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Declaration and Consent to Services 
 
I understand that Dr. Ramona Shires is not a medical Doctor. If a medical diagnosis or treatment is required, it 
must be obtained from a licensed medical doctor. _______ (Initials) 
 
I understand that Florida does not currently license practitioners of Naturopathic Medicine.  _______ (Initials) 
 
Naturopathic Physicians are unable to fill the role of a primary care provider in Florida. Dr. Shires asks that you 
maintain a relationship with a licensed primary care physician and can provide a list of physician referrals if 
needed. _______ (Initials) 
 
I understand that the form of medical care provided at this clinic is based on the principles of Naturopathic 
Medicine and other supportive principles and practices. I recognize that even the gentlest therapies may cause 
complications in certain physiological conditions such as pregnancy, lactation, very young children, very elderly 
clients, those on multiple medications, or those with specific diseases such as heart, liver, kidney or diabetes. I 
therefore confirm that I will inform, and will continue to inform, my Naturopathic Doctor fully of my medical 
history, family history, medications and/or supplements I am currently taking (prescription and over-the-
counter), or was previously taking. If female, I will advise my Naturopathic Doctor immediately if I am pregnant, 
suspect I am pregnant, am trying to become pregnant, or if I am breast-feeding, and will continue to do so. 
_______ (Initials) 
 
I understand that health risks associated with naturopathic medical treatment include, but are not limited to: 

• Aggravation of pre-existing symptoms. 
• Allergic reactions to supplements or herbs. 

_______ (Initials) 
 
I understand that a client health record will be kept of the recommendations provided to me. This record will be 
kept confidential and will not be released to others without my consent, unless required by law. I understand 
that I may look at my client record at any time and can request a copy of it by paying the appropriate fee. I 
understand that information from my client record may be analyzed for research and treatment purposes, but 
that my identity will be protected and kept confidential. _______ (Initials) 
 
I understand that my Naturopathic Doctor will answer any questions that I have to the best of her ability. I 
understand that, as with any type of treatment, results can not be guaranteed. I do not expect my Naturopathic 
Doctor to be able to anticipate and explain all risks and complications. With this knowledge, I voluntarily consent 
to the health and wellness consultation above, except for (please list any exceptions): 
_______ (Initials) 
 
I acknowledge that I have been informed and I understand that: 

• Any treatment or advice provided to me as a client is not mutually exclusive from any treatment or 
advice that I may now be receiving, or may in the future receive, from a licensed health care provider. 

• I am at liberty to seek or continue medical care from a physician or surgeon or other health care 
provider qualified to practice in Florida. 

• No employee or other practitioner under the White Sands Natural Health, LLC direction or control is 
suggesting or advising me to refrain from seeking or following the directions of another licensed health 
care provider. 
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• The treatment and therapies rendered or recommended White Sands Natural Health, LLC may be 
different than those usually offered by a medical doctor or other licensed health care provider. _______ 
(Initials) 

 
I have read and understand the above stated policies and information. I have received a full and complete 
explanation of the consultative services that I may receive at White Sands Natural Health. I hereby authorize and 
consent to the consultation. I intend this consent form to cover the entire course of services I receive at White 
Sands Natural Health.  
 
I also confirm that I may revoke this authorization for treatment at any time but will be financially liable for all 
service rendered. I also represent that I am not an agent of any private, local, county, state or federal agency 
attempting to gather information without so stating. 
 
Client Name (Please print.):      Date of Consent: 
 
________________________________________________________       ____________________ 
First, Middle, Last       Month Day Year 
 
Signature of Client (or Parent or Legal Guardian): 
 
______________________________________________________________________________ 
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Financial Policy 
INSURANCE 
 
Due to the state of Florida not allowing licensure for Naturopathic Physicians at this time, we cannot currently 
accept insurance for wellness consultations. Any services covered under your HSA or insurance (supplements, 
hypnosis, etc.) will not be billed but you will be given the necessary paperwork to obtain your own 
reimbursement upon request. 
 
PAYMENT FOR SERVICES 
 
As the client, you are responsible for the total charges incurred for each visit. Payment by cash, check 
or credit card is accepted. Returned checks or chargebacks will be subject to a $25 return fee or higher based on 
the fees charged to White Sands Natural Health. Fees are to be paid at the time of each visit or treatment, 
including fees for services, cost of supplements and remedies, administrative fees, as well as other applicable 
fees.  Please note that refunds are not available for services rendered. 
 
Telephone support is to assist in clarifying recommendations made during an office visit. Telephone 
conversations that cover new material or require an extended amount of time will be billed at the same 
rate as an office visit. 
 
Health and wellness recommendations may include certain herbal, homeopathic, vitamin or mineral 
supplements. Know that your consultant has spent time researching and identifying well-made 
supplement brands and that these can be purchased from the in-house dispensary. All associated 
costs will be made aware to the client upon recommendation of specific health products. Payment for 
supplements is your sole responsibility. Please note that you are free to choose where you purchase 
the recommended products. 
 
CANCELLATION POLICY 
 
We all have circumstances come up occasionally that make it difficult to keep appointments.  With that in mind, 
we are happy to accept cancellations or postponements 48 hours in advance.  We reserve the right to charge a 
$75 fee for cancellations made less than 48 hours before the appointment, and to charge for the full anticipated 
amount of a visit if you do not come or call to cancel.  
 
Missed appointments will be billed in full. We are willing to make exceptions for an emergency or unforeseeable 
circumstance. 
 
I have read, understand and agree to the above financial and cancellation policies. 
 
Client Name (Please print.):      Date of Consent: 
________________________________________________________       ____________________ 
First, Middle, Last       Month Day Year 
 
Signature of Client (or Parent or Legal Guardian): 
 
______________________________________________________________________________ 
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Email Policy 
 

There is an expanding reliance on electronic communication (e-mail) motivated by the convenience, 
speed, cost-effectiveness, and environmental advantages of its use. If you chose to communicate 
with Dr. Shires via e-mail, know that e-mail is considered an official means for communication 
with White Sands Natural Health and if used, your e-mails may be included in your client file. 
 
This policy outlines appropriate use of e-mail communication with White Sands Natural Health, LLC. 
It is important to note that email is not a confidential method of communicating medical information. 
 
Email communication is appropriate: 

• To clarify instructions or ask a question about recommendations made during your office visit. 
• To ask questions that don’t require discussion. 
• Email communication is not appropriate for: 
• Communicating urgent or emergency information. 
• Asking for opinion or discussion of a new health issue, not yet evaluated in-office. 

 
Other points to be aware of: 

• Email communication does not take the place of an office visit. If you think you need to be seen, 
• please book an appointment. 
• Staff other than Dr. Shires may check the inbox to handle routine matters and may read your 
• email communication. 
• It is important to keep in mind that although you may send an email at a certain time, it may not 
• arrive immediately at White Sands Natural Health’s email inbox, and there may be a delay before either 

the doctor or other staff member can check and read the email you sent. 
• Email is generally not checked over the weekend or holidays. 
• It is also important to note that email IS NOT A CONFIDENTIAL METHOD OF COMMUNICATING OR 

SENDING MEDICAL INFORMATION. 
 
I would like to use email communication with Dr. Shires. I have read the above and understand 
the security limitations with electronic communication. I agree to use email communication in 
accordance with the above policies. 
 
Signature: ____________________________________  Date: _______________ 
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DISCLAIMERS 
 
General Disclaimer 
 
The information resulting from your consultation is not intended to provide or replace medical advice, nor 
should it be used to diagnose, treat, cure or prevent disease. Dr. Shires is not licensed to practice medicine in 
the state of Florida. Information that she provides may not completely apply to your specific healthcare needs 
and should be discussed with your personal healthcare practitioner before applying. 
 
The information provided by Dr. Shires is provided for general informational purposes only and is not intended 
to constitute or substitute for (1) medical advice, (2) any information contained on or in any medical 
prescription or product label or packaging, (3) the practice of medicine including but not limited to psychiatry, 
psychology, psychotherapy or the provision of medical or nutritional diagnosis or treatment, (4) the creation of a 
physician-client or clinical relationship, or (5) an endorsement, a recommendation or a sponsorship by a third 
party or third-party product or service. 
 
You should not use the information for self-diagnosis or treatment of any health problem or as a prescription or 
substitution for any medication or other treatment. You should consult with a healthcare professional before 
starting any diet, exercise or supplementation program, before taking any medication, or if you have or suspect 
you might have a medical problem. Information and statements regarding any healthcare protocol and/or 
dietary supplements available on or through this Website have not been evaluated by the United States Food 
and Drug Administration and are not intended to diagnose, treat, cure, or prevent any disease. 
 
You should never disregard medical advice or delay seeking it or discontinue treatment because of something 
you have watched or read on our website, the internet, or from Google.  
 
FLORIDA DISCLAIMER 
 
Unlike many other states, Florida does not provide licenses for individuals practicing naturopathic medicine. 
Thus, under Florida law, naturopathic doctors are not permitted or licensed to practice medicine and solely 
operate in a consulting capacity.  Dr. Ramona Shires has her doctorate degree in naturopathic medicine and uses 
her knowledge to educate clients and provide information on natural wellness intended to be used under the 
supervision of your primary care physician or specialist.  If you do not have a current primary care physician or 
other specialist, Dr. Shires maintains an extensive referral network in the area. 
 
I would like to consult with Dr. Shires regarding my current and prior health and wellness. I have read the above 
and understand the limitations of her practice in the state of Florida. I agree to consult my primary care 
physician or other current healthcare practitioners prior to implementing any of the recommendations provided 
in the consultation report. 
 
Signature: ____________________________________  Date: _______________ 
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HIPAA Privacy Authorization Form 
 
Authorization for Use or Disclosure of Protected Health Information (Required by the Health Insurance 
Portability and Accountability Act, 45 C.F.R. Parts 160 and 164) 
 
1. Authorization 
I authorize White Sands Natural Health, LLC (provider) to use and disclose the protected health information 
described below to ______________________________________________ (individual seeking the 
information). 
 
2. Effective Period 
This authorization for release of information covers the period of healthcare from: 
a. □ ______________ to ______________  OR b. □ all past, present, and future periods. 
 
3. Extent of Authorization 
a. □ I authorize the release of my complete health record (including records relating to mental healthcare, 
communicable diseases, HIV or AIDS, and treatment of alcohol or drug abuse). 
   OR 
b. □ I authorize the release of my complete health record with the exception of the following information: 

□ Mental health records 
□ Communicable diseases (including HIV and AIDS) 
□ Alcohol/drug abuse treatment 
□ Other (please specify): _______________________________________________ 

 
4. This medical information may be used by the person I authorize to receive this information for medical 
treatment or consultation, billing or claims payment, or other purposes as I may direct. 
 
5. This authorization shall be in force and effect until ___________________ (date or event), at which time this 
authorization expires. 
 
6. I understand that I have the right to revoke this authorization, in writing, at any time. I understand that a 
revocation is not effective to the extent that any person or entity has already acted in reliance on my 
authorization or if my authorization was obtained as a condition of obtaining insurance coverage and the 
insurer has a legal right to contest a claim. 
 
7. I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on 
whether I sign this authorization. 
 
8. I understand that information used or disclosed pursuant to this authorization may be disclosed by the 
recipient and may no longer be protected by federal or state law. 
 
Signature of client or personal representative _____________________________________________ 
 
Printed name of client or personal representative and his or her relationship to client 
__________________________________________________________________________________ 
 
Date ________________ 
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