
                                     Living Sanctuary 
5700 Ralston Street, Suite 110 ◦ Ventura, CA 93003 ◦ (805) 380-3733 

 

 

INFORMED CONSENT 

 

I, (client’s name) __________________________, have received a copy of the policies and procedures for Living 

Sanctuary, operated by Dr. Myra Miller, PhD, CHHC. I have read the policies and procedures, and I understand them. 

Information about the holistic health, mind-body, and spiritual wellbeing services; general benefits, contraindications; 

and possible alternatives have been explained to me. The qualifications of the certified holistic health consultant have 

been disclosed to me. 

 

I understand the holistic health, mind-body, and spiritual wellbeing services are for the purpose of stress reduction; 

emotional-mental, physical, and spiritual health; chronic condition/pain management; mind, body, and soul-spirit 

balance; and supporting the body’s self-healing functions. Optimal health is a joint effort between the consultant and 

the client; therefore, the results cannot be guaranteed. If I have concerns or experience any problems, I will 

immediately inform the holistic health consultant to resolve these concerns/problems.  

 

I also understand that holistic health consultants do not diagnose illness or disease or perform any spinal manipulations, 

nor do they prescribe any medical treatments, and nothing said or done during the session should be construed as 

such. I acknowledge that the holistic health, mind-body, and spiritual wellbeing services are not a substitute for a 

medical examination or diagnosis and that I should see a medical provider for those services. I have stated all my 

emotion-mental/physical/spiritual and medical conditions and will keep the practitioner updated on as to any changes 

in my health profile.  

 

I acknowledge that any suggestions or recommendations are neither diagnostic nor prescriptive and that I hereby 

waive all claims and release Living Sanctuary, its owners, consultants, successors, and suppliers of any liability arising 

out of my participation in any Living Sanctuary service, activity, or event. I understand my data will be used by Living 

Sanctuary only for client care and the completion of services. Client information is held confidential will not be shared 

with third parties. I affirm that all information I have provided is true and correct. I hereby authorize the holistic health 

consultant to provide holistic health, mind-body, and spiritual wellbeing services. 

 

Consent to Treat a Minor 

By my signature, I authorize Dr. Myra Miller, PhD, CHHC to provide holistic health, mind-body therapeutic, and 

spiritual wellbeing services to my child or dependent. 

 

Parent or Guardian’s signature ____________________________________  Date ____________________ 

 

Consultant’s signature___________________________________________  Date ____________________ 

 

Please sign and submit a copy of this consent before or at the time your appointment. 

 

Client’s signature ______________________________________________  Date ____________________ 

 

Consultant’s signature___________________________________________  Date ____________________ 


