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Welcome to Healing Horizons Integrated Health Solutions

























Thank you for choosing Healing Horizons.  We look forward to providing quality healthcare in order to assist you in achieving your health-related goals.  In order to serve you as efficiently as possible, please answer all of the following questions, and read and sign the following forms.  All information will be held in the strictest of confidence.

Name: ​​​​​​​​​​​​​​​​​​​​________________________________   Age: ________ Date of birth: ________ Marital Status:_____ 

Address: _____________________________________________________ City/State/Zip: ________________

Phone: ______________ Cell: _______________ Email: ___________________​​_____Occupation: _________

Emergency Contact: ____________________​​​​____________Relation: _______________ Phone: ___________

Joseph Ellerin, Dip.Hom, LAc, RMT has been practicing homeopathy since 1995. He graduated from the Bay of Plenty College in New Zealand.  Joseph Ellerin, Dip.Hom, LAc, RMT, as a homeopath, does not perform any form of medical examination, diagnosis, or operative procedures.

Acknowledgement and Consent to Receive Homeopathic Services

I understand that all information disclosed to Joseph Ellerin, Dip.Hom, LAc, RMT is confidential and may not be revealed to anyone without written permission, except where disclosure is required by law. 

I have voluntarily chosen homeopathic treatment for myself/for my child. I understand that Joseph is a homeopath and not a licensed physician. I consent to see Joseph Ellerin, Dip.Hom, LAc, RMT for homeopathic care and remedies. 

I understand payment is due at the time of service, and I agree to address any financial challenges with Healing Horizons prior to treatment.  I understand I will be charged the full amount of my treatment if I cancel less than 24 hours prior to my appointment.  Please initial: _______

At times you may wish to contact Healing Horizons via email, or vice versa, for communication which may contain protected patient health information.  Please initial to give your consent for this purpose: _______

      



I have carefully read and I understand all of the above information, and I am fully aware of what I am signing.

​​​​​​​​​​​__________________________________________________________________________________________

              Signature (Patient/Parent/Guardian)








                                                                              Date 


