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Pacific Coast Ayurveda LLC 
39132 Ocean Drive #3, Gualala, CA 95445 

20700 Ventura Blvd. Suite 229, Woodland Hills, CA 91364 
victor@pcayurveda.com | madison@pcayurveda.com 

 
 

RELEASE 
 

All clients who participate in Ayurvedic health and well-being through this program, or any health program 
offered by Pacific Coast Ayurveda LLC (“PCA”), acknowledge and agree to the following: 
 

1. I understand that the goal of PCA’s programs is to create an optimum environment using the principles of 
Ayurveda, and to maximize an individual’s ability to heal. 
 

2. I understand that PCA is not a medical facility and that PCA Practitioners are not trained in Western 
medical diagnosis or treatment. They are not medical doctors, nurses or other state licensed medical professionals. PCA 
Practitioners do not diagnose conditions, prescribe medications or provide medical treatments. Ayurveda is not a state 
licensed healing art and PCA Practitioners are not state licensed healing art professionals.  
 

3. I understand that PCA Practitioners may check my pulse and other vital signs, and perform certain 
examination techniques which are similar to a routine medical examination. These examination techniques, and the 
resulting evaluations and findings, are made from an Ayurvedic view point. They do not in any way represent a Western 
medical perspective.  

 
  4.  If I am suffering from any symptom, condition or disease that has not been evaluated by a medical doctor 
or another licensed health care professional, I will immediately see a medical doctor for examination and diagnosis. 
 
  5.  I understand that the therapies provided by PCA do not replace conventional medical diagnosis or 
treatment. I know that PCA is not able to alter any of my prescriptions. I will continue taking all medications which have 
been prescribed to me by a licensed medical physician and continue to follow his/her instructions.  
 
  6.  I understand that PCA utilizes honey, nuts, dairy products, and other allergens in some of its therapies, 
and that some Ayurvedic formulations contain honey, nuts and/or dairy products, eggs, soy, wheat and other food allergens. 
If I do not want PCA to use these products during my therapies or as part of the protocols that are suggested to me, I will 
promptly inform PCA of this. I know that it is my sole responsibility to inform my PCA Practitioner of any known 
allergies, preexisting conditions, or sensitivities to honey, nuts, dairy or any other products that I may have.  
 
  7.  I understand that the Ayurveda well-being practices offered by PCA, which may include, but are not 
restricted to, food, exercise, and life-style counseling, are for the express purpose of relaxation or stress reduction, and to 
balance, harmonize, release and heal on all four levels of my being (physical, mental, emotional and spiritual). 
 

8.  I understand that PCA encourages all clients to empower themselves by actively participating in their 
own well-being. This includes attending classes, workshops and seminars which inform and educate participants on 
Ayurveda philosophy and practices. I understand that this may result in some bodily functions being temporarily affected as 
a result of shifting energy within my body and that this is a natural occurrence (e.g. release of gas from the rectum) or is 
non-sexual in nature (e.g. erection in male clients).  
 

9.  I understand that it is my responsibility to fill out the attached forms honestly, which means providing my 
Ayurvedic Practitioner with honest and complete information regarding my health and well-being to the best of my 
knowledge. In that way, I am assuming sole responsibility for my own health and for the results of any sessions provided 
by PCA that may affect my health in any way. 
 

10.  I understand that some of the Ayurvedic therapy sessions may cause deep relaxation resulting in 
temporary, short terms drowsiness and/or disorientation. It is my sole responsibility to advise my PCA Practitioner if I am 
experiencing these or similar symptoms. I agree to avoid driving or operating any heavy machinery after receiving therapy.   
 

11.  I agree on behalf of myself and my personal representatives, heirs, executors, administrators, agents and 
assigns, to the maximum extent allowed by California law, to release and discharge PCA and its owners, practitioners, 
agents, affiliates, employees, representatives and successors and assigns from any and all claims or causes of action (known 
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or unknown) arising out of my own or PCA acts or omissions, including negligence. I hereby waive and relinquish all rights 
and benefits afforded by Section 1542 of the Civil Code of the State of California, which reads as follows: 
 

“A general release does not extend to claims which the creditor does not know or suspect to exist in his or 
her favor at the time of executing the release, which if known by him or her must have materially affected 
his or her settlement with the debtor.” 

 
This waiver and release of liability includes, without limitation, injuries which may occur as a result of my use of 

any PCA equipment or facilities, any supervision received while at PCA or any affiliated facilities, my slipping and falling 
while in PCA or any affiliated facilities, and my participation in any therapeutic care in various healing modalities. If any 
portion of this Agreement is held to be invalid, the remainder shall continue in full force and effect.  

 
Any controversy or claim arising out of or relating to this Agreement, or the actual or alleged breach hereof, shall 

be settled by arbitration conducted in the County of Los Angeles in accordance with, and by an arbitrator appointed 
pursuant to, the Rules of JAMS in effect at the time. The arbitrator must be a retired California appellate or superior court 
judge. The arbitration ruling shall be final and binding upon the Parties to this Agreement, and a judgment upon the award 
may be entered in any court having jurisdiction thereof.  The prevailing Party in such arbitration shall recover its reasonable 
attorneys’ fees and costs incurred, including the fees of the arbitration administrator and the arbitrator.  Each Party intends 
that the foregoing shall be an agreement of the Parties within the meaning of the California Arbitration Statutes (California 
Code of Civil Procedure Sections 1280-1294.2). Notwithstanding any provision of the rules or statutes mentioned above to 
the contrary, the California rules of discovery and evidence shall apply to all arbitration proceedings, and the refusal or 
failure of any Party to appear at or participate in any hearing or other portion of any arbitration proceeding pursuant to this 
paragraph shall not prevent any such hearing or proceeding from going forward, and the arbitrator is empowered to make a 
decision and/or render an award ex parte which shall be binding on that Party as fully as though that Party had participated 
fully in the hearing or proceeding. Any attorneys’ fees and other expenses incurred by either Party in enforcing an 
arbitration award in its favor under this Agreement shall be recoverable separately from and in addition to any other amount 
included in such award, and such attorneys’ fees obligation is intended to be severable from the other provisions of this 
Agreement and to survive and not be merged into any such award.     

To the extent permitted by applicable law, the Parties hereby agree to waive any right to trial by jury with respect 
to any action or proceeding: (a) brought by either Party or any other Party, relating to (i) this Agreement and/or any 
understandings or prior dealings between the Parties hereto, or (ii) the Property; or (b) to which Seller is a Party.  The 
Parties hereby acknowledge and agree that this Agreement constitutes a written consent to waiver of trial by jury pursuant 
to any applicable state statutes. 

By signing this Release, I acknowledge that I have read and understand the above. 
 

Signature          Date     

 Print Name          

 Address           

           

Phone               Email      

Emergency Contact          

Relationship           

Phone                   
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CANCELLATION POLICY 
 
We do our best to be available to you seven days a week and on holidays, and to create ample (non-
rushed) time with each person who comes in our door. We think this is how health care should be. 
Please help us continue to offer this by honoring our cancellation policy.  
 
48 hours advanced notice for Monday through Friday appointments. 
**Cancellations are not accepted for Weekend or Holiday appointments. 
 
If a session is cancelled within 48 hours of its scheduled time then Pacific Coast Ayurveda reserves the 
right to charge  for an amount equal to half of the cost of the scheduled session.  
 
If a Saturday, Sunday or Holiday session is cancelled after booking then Pacific Coast Ayurveda has 
permission to charge for an amount equal to the cost of the session.   
 
 
 
 
I understand and agree to the information above.   
 
 
 
 
_______________________________________________________________________________ 
Signature       Date  
 
 
 

OFFICE HOURS 
 

 
Pacific Coast Ayurveda performs all activities by appointment only.  Below are our general 
office hours.   
 

 
Monday through Friday        9am – 6pm 
 
 
Saturday and Sunday        10am – 4pm 
 
          
 
 
*Please allow 24 hours for a response to voice messages and email inquiries.  If you require a faster 
response or need assistance outside of office hours please send both an email and leave a voice 
message specifying this. 
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BILLING STRUCTURE 

 
 
 
Initial Consultation   90 minutes    $150 
 
 
Follow Up Consultation  45 minutes    $75 
 
 
Phone Consultation   Each 15 minutes   $35 
 
 
Ayurvedic Therapies   45 – 90 minutes   $75 - $150 
     (depending on therapy) 
 
 
Vedic Astrology Reading  30 minutes    $75 
Regarding Health 
 
 
Weight Loss Program  Monthly    $250 
Membership 
 
 
Panchakarma Therapy  7 to 21 Days    $535/day 
 
 
 

AFFILIATE BUSNINESSES 
 
Please be aware that Pacific Coast Ayurveda, LLC frequently uses the below named businesses for 
their services.  Please let us know if you would like other options for the below services. 
 
PACIFIC COAST HERB COMPANY, LLC 
Herbal Formulas 
Herbal Oils  
Various ayurvedic products and related wellness products 
Jyotish (Eastern Astrology) consultations for health and wellness 
 
 
CENTER FOR APPLIED CONSCIOUSNESS - JOSEPH RICH 
Yogic counseling for health, wellness and relationships 
 
 
By Initialing I acknowledge that I have reviewed and agree to the above. 
 
Initial _______________ 
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CONFIDENTIAL CLIENT HISTORY 
 
Relationship Status (Single/Relationship/Married)_________________ Children__________________ 
Occupation___________________________________ Date of birth ___________________________ 
Place of birth (city) ___________________________ (country) ______________________________ 
Time of Birth_____________________ Height__________________    Weight__________________      
Age___________________________ 
 
PAST MEDICAL HISTORY 
 
What serious illnesses have you had in the past? 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
What operations have you had and when? ________________________________________________ 
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________ 
What doctors have you seen in the past year and for what reason?______________________________ 
__________________________________________________________________________________
__________________________________________________________________________________ 
If you are coming as the result of a specific condition, have you ever had this condition before?  If so, 
when and what treatment did you receive?________________________________________________ 
__________________________________________________________________________________
__________________________________________________________________________________ 
 
FAMILY HISTORY 
 
Do you have a family history of cancer, heart disease, stroke, high blood pressure or diabetes? 
__________________________________________________________________________________ 
 
Is there a family history of any unusual diseases? Explain: 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
If your parents or siblings have passed away, what was the cause of death and at what age did it occur? 
__________________________________________________________________________________ 
 
List all current and past food and other allergies: 
__________________________________________________________________________________
__________________________________________________________________________________ 
 
What birth control method do you use if any? Please describe: 
__________________________________________________________________________________ 
 
Is there any possibility that you might currently be pregnant? _________________________________ 
 
 
 
CURRENT MEDICAL INFORMATION 
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Are you currently under the care of a Medical Doctor or licensed health care professional?  If so, 
who?_____________________________________________________________________________ 
 
Are you currently taking any medications? If so, please list them and for what reason. 
__________________________________________________________________________________
__________________________________________________________________________________ 
__________________________________________________________________________________
__________________________________________________________________________________ 
What supplements are you currently taking and for what reason? 
__________________________________________________________________________________
__________________________________________________________________________________ 
 
GENERAL HEALTH HABITS 
How much do you consume per day/week/month?  
  Cups of water__________________________________ 

Cups of coffee_________________________________ 
Other caffeinated beverages_______________________ 
Cigarettes_____________________________________ 
Glasses of alcohol (Please specify beer, wine, liqueurs, and hard liquor) 
_______________________________________________ 
Energy drinks___________________________________ 
Other drugs/substances (please specify)_______________  
_______________________________________________ 

 
MIND 
From 1-10, 10 being maximum please rate your present level of: 
Stress _____ Depression _____ Worry _____ Enthusiasm _____ Motivation _____ 
 
DESCRIBE YOUR CHIEF COMPLAINTS_____________________________________________ 
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________ 
 
I have filled out the form to the best of my knowledge and declare the information above is true 
to the best of my knowledge. 
 
Client’s Signature_________________________________________  
 
Print Name _________________________________________Date_______________________  


