
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

Chris Latham, MS, CNS, CPT 
www.healwellnutrition.com • chris@healwellnutrition.com 

P: 805.451.7058 • F: 805.324.6218 
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NOTE: Completed forms must be returned ONE WEEK PRIOR to your appointment. 

 

Client Information 
CONFIDENTIAL 

NOTE:  Consent Forms must be returned PRIOR to your appointment. 
 



POLICIES & PROCEDURES 
 
CONSULTATIONS 
Chris Latham is a Certified Nutrition Specialist. She will provide nutritional and wellness advice based on these principles to help 
you with your health goals. Each client will receive personalized care and plans based on the information gathered. The ultimate 
goal is for you to learn and adopt lifestyle changes, including diet, exercise and stress management protocols to lead a healthier life.  
 
INITIAL CONSULTATION  
Initial consultation is split into 2 appointments. The first appointment will require 45 minutes of your time. Our time will be spent 
reviewing your intake forms, questionnaires, labs, and other medical records, providing Chris with a clear picture of your health 
goals and your health history so a personalized plan can be created for you. All necessary paperwork (questionnaires and labs) 
should be provided one week prior to your appointment. 
 
The second appointment will require 45 minutes of your time. During this time, Chris will review your personalized plan with you. 
Chris will provide in-depth detail about your plan and give you the tools to succeed. Your personalized plan will include dietary 
recommendations, exercise suggestions, supplement recommendations, laboratory testing recommendations as needed, and other 
lifestyle recommendations as needed. Discounted rates are available when purchasing a 4 week, 12 week, or 6 month package. 
 
CANCELLATION POLICY 
There is a strict 72-hour (3 business days) cancellation policy on initial consultations and a 48-hour (2 business days) cancellation 
policy on follow-up consultations. Failure to cancel in this time frame will result in a full appointment charge. 
 
PAYMENT OPTIONS/POLICIES 

• Cash, checks and major credit cards (Visa, MasterCard, Discover and American Express) for all services offered and 
supplements purchased are accepted. 

• Payment for your initial consultation is due prior to service. 
 
INSURANCE INFORMATION 
We do not accept any form of health insurance for consultations or supplement purchases. You will be provided with invoices that 
can be submitted to your insurance company. It is your responsibility to check with your insurance carrier to determine 
reimbursement eligibility. Chris Latham will not file claims on your behalf, nor will she assist with any claim resolutions or 
disputes. ICD10 codes and CPT codes will not be provided. 
 
MEDICAL RECORDS 
In compliance with HIPAA, medical records can only be released with your written consent. You are responsible for requesting and 
obtaining all necessary medical records for your appointment. A release form is provided for you to send to your health care 
providers. Your records should be emailed or mailed to Chris Latham one (1) week prior to your scheduled appointment.  
 
SUPPLEMENTS 
In determining what you need to restore health, Chris only suggests high-quality, professional supplements. You are not obligated 
to purchase these supplements directly from Chris. If they are suggested as part of your plan, it is important to use them and follow 
the directions provided regarding dosing, regardless of where you purchase them.  
 
In choosing supplements, Chris considers: 
1) The quality of science behind the product  3) The quality of the manufacturing process 
2) The quality of ingredients   4) The synergy among the ingredients 
 
Chris cannot guarantee the same quality or expected effectiveness of supplements purchased through health food stores,  
retail stores or through suppliers online.  
 
I have read the above policies and procedures of Chris Latham, MS, CNS.  
 
 
_________________________________________________________________________________       ________________________  
Client Signature                                    Date 
 
_________________________________________________________________________________ 
Printed Name of Client 
 
 



INFORMED CONSENT TO NUTRITIONAL COUNSELING AND TREATMENT 
 
I, ____________________________, give consent to Chris Latham to provide Nutritional Counseling to myself or the client for which 
I am legally responsible. The consult will provide information and guidance about health factors within my own control: my diet, 
nutrition, and lifestyle. I understand that there are no guaranteed results for weight loss or health improvements. This program is 
voluntary and requires my commitment to lifestyle and dietary changes. 
 
I understand that it is my sole responsibility to provide complete and accurate information to Chris Latham. Any misrepresented 
information, or omitted or inaccurate information, is solely my responsibility. 
 
I understand that Chris Latham is not a medical physician and does not dispense medical advice, nor will she diagnose or treat any 
medical condition, but she will provide nutritional support and education for an already diagnosed condition or potential 
condition. While nutritional and herbal support can be an important compliment to my medical care, I understand these services 
are not a substitute for medical care. 
 
I understand that Chris Latham may recommend nutritional supplements or herbs (from plants, animal, and mineral sources) that 
are generally considered safe in the practice of nutrition, although some may be toxic in large doses. Nutritional supplements have 
not been evaluated by the FDA to diagnose, treat, cure, or prevent any disease. However, the recommended products are medically 
research based for ingredients and dosages. 
 
I understand that some herbs and supplements may be inappropriate during pregnancy. I will notify Chris Latham if I become 
pregnant. I understand that possible side effects of taking herbs and supplements may include and are not limited to: gas, bloating, 
diarrhea, rashes, hives, and nausea. There are possible contraindications with certain prescribed medications. I do not expect Chris 
Latham to anticipate and explain all possible risks and/or complications of nutritional counseling. 
 
I will notify Chris Latham of all medications, prescribed and over-the-counter, that I am taking. I will also notify Chris Latham if I 
add a prescribed or over-the-counter medication while under her consulting sessions. 
 
I understand that nutritional supplements are best when used over time. They are not prescriptions and are not fast acting. I 
understand that benefits from supplements may be noticed in 12 weeks and may be utilized for a long period of time. 
 
I recognize that specific foods or supplements may create allergic and possibly fatal reactions. I have therefore specified any food 
allergies/sensitivities to Chris Latham that I am aware of. I am aware that specific foods or supplements may also interact with 
certain medications. I have and will discuss these with my medical doctor or pharmacist and do not hold Chris Latham responsible 
for food and medication reactions.  
 
I acknowledge and agree that no warranties, guarantees, or representations have been made to me regarding the results I will 
achieve with Chris Latham. I understand that results are individual and may vary. I hereby assume the risk of all treatment 
recommendations made and I do hereby forever release and discharge and hereby hold harmless Chris Latham from any and all 
claims, demands, damages, rights of action or causes of action, present or future, arising out of or in connection with my 
treatment with Chris Latham, that I or my heirs or assigns may have. I do fully understand and appreciate that this is a release 
of liability to the extent allowed by law and I willingly sign and agree to this. 
 
I understand that medical records and information and history divulged in session to Chris Latham will be kept confidential, unless 
I consent to sharing my medical information. I understand that Chris Latham may review my health history, medical records or lab 
reports. All records will be kept confidential and will not be released without my permission. I understand that Chris Latham may 
consult with a medical professional in regards to my health, with my written consent. I acknowledge that I have read and 
understand the HIPAA privacy agreement as provided by Chris Latham.  
 
Nutritional counseling services may be terminated at the discretion of Chris Latham if written notification is provided 30 days in 
advance. This will include a list of at least two referrals for continuity of care. 
 
By voluntarily signing below, I show that I have read this Informed Consent, or have had it read to me, and have had the 
opportunity to ask questions and all my questions have been answered to my satisfaction. This consent covers the entire course of 
consulting for my present conditions and for any future conditions. 
 
 
_________________________________________________________________________________       ________________________  
Client Signature                                    Date 
 
_________________________________________________________________________________ 
Printed Name of Client 



AUTHORIZATION FOR THE RELEASE OF INFORMATION 
 
I, the patient, hereby authorize the use or disclosure of my health information from the listed health practitioner as described below 
to the requesting practitioner. 
 
PATIENT INFORMATION  
Name ________________________________________________ Date of Birth ______________________ 
Address ________________________________________________________________________________  
City _____________________________________________ State ________ Zip Code ________________  
Phone _________________________________ Social Security Number ___________________________ 
 
HEALTH PRACTITIONER  
Health Practitioner Name ________________________________________________________________  
Address _______________________________________________________________________________  
Phone _________________________________ Fax Number ____________________________________ 
 
DURATION  
This authorization shall become effective immediately and shall remain in effect until _____________________,  
or for 1 year from the date of signature if no date entered. 
 
REVOCATION  
This authorization may be revoked in writing by the undersigned at any time prior to the release of information from the  
disclosing party. Written revocation will not affect any action taken in reliance on this authorization before the written  
revocation was received. 
 
Check the box and initial which type of information is to be released and/or disclosed.  

_____ General medical information from ______________ to ____________ (dates) 
_____ Laboratory tests (serum, urine) from _____________ to ___________ 
_____ Information regarding specific diagnosis or treatment from _____________ to ___________ 
_____ Other (nutrition, dental)__________________________________________________________  

 
REQUESTING PRACTITIONER INFORMATION  
Chris Latham, MS, CNS, Heal Well Nutrition 620 Aurora Ave., Santa Barbara, CA 93109 Ph: (805) 451-7058 
 
_________________________________________________________________________________       ________________________  
Client Signature                                    Date 
 
_________________________________________________________________________________ 
Printed Name of Client 
 

 
 
 

 
 
 
 
 


