
 
 
 
 

Name: ____________________________________________________ 

Street Address: _____________________________________________ 

City: ________________________ Postal Code: __________________ 

Home Phone: __________________________ 

Work Phone: __________________________ 

Occupation: ___________________________ 

Date of  birth: __________________________ Age: ______________ 

Referred by: ___________________________ 

Present M.D.: __________________________ 

M.D. Phone: ___________________________ 

 

I, the undersigned, understand that Roma Lahiri is a professional homeopath trained in the 
classical tradition and that she is not a licensed medical doctor. As such, I acknowledge that 
it is my responsibility to seek medical diagnosis and advice for my present and future 
conditions. In consulting with a professional homeopath I am exercising my right to choose 
an alternative method of  treatment through which to address my total health. 

 

 

Signature ___________________________________ 

Date ______________________ 

 

R o m a  L a h i r i ,  P h D ,  C C H ,  R C S H o m ,  C l a s s i c a l  H o m e o p a t h  

 

OF F I C E  ADDRE S S :  # 2 6 5 - 1 0 0 0  R OO S EVE L T  C R E S C EN T ,  NOR TH  V ANCOUVE R ,  B C  V 7 P  1M 3

P HONE :  ( 6 0 4 )  9 9 0 - 0 8 4 7  

www . h om e o c o n s u l t . n e t  


