
FACIAL COVERING COUNSELING REPRESENTATION: 

PROFESSIONAL QUALIFICATIONS AND LIABILITY 

 

Part 1: Qualifications 

I affirm that I am certified to offer ___________________, herein after “the Individual,” 

qualified advice about facial coverings, their proper use, and any dangers and/or benefits 

associated with the use of facial coverings in my business/school/premises (circle one). 

Specific Course(s) of Study: 

__________________________________________________________________ 

From: (Specify Institutions) 

__________________________________________________________________ 

On: (Specify Course Completion Dates) 

__________________________________________________________________ 

Resulting in: (Specify Accreditation(s), Certification(s), License(s), etc.) 

__________________________________________________________________ 

__________________________________________________________________ 

Check one, as appropriate: 

_____ I represent that I have reviewed applicable scientific literature pertaining to the proper 

use of facial coverings and any side-effects associated with their use.  I further represent that I 

have reviewed all other relevant facial covering issues with the Individual, including those 

related to restrictions in respiratory function, asthma, anxiety, headaches, confusion, fatigue, 

increased heart rates, facial microclimate and bacteria growth, irritation to the mouth and skin 

surfaces as they relate to the multitude of facial coverings readily available to the public.  I have 

also reviewed with the Individual the proper techniques for donning and doffing facial coverings 

to prevent cross-contamination and proper cleaning of all available forms of facial coverings.  I 

also acknowledge, by receiving this document, that I have been made aware of the Centers for 

Disease Control (CDC) guidelines regarding who should, and should not wear facial coverings, 

as well as the effectiveness of each type of facial covering, and discussed these options 

thoroughly with the Individual.  I further acknowledge that I have reviewed all applicable 

Federal and State laws as it pertains to facial coverings and discussed the applicability of these 

laws with the Individual.  I also acknowledge receipt of letters from the State Legislature 

classifying the Governor’s most recent Emergency Order on facial coverings as invalid, moot, 

and illegal. 

OR 

_____ I am knowingly engaging in facial covering counseling without proper certification, 

license or formal training in risk management, legal practice, and/or epidemiology,  and I have 

not reviewed, or been trained on, the applicable Federal and State laws as they pertain to facial 

coverings, and I have not reviewed applicable scientific literature pertaining to proper facial 



covering use and any associated side-effects. I further acknowledge that I have received the 

letters from the State Legislature and have decided to ignore their contents. 

 

Part Two: Liability 

I have determined, from a review of all applicable insurance policies, to include medical 

malpractice insurance, that if I engage in an activity for which I am not certified, such as facial 

covering/masking counseling, the carrier (check one, as appropriate): 

 ____ will 

 ____ will not 

cover lawsuits resulting from lack of qualification, neglect, etc. 

Insurance Carrier name, address, and policy number insuring me for counseling on facial 

covering use and giving medical and/or legal advice: 

_______________________________________________________________ 

I further warrant that, should the Individual follow my facial covering advice and counseling and  

suffer an adverse side effect or injury, including death, due to the use and wear of facial 

coverings, as directed by me, that my insurance policies and/or personal assets will cover all 

actual and punitive damages resulting from a lawsuit initiated by the Individual, the Individual’s 

legal representative, or the Individual’s survivors.  

 

Signature of Physician/Counselor/Individual giving the advice:  ________________ 

Printed name of Physician/Counselor/Individual giving advice:  ________________ 

 

Signature of the Individual receiving advice:    ________________ 

Printed name of the Individual receiving advice:   ________________ 

 

Date of Signatures:         ________________ 

 

  



 

  



 

 

 


