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Rebecca Meyerson, MS 
Certified Nutrition Counselor 

Simply Healthy Living 
rebecca.meyerson@gmail.com  

 
 
As your Certified Nutrition Counselor (CNC), we can discover the food and lifestyle choices that support 
your changes to a happy, healthy life. Throughout this program we will  
 
 Set and accomplish health goals  
 Explore new foods  
 Understand and reduce cravings  
 Increase energy  
 Improve personal relationships  

 
This agreement is made today between Rebecca Meyerson and  _________________(Client).  The 
program in which you are about to enroll will include all of the following an initial one hour consultation, 
followed by bimonthly follow up visits to discuss progress and suggestions, a variety of handouts, 
recipes, as well as recommendations of Standard Process products. I understand that my clients have 
busy schedules and I take pride in not keeping them waiting or keeping them longer than planned.  
Each session will end on time, so please be on time.    
 
______________________(Client) understands that the initial visit is $100 for an hour, and $75 for 
forty-five minute biweekly visits.  
 
Rebecca Meyerson encourages the client to continue to visit and be treated by his/her healthcare 
professionals including, without limitation, a physician.  The client understands that Rebecca is not 
acting in the capacity of a doctor, and is not providing health care, medical services, and will not 
diagnose, treat or cure in any manner whatsoever any disease of the human body.  
 
____________________(Client) has chosen to work with the counselor and understand that the 
information received should not be seen as medical or nursing advice and is not meant to that the place 
of your seeing licensed health professionals.  
 
__________________(Client) acknowledged that the client takes full responsibility for the client’s life 
and well being, as well as the lives and well being of the client’s family and children (where applicable), 
and all decisions made during and after this program.    
 
The client acknowledges the counselor will keep all information exchanged during the program 
sessions in strict confidentiality.  Additionally, the client is aware that the client prohibits the counselor 
from disclosing protected healthcare information, except upon written authorization.  
 
In terms of this agreement and acceptable, please sign the acceptance below.  By doing so, the client 
acknowledges that he/she has received a copy of this letter agreement, he/she has had an opportunity 
to discuss the contents with the counselor and if desired, to have it reviewed by an attorney and the 
client understands, accepts and agrees to abide by the terms hereof.  
 

DATE____________________  
 
Counselor name__Rebecca Meyerson_____________          Signature _________________________ 
 
Client name      _______________________________           Signature_________________________ 
 



2 
 

 
Financial Policy 
Payment is due as services are rendered.  You may pay by cash or personal check (with proper 
identification).  In order to avoid misunderstandings, please let me know immediately if there terms are 
not satisfactory.  All returned checks will incur a charge of $25. 
 
Cancellation Policy 
I understand that any appointment (either in person or a phone appointment) cancelled or rescheduled 
by the client is subject to a 24 hour notice of cancellation.  I agree to pay for consultations missed 
(either in person or a phone appointment) when I do not give a 24 hour cancellation notice. 
 
 
I have read and agreed to the financial policy and cancellation policy above. 
 
 
Name (Please Print)__________________________________________________________________ 
 
 
Signature _____________________________________________ Date ________________________ 
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Client Health Information 
 

DATE _____________________ 
 

Name  ____________________________________________ 
 
 
Sex ____________ Birth Date ____________ Age ____________ 
 
Height 

 
____________ 

 
Blood Type 

 
____________ 

 
Weight 

 
____________ 

 
Occupation 

 
____________ 

    

 
 
What are your current health concerns? 
 
 
 
 
If you are under the care of a doctor, for what medical conditions? 
 
 
 
 
 
For any prescription medications you are taking please fill out the table below. 
 

Name Frequency (i.e. Daily) How Long? 
   
   
   
 
 
What other conditions have you been previously diagnosed with? 
 
 
 
 
What medications were used? 
 
 
 
 
 
Do I have permission to contact your physician?  ____________ 
 
 
 
Physician’s Contact Information? 
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Are you allergic to any medications or supplements? 
 
 
 
For any over the counter drugs and supplements please fill out the following? 
 
 

Name Symptoms Frequency 
   
   
   
 
How many times a day do you use any of the following? 
 
Cigarettes ____________ Alcohol ____________ Candy ____________ 
 
Fast Food 

 
____________ 

 
Soft Drinks 

 
____________ 

 
Coffee 

 
____________ 

 
Sweeteners 

 
____________ 

 
Table Salt 

 
____________ 

 
Distilled Water 

 
____________ 

 
Dairy Products 

 
____________ 

    

 
 
Do you need a digestive aid to tolerate dairy? ____________ 
 
 
Please list any known food allergies?  
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