in connection with my files when held to the same 
professional standards of confidentiality as my Homeopath and with a signed 
agreement with my Homeopath.  

 

Printed Name__________________________________________________  

Signature_____________________________________________________  

Date_________________________________________________________  

 


