INFORMED CONSENT AND RELEASE OF LIABILITY
Our center in calibration with the Sedona NAD center offers a multidisciplinary functional
restoration program. The completion of the above intake questionnaire, an informed consent and
a release of liability are required in order to receive services. Selected personality and/or
cognitive assessments may also be administered as part of the overall treatment plan. In order to
initiate services, please read the following agreement. Your signature attests that you both
understand and agree to the terms contained herein:
1. I understand that my records are kept confidential, except where disclosure is required by law
or by the professional ethics of the counseling profession which includes but is not limited to
child abuse/elder abuse reporting requirements, serious threat of harm to self or others, and
HIV/Aids reporting requirements.
2. I understand that psychotherapy, physical therapy, occupational therapy, medications and at
home exercise regimens can have benefits and risks. I understand that while treatment often
leads to reductions in feelings of distress, discomfort and negative emotions it also involves
discussing unpleasant or painful feelings. I also understand that there is no guarantee regarding
my personal therapeutic process. I understand that my personal commitment to my therapeutic
process is vitally important to a successful outcome.
3. In consideration of the benefits to be derived from services, the receipt whereof is hereby
acknowledged, I hereby indemnify and hold harmless, release, remise and forever discharge and
covenant not to sue or hold legally liable Dr. Forrest Lanchbury, Frequency Healing Arts LLC,
Cellular Detox Clinics, New Paradigm Ranch LLC and the licensed and non- licensed
counselors; doctors, and the entire staff from any and all claims, demands, damages, actions or
causes of action whatsoever related to the treatment process. I waive any right I may otherwise
have to seek to use the record of my clinical team as evidence in any judicial proceeding or to
compel the testimony of any counselor or staff member. I have read and understood the
preceding information and agree to the policies of the services as stated. I understand that these
comments are prerequisite to my receiving and continuing services.
Signed: ____________________________________________________ Date: _____________
Signature___________________________________________________
Parent/Guardian: _____________________________________________ Date: _____________
Signature ___________________________________________________
E-mail

________________________________Phone____________

Address____________________________________________________

