Client & Prac��oner’s Ninth Amendment Declara�on Form
OnPoint Health and Wellness

LLC

ARTICLE IX, U.S CONSTITUTION
“The enumera�on in the Cons�tu�on, of certain rights, shall not
be construed to deny or disparage other retained by the People”

Under the Ninth Amendment to the Cons�tu�on of the United States of America,
I (client’s ini�als) ________ retain the right to freedom of choice in health care and educa�onal
services. This includes the right to choose my diet, and to obtain, purchase and use any therapy,
regimen, modality, remedy, or product recommended by the therapist, doctor or any practitioner of
my choice.
The enumera�on in this declara�on of these writes shall not be construed to deny or disparage
other rights retained be me, or my right to amend this declara�on at any time.
CONSTRUCTIVE Notice

No�ce is hereby given to any person who receives a copy of this Declaration and who,
acting under the color of law, intentionally interferes with the free exercise of the rights
retained by me under the Ninth Amendment, as enumerated in this Declaration, that they may
be in violation of my civil and constitution rights, Title 42, U.S.C. 1983 et seq. and Title 18,
Section 241.
OnPoint Health and Wellness, represented by Jennifer Kaye Nichols, CBP, ACI, has
chosen to remain a non-covered entity under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) that went into effect in October, 2002. Participation would
mean that dozens of government agencies would have virtually unlimited access to you, the
client, your private records without your consent.
Therefore, your records will be released only with your wri�en consent, or if required by
law under court of order. This office will not file electronic insurance claims. You may file your
own claim and this office will provide you with any documentation you may need to do so.
This signature is an acknowledgement that you have received, read, and understand
this notice of the Ninth Amendment Declara�on Form and are giving permission to
proceed with your personal health care needs.
Signed by: _________________________________________
Signature of Patient or Legal Guardian
_________________________________________
Print Patient’s Name
_________________________________________
Print Name of Legal Guardian, if applicable

_______________________
Date

OnPoint Health and Wellness Covid-19 Disclaimer Form
As an active member of the Gallatin County Montana and the owner of
OnPoint Health and Wellness, I have and will in the future, come in contract with
clients and non-clients that may have or are tested positive for the Covid-19. As
is my right, I will not get tested unless I have symptoms and only if I feel
obligated to test for personal reasons. This is an affidavit to inform clients when I
have had 1st or 2nd contact with KNOWN positive clients or non-clients.
You have the right to choose to continue with your care with OnPoint Health
and Wellness after you sign and date this form. You also have the right to not
continue and no charges will be added for cancellation. As a courtesy, I will
contact you by text, phone, or email to allow you to make valuable decision
concerning the Covid-19 virus and your health. Although there are millions of other
pathogens to also be concerned about, the focus has been placed one solo virus
within the corona-virus family.
I, JENNIFER KAYE NICHOLS, testify that if I have a fever, chills, or any other
flu like symptoms, your appointment with this office will be canceled and
rescheduled according to your needs by text, phone, or email.

1st / 2nd Covid-19 contact with known positive
case on date:_______________________.

_________________________________________
Signature of Patient or Legal Guardian

______________________
Date

_________________________________________
Print Your Name of Signature

Jennifer Kaye Nichols, CBP, ACI
OnPoint Health and Wellness, llc

Consent, Disclosure and Disclaimer Form
OnPoint Health and Wellness

LLC

I request and give permission to Jennifer Kaye Nichols, CBP, ACI to proceed with and set up a
personal care plan with self-help care, for the purpose of improving my well-being.
I understand that Jennifer Kaye Nichols, CBP, ACI has a certifica�on in Biofeedback and
Auricular Therapy from the Ins�tute of Bio-energe�c Medicine (IBEM) of Colorado, and is required to
maintain con�nual educa�on (CE) as qualifica�on to con�nue with her cer�fica�ons.
I understand that any care received, be it Bio-energe�cs, Auricular Therapy, Frequency Care,
Medita�on Therapy, or any other under direc�on of Jennifer Kaye Nichols, CBP, ACI is not intended or
used as diagnosis, treatment, prescrip�on or cure for any condi�on, mental or physical, real or
imaginary, and that it is not a subs�tute for regular medical care. My goal is to strengthen the body’s
ability to regain the balance of both the body and the mind. Although everything possible is done to
ensure a plausible outcome, each pa�ent responds differently to care. Your progress in care is based
on many factors, including your commitment to making lifestyle changes, acquiescence to sound
sugges�ons, and adherence to the care plan. By embarking on biofeedback alterna�ve health care,
you agree that OnPoint Health and Wellness, LLC is not fully responsible for the success or failure of
the outcome. Let's work together to get to the root of the symptoms you are managing.
By signing, I acknowledge that OnPoint Health and Wellness, LLC has ac�ve video surveillance. One is
located in the front wai�ng room and one is located in the main room along with the children’s quiet
play area, the Bio-metrics scanning equipment, and sensi�ve personal filing system.

This signature is an acknowledgment that you have received, read, and understand
this notice of the Consent, Disclosure and Disclaimer Form and are giving permission to proceed with
your personal health care needs.

Signed by: _________________________________________
Signature of Patient or Legal Guardian
_________________________________________
Print Patient’s Name
_________________________________________
Print Name of Legal Guardian, if applicable

______________________
Date

