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The	
  initial	
  appointment,	
  which	
  includes	
  a	
  consultation	
  and	
  the	
  colon	
  hydro-­‐therapy	
  session,	
  will	
  take	
  
approximately	
  1½-­‐2½	
  hours.	
  Follow	
  up	
  sessions	
  last	
  approximately	
  1-­‐1½	
  hours.	
  If	
  you	
  want	
  to	
  add	
  additional	
  
therapies,	
  such	
  as	
  FIR	
  Sauna,	
  please	
  make	
  sure	
  you	
  have	
  confirmed	
  this	
  with	
  us	
  when	
  you	
  book	
  your	
  
appointments	
  so	
  we	
  can	
  schedule	
  the	
  appropriate	
  time	
  needed.	
  	
  

All	
  payments	
  are	
  due	
  at	
  the	
  time	
  of	
  visit.	
  Preferred	
  method	
  of	
  payment	
  is	
  check	
  or	
  cash.	
  With	
  credit	
  card	
  
payments,	
  an	
  added	
  3.5%	
  is	
  charged.	
  

There	
  may	
  be	
  times	
  when	
  promotional	
  prices	
  are	
  offered	
  so	
  please	
  write	
  down	
  your	
  email	
  address	
  on	
  the	
  
Health	
  Intake	
  form.	
  We	
  DO	
  NOT	
  SHARE	
  YOUR	
  INFO	
  and	
  only	
  send	
  a	
  few	
  emails	
  at	
  certain	
  times	
  of	
  the	
  year.	
  

Your	
  time	
  is	
  valuable	
  and	
  we	
  appreciate	
  your	
  understanding	
  that	
  our	
  time	
  is	
  valuable,	
  as	
  well.	
  If	
  you	
  don’t	
  show	
  
up	
  for	
  your	
  appointment,	
  or	
  if	
  less	
  than	
  24-­‐hour	
  notice	
  is	
  given	
  to	
  change	
  or	
  cancel	
  an	
  appointment,	
  you	
  will	
  be	
  
charged	
  $50	
  for	
  the	
  missed	
  appointment,	
  or	
  lose	
  the	
  appointment	
  if	
  it’s	
  in	
  a	
  pre-­‐bought	
  series	
  package.	
  At	
  the	
  
time	
  of	
  scheduling	
  your	
  appointments,	
  we	
  request	
  your	
  cc#	
  and	
  info	
  to	
  hold	
  your	
  appointment	
  times.	
  

	
  Your	
  willingness	
  to	
  cover	
  the	
  cost	
  of	
  a	
  missed	
  appointment	
  when	
  you	
  cannot	
  give	
  24	
  hour	
  notice	
  clearly	
  
demonstrates	
  your	
  consideration	
  of	
  our	
  time	
  and	
  efforts.	
  (Special	
  circumstances	
  are	
  considered	
  on	
  a	
  case-­‐by-­‐
case	
  basis).	
  	
  

Release	
  Statement	
  
I	
  acknowledge	
  that	
  High	
  Stream	
  Healing-­‐Boise	
  Colon	
  Cleanse	
  and	
  all	
  staff	
  members	
  are	
  not	
  medical	
  doctors.	
  I	
  
understand	
  that	
  High	
  Stream	
  Healing-­‐Boise	
  Colon	
  Cleanse	
  and	
  staff	
  members	
  of	
  High	
  Stream	
  Healing-­‐	
  Boise	
  Colon	
  
Cleanse	
  may	
  provide	
  nutritional	
  and	
  other	
  health	
  related	
  information	
  to	
  help	
  me	
  attain	
  and	
  maintain	
  my	
  best	
  
health.	
  All	
  suggestions	
  are	
  designed	
  to	
  help	
  me	
  move	
  towards	
  my	
  best	
  state	
  of	
  health	
  through	
  personalized	
  
recommendations	
  in	
  lifestyle,	
  exercise,	
  health	
  habits,	
  and	
  advanced	
  nutrition.	
  I	
  understand	
  that	
  Juliana	
  Benner,	
  
as	
  well	
  as	
  staff	
  members	
  of	
  High	
  Stream	
  Healing-­‐	
  Boise	
  Colon	
  Cleanse,	
  do	
  NOT	
  diagnose,	
  treat,	
  or	
  claim	
  to	
  cure	
  
any	
  illness	
  or	
  disease.	
  

I	
  have	
  been	
  made	
  aware	
  of	
  all	
  contraindications	
  for	
  colon	
  hydro-­‐therapy	
  and	
  am	
  here	
  on	
  this	
  day	
  and	
  any	
  
subsequent	
  visits	
  by	
  my	
  choice	
  and	
  solely	
  on	
  my	
  own	
  behalf.	
  I	
  hereby	
  release	
  and	
  discharge	
  Juliana	
  Benner	
  and	
  
High	
  Stream	
  Healing-­‐	
  Boise	
  Colon	
  Cleanse	
  from	
  any	
  and	
  all	
  claims	
  which	
  I	
  or	
  my	
  agents	
  ever	
  had,	
  now	
  have	
  or	
  
may	
  have	
  relating	
  to	
  or	
  arising	
  out	
  of	
  services	
  provided	
  or	
  recommendations	
  that	
  I	
  have	
  received.	
  I	
  acknowledge	
  
that	
  it	
  is	
  my	
  responsibility	
  to	
  consult	
  with	
  my	
  physician	
  or	
  other	
  health	
  care	
  providers	
  relating	
  to	
  any	
  disease	
  or	
  
condition	
  that	
  I	
  may	
  have.	
  

I	
  give	
  permission	
  to	
  share	
  my	
  health	
  information	
  with	
  other	
  practitioners	
  and	
  health	
  care	
  professionals	
  who	
  are	
  
also	
  providing	
  services	
  for	
  my	
  care.	
  

I	
  have	
  read	
  this	
  informed	
  consent	
  and	
  understand	
  it.	
  I	
  am	
  not	
  a	
  minor	
  (under	
  the	
  age	
  of	
  18).	
  	
  

I	
  understand	
  the	
  above	
  Cancellation	
  Policy	
  and	
  will	
  abide	
  by	
  the	
  charges	
  if	
  I	
  miss	
  an	
  appointment	
  without	
  giving	
  
at	
  least	
  24	
  hour	
  notice.	
  

I	
  am	
  signing	
  this	
  release	
  voluntarily.	
  	
  

	
   	
   	
  
Client	
  Name	
  (Signature)	
   	
   Date	
  



	
  


