
HOMEOPATHY  CENTER  OF  HOUSTON
FEE  ESTIMATE

(effective January 1, 2008 Ð prices subject to change)

 We cannot accept third party payors (insurance, Medicare/Medicaid, etc.), however if
you have Flex Plan or Medical Savings Plans at your place of employment, we can help

you estimate annual costs.  Please notify us if you will be using Flex Plan.

1-1/2 hr.Initial Consultation Ð ASDÕs/Chronic illness/Sequential care $325.00 + remedies
45 minutes - 1 hour Acute care Initial for non-established client $200.00+ remedies

30 minute well-care Initial:  $120.00 (consult/relationship establishment only)
30 minute Follow-up Consultations:  $100.00 + remedies

15 minute Interim Consultation (current clients only):  $50 + remedies

  Remedies are based on individual needs as discussed with clients in consults, as
determined by the practitionerÕs professional recommendations.  We can only offer a

rough estimate of remedy costs due to client individuality.

Monthly remedy costs average $400-500 depending upon needs for chronic illnesses,
ASDÕs, etc.

Acute care remedy costs only will vary widely from $100-300, depending on need.
 ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ ~

NOTE:

Fees are due and payable at time services are rendered and remedies are sent out.
We will charge your credit card on file at time of service for phone consultations.
OUTSTANDING BALANCES MORE THAN 20 DAYS POST-CONSULT WILL
INCUR A $10 LATE FEE PER INVOICE DUE.   We can keep our costs low ONLY
by being paid immediately at time of service.  We do not send monthly statements.  Any
statements sent will incur a $10 statement fee, even if requested by the client. Thank you.

We do not offer any sort of time-payment plan.  We endeavor to keep our costs as low as
possible by only charging for what our clients need and by being paid in full at the time
of service.  For those who cannot pay in full, we accept MasterCard and Visa credit cards
ONLY, which will be charged the day of service. You may then make partial payments to
your credit card company.  Bankers are not healers and we prefer not to be bankers. This
maintains lower costs to all of our clients.



Client Contact Information Date:__________

ClientÕs name:____________________________Age:_____ M/F  DOB:_______

Address: ________________________________________________________

City: _________________________State:____________ Zip: ______________

Home Phone:  ______________________ Work phone:  __________________

Pager/Cell (Circle one): __________________________ Fax: ______________

Occupation: __________________________ Company:  __________________

Work Address: ____________________________________________________

City:  ___________________________State: ___________ Zip: ____________

E-mail address: ___________________________________________________
Please add my e-mail address to: [  ] Autistic Spectrum group  [  ] Clients Support group

Responsible party & relationship, if a minor: _____________________________

Address: _________________________________________________________

City: _____________________________State: ___________Zip: ___________

Referred by:  _____________________________________________________

In case of emergency, please notify:

Name: __________________________________________________________

Phone:  _________________________Other number:  ____________________

I understand that consultations and products are provided on a fee for service basis, that is, all
fees and costs are due and payable at the time service or products are rendered and I
accept responsibility for their payment by check, cash, VISA or MasterCard.  I understand there
will be a $30 fee for checks returned for any reason.  I also understand any charges unpaid by
20 days after a consult will incur a $10 late fee PER INVOICE DUE.  For minor clients, both
parents must sign below:
Signed: _______________________________ Date: ___________

Signed: _______________________________ Date: ___________



Disclosure and Consent for Services

I, ________________________________________________, understand that homeopathy is a
complementary form of healing, and is not represented by Homeopathy Center of Houston, a subsidiary of
Houston Center of Homeopathy, Inc. (Òthe CenterÓ) as a replacement for standard medical care.  This form
of treatment is not intended to supplant or replace treatment given by a physician, physical therapist,
psychotherapist, or other licensed practitioner.  I understand that the CenterÕs homeopaths and other
practitioners are not licensed medical doctors, nor do they represent themselves as such.  The Center is
providing educational services consisting of, but not limited to professional consultations for self-care and
products to be self-administered.  I understand that homeopathic remedies, personal care and over-the-
counter self-care products may be provided by the Center for my convenience for extra charges, in addition
to the cost of the professional consultations.  

I understand that, due to the nature of disease, individual motivation for compliance with the
consultantsÕ recommendations, and because people are biologically and genetically unique, that no claims
or guarantees are or can be made as to the outcome of this advice.  No cure, improvement or outcome is or
can be guaranteed for any condition.  Compliance with any suggestions or recommendations are
undertaken by, and the responsibility of myself as client or parent/guardian of the client.

I acknowledge that I/my child is undertaking therapies without coercion which may evoke certain
previously experienced and occasionally uncomfortable emotions and/or physical sensations, as part of the
healing process.  I realize that I should be willing to make a commitment to myself or my child to continue
this therapy over whatever course of time it may take to complete my/his/her life timeline (usually 2-3 years),
and to keep in communication with my practitioner if problems, concerns or discomfort should arise.

I accept all responsibility for compliance or non-compliance with the recommendations of the
practitioners of the Center, at my discretion and agree to hold harmless the Center, its employees,
practitioners, heirs, assigns or representatives for any unforeseen effects of these therapies.  I also
understand that homeopathy is incapable of creating any new pathology, it can merely elicit a ÒdetoxificationÓ
or healing response if harmful elements have already been in the system, as a means of eliminating their
long or short-term ill effects.  I understand that homeopathic remedies are FDA-regulated, non-toxic, non-
pharmaceutical, natural medicines.

In the event of dispute over services or products rendered by the Center, I understand that by
signing this form, I acknowledge that I will attempt solution of the dispute first by means of communication
with the practitioner, and second via arbitration/mediation, and waive my right to litigation.

I understand that it is strongly recommended that any prescribed medications from a medical
doctor not be discontinued or changed while undertaking homeopathic care without first consulting both the
prescribing physician and the practitioners of the Center.  (The Center, however, does request that you keep
your practitioner informed of any medications or therapies currently or previously undertaken, or that you
plan to use, including herbal or nutritional supplements or drugs.)

I understand and accept the above terms and hereby request that the Center provide me with the
services and products as outlined generally above, and specific to my/my childÕs case. I understand that in
the event that I do not cancel at least 48 hours before or fail to arrive for a scheduled appointment there will
be a $95 Òmissed appointment feeÓ.  I understand that in the event of cancellation of an appointment less
than 24 hours in advance I will be billed a $50 Òinadequate noticeÓ fee.   I agree to provide payment at the
time of service or provision of products by check, cash, VISA or MasterCard.  (Fees subject to change.)

___________________________________________    ___________________
Client signature (or parent/legal guardian if a minor)         Date

___________________________________________    ___________________
Client signature (2nd parent/guardian if client is a minor)
Please initial one statement:

__________I agree to the publication of my/my childÕs case study in a professional journal, presentation,
lecture or in other professional or educational settings or publications with the express understanding that
my/my childÕs name or other identifying information will not be published or presented.
__________ I DO NOT wish my/my childÕs case to be presented, published, or in any way disseminated for
any purpose, educational, professional or otherwise.



Credit Card Authorization to:

Homeopathy Center of Houston
7670 Woodway, Ste. 340

Houston, Texas 77063
713-572-0343

Please complete the following information and either mail or fax this form to my office.
This information will be kept confidential and used only when charges are incurred for,
but not limited to, consultations by telephone, page returns, remedies or other products,
missed appointment or insufficient notice of cancellation fees,  shipping and handling.

I hereby authorize Homeopathy Center of Houston to charge my credit card for services
rendered, missed appointment or insufficient notice of cancellation fees and/or products
provided by the Center in the course of homeopathic consultations.  I understand that
these charges will be made on the date of service, and I promise to pay all charges in
accordance with my credit card company agreement.  I understand that fees are due
and payable at the time of service, and there are NO REFUNDS for services or
products provided by the Center.

Check one:
[  ] MasterCard            [  ]  Visa

Account number:  ________________________________________________________

Name (as it appears on card):________________________________________________

Billing address:  __________________________________________________________

_______________________________________________________________________

Expiration Date (mm/yy)____________________ 3 Digit Security Code _____________

CardholderÕs signature:_____________________________________________________

Primary Cardholder signature:  ______________________________________________

Please mail to the above address.
Thank you very much!
Cindy Griffin
Lindyl Lanham
Julie Adams
Jenice Stebel
Homeopathy Center of Houston
Phone:  713-572-0343                Fax:  713-953-0872


