
 

 

 

 

 

 

 

 

 

 

INFORMED CONSENT FORM - AND TERMS FOR NUTRITIONAL COUNSELING 

 

I understand that I am employing the nutrition counseling services of Brooke Floerke RDN, and Bloom Functional Nutrition 

(BFN) so that I can obtain information and guidance about nutrition and diet based on my own individual needs.  

 

I understand that Brooke Floerke, RDN, owner of BFN, is a Registered Dietitian/Nutritionist and Nutrition Educator and does 

not dispense medical advice nor prescribe treatment. Rather, she provides education to enhance my knowledge of health as it 

relates to foods, dietary supplements, and behaviors associated with eating. While nutritional and botanical support can be an 

important compliment to my medical care, I understand nutrition counseling is not a substitute for the diagnosis, treatment, or 

care of disease by a medical provider. If I suspect I may have an ailment or illness that may require medical attention, I will to 

consult with a licensed physician without delay. Only a licensed physician can prescribe drugs. I promise to give Brooke 

Floerke, RDN a complete and accurate account of any medical conditions that I may have and any medications that I am tak-

ing. Any change in prescription or dosage is a decision I make with my physician. Nutritional evaluation or testing provided as 

part of nutritional counseling is not intended for the diagnoses of disease. Rather, tests performed (including blood tests) are 

intended as a guide to developing an appropriate supportive program for me, and to assist with monitoring my progress in 

achieving my goals. 

 

While people generally experience greater health and wellness as a result of embracing a healthier attitude, lifestyle, and diet, 

Brooke Floerke, RDN does not promise or guarantee protection from future illness. I acknowledge that Brooke Floerke, RDN 

will not be held liable for failure to diagnose or treat an illness, nor will she be liable for failure to prevent future illness. 

 

I understand that Brooke Floerke, RDN will keep therapy notes as a record of our work together. These notes document the 

topics that we talk about, interventions used, and treatment plan or any other considerations that may be helpful to her work 

with me.  Records will be stored in a secure location. These records, including the personal information and history divulged by 

me in session with Brooke Floerke, RDN, will be kept strictly confidential unless I consent to sharing such information by way of 

a signed release. I acknowledge that I have read and understand the HIPAA privacy agreement provided by Brooke Floerke, 

RDN in hard copy form. 

 

 

Nutritional counseling services may be terminated at any time by me or Brooke Floerke, RDN, conditioned on 30 days written 

notification. Following such notice, Brooke Floerke, RDN will provide a list of referrals for continuity of care. 

 

 

 

 

 

___________________________   ____________ 

Client or Guardian’s Signature    Date 

 

 

 

  



 

 

 

 

 

 

 

 

 

 

 

 

 

24 HOUR CANCELLATION AND “NO SHOW” FEE POLICY 

 

 

Each time a patient misses an appointment without providing proper notice, another patient is prevented from receiving care.  

Therefore, Brooke Floerke, RDN reserves the right to charge a fee of $65 for each and every missed appointment (“no show”)  

and appointments that, absent a valid reason, are not cancelled with 24-hour advance notice. This fee may be waived if the patient  

reschedules their missed service to take place within 48 hours. “No Show” fees will be billed to the patient. This fee is not covered  

by insurance and must be paid prior to your next appointment. (If you purchase packages, the fee may be applied by deducting a  

visit from your package.) Multiple “no shows” in any 12-month period may result in termination of services. Thank you for your  

understanding and cooperation as we strive to best serve the needs of all of our patients. By signing below you acknowledge  

that you have received this notice and understand this policy. 

 

 

 

___________________________   _____________ 

Printed Name     Date  

    

 

      

____________________________________ 

Signature 

  



 

 

 

 

 

 

 

 

 

 

NOTICE OF PRIVACY PRACTICES AND ACKNOWLEDGMENT (HIPPA PRIVACY AGREEMENT) 

 

 

This notice describes how your health information may be used and disclosed. Please review it carefully. 

 

Your Rights 

You have certain rights with respect to your health information, subject to legal limitations, including: 

 

• Obtaining an electronic or paper copy of your record. We will provide a copy or summary of your health information, usually 

within 30 days of your request. We may charge a reasonable, cost-based fee. 

 

• Asking us to correct incorrect or incomplete information. We may say “no,” but if we do, we’ll tell you why in writing within 60 

days. 

 

• Requesting confidential communications or asking us to contact you in a specific way (e.g., home or office phone) or to send 

mail to a different address. We will say, “yes” to all reasonable requests. 

 

• Asking us to limit what we use or share for treatment, payment, or our operation. We are not required to agree to your request 

and we may say “no”. If, however, you pay for a service or item out-of-pocket in full, you can request that we not share that 

information for the purpose of payment or our operations with your health insurer. We will say “yes” unless a law requires us to 

share that information 

 

• Obtaining a list (accounting) of those with whom we’ve shared your information for six years prior to the date you ask, whom we 

shared it with and why. The list will not include disclosures for treatment, payment, and health care operations, and certain 

other disclosures (e.g. made at your request). We’ll provide one accounting a year for free, but will charge a reasonable, cost 

based fee if you ask for additional accountings. 

 

• Obtaining a paper copy of this notice at any time, even if you agreed to receive the notice electronically. 

 

• Designating someone to act for you. If you have a medical power of attorney or if someone is your legal guardian, that person 

can exercise your rights and make choices about your health information. We will make sure the person has this authority and 

can act on your behalf before we take any action. 

 

• Filing a complaint if you feel we have violated your rights by contacting: 313 West Drake Road, Suite 210, Fort Collins, CO 

80526, (970) 237-1062; or U.S. Department of Health and Human Services Office for Civil Rights, 200 Independence Ave, 

S.W. Washington, D.C. 20201, 1-877-696-6775, 

• www.hhs.gov/ocr/privacy/hipaa/complaints. 

 

• We will not retaliate against anyone for filing a complaint. 

 

 

Your Choices 

 

• You have the right and choice to have us share information with family, friends, or others involved in your care; share infor-

mation in a disaster relief situation; or include your information in a hospital directory. 

 

• We will not sell your information or share it for marketing unless you give us written permission. We may, however, contact you 

for fundraising efforts, but you can tell us not to contact you again. 

 

• We will not share psychotherapy notes unless you give us written permission. If you are not able to tell us your choice, we may 

share your information if we believe it is in your best interest. We may also share your information when needed to lessen a 

serious and imminent threat to health or safety. 



 

 

 

 

Our Uses and Disclosures 

 

We can use your health information and share if with others for treatment, payment, and health care operations. This includes sharing 

information with others who are treating you, to bill and get paid, and to run our practice and improve care.  

 

We are also allowed or required to share your information in other ways, such as: 

• Providing you with information related to your health 

• Contacting you regarding appointments, treatment alternatives, or other health related services 

• Incidental uses or disclosures (e.g. listing your name on a sign-in sheet etc.) 

• Compliance with all laws (including reports of adverse reactions, suspected abuse, neglect or violence) 

• Providing information to law enforcement or correctional facilities 

• Providing information to a coroner, medical examiner, funeral director, or for organ procurement 

• Public health activities when requested by a public health authority or the FDA 

• Responding to health oversight agencies 

• Responding to court or administrative orders, subpoenas, discovery requests or lawful process 

• Research activities 

• When necessary to avert a serious threat to health or safety 

• Military affairs, veteran affairs, national security, intelligence, Department of State, or presidential protective service activities 

• Providing information regarding your location, general condition or death to disaster relief agencies 

• Providing information for workers’ compensation claims 

• Informing a family member, other relative, or close personal friend when:  

• Information is relevant to the individual’s involvement with your care 

• To assist in your health care (pick-up prescriptions or documents, follow-up care instructions etc.) 

 

Our practice will make other uses and disclosure of your protected health information only after obtaining your written authorization. If 

you authorize a use not contained in this notice, you may revoke your authorization at any time by notifying us in writing. 

 

 

Our Responsibilities 

 

We are required to maintain the privacy and security of your protected health information and to let you know promptly if a breach occurs 

that may compromise the privacy or security of your information. We must follow the duties and privacy practices described in this notice 

and give you a copy of it. We will not share your information other than as described here unless you tell us in writing that we can. If you 

tell us we can, you may change your mind at any time, but please let us know in writing if you change your mind. 

 

 

Change to the Terms of this Notice 

 

We reserve the right to change the terms of this notice. The newly effective notice will be posted on our website and will be available 

upon request. 

 

 

 

 

 

 

NOTICE OF PRIVACY PRACTICES AND ACKNOWLEDGMENT 

 

Patient Acknowledgement 

I acknowledge receiving a copy of this notice regarding the use and disclosure of my health information. 

 

 

___________________________    _____________ 

Printed Name     Date 

 

 

 

____________________________________ 

Signature 


