,QIRUPHG&RQVHQW 2IILFH3ROLFLHV
'U .LPEHUO\ %URZQ V commitment is to serve KHr patients with professionalism and genuine
concern, being sure at all times to protect the privacy and security of all Protected Health Information.
During the course of serving you it may be necessary to share pertinent information with
other Health Care Providers or Associates for the purpose of ordering laboratory tests,
determination of fees, collection of fees, scheduling of your appointments or to obtain a second
opinion.
If any other uses or disclosures other than the ones listed above are needed,
information will be released only with your written consent, as provided for by law.
All health and laboratory information will be given at scheduled office or phone
appointments. Please be aware when scheduling phone appointments our normal fee’s for
service apply. If you need your labs and are unable to make an appointment we will fax them
to another doctor, but will not send them to you directly unless you have already discussed them with
the doctor.
Please be aware that Health and Safety Code section 109250, et seq., specifically prohibits the use
of any unconventional remedy in the diagnosis, treatment, alleviation, or cure of cancer. If you
have been diagnosed with cancer, we will be unable to treat you for this diagnosis.
1RW DOO LQVXUDQFH SROLFLHV ZLOO FRYHU RXU VHUYLFHV :H DVN WKDW \RX VHQG XV \RXU LQVXUDQFH
LQIRUPDWLRQ EHIRUH \RXU YLVLW DV ZH FDQ FKHFN \RXU EHQHILWV Labs, supplements, medical devices and
prescriptions are not included fee’s and maybe billed by other parties. It is your responsibility
to make payment arrangements with them. All payment is expected at the time of service XQOHVV
RWKHU DUUDQJHPHQWV KDYH EHHQ DJUHHG XSRQ Debit Cards, MasterCard, VISA, cash, and checks are
acceptable forms of payment.
Please be adviseG that if for any reason you cannot keep your scheduled procedure or
appointment, we require that you cancel at least  hours prior to your appointment. Failure to
cancel within that time frame or failure to showXS for the appointment will result in D feeRI
RI\RXUDSSRLQWPHQWFRVWZKLFKZLOOEHDSSOLHGWR\RXUQH[WDSSRLQWPHQW. This fee may change
without notice.
Thank you for your cooperation. We look forward to assisting you on your path to wellness.
Sincerely,
.LPEHUO\%URZQ1'/$F

I have read and understand this form.
Signed: ________________________________________________________________
Print Name: __________________________________________Date:______________

,QIRUPHG&RQVHQWWR1DWXURSDWKLF7UHDWPHQWDQG&DUH
I have had an opportunity to discuss the nature and purpose for naturopathic care and its procedures
with the Doctor of Naturopathic Medicine named below and/or other office or clinic personnel.
I hereby request and consent to Naturopathic Medicine as an alternative treatment for my health
conditions (or for those of the patient named below, for whom I am legally responsible)
as performed by the Doctor of Naturopathic Medicine named below and/or other
licensed Doctors of Naturopathic Medicine who may now, or in the future, treat me while employed
by, working or associated with, serving as back-up for the Doctor of Naturopathic
Medicine named below, whether they work at the clinic or office listed below or any other
office or clinic. Treatments may include- but are not limited to- herbal medicine, homeopathic
medicine, life style and nutritional counseling, naturopathic manual therapy, physical therapy,
injection therapy, and hormone replacement.
I have been informed that in the practice of medicine there are some risks to treatment, including
but not limited toside effects of medication, allergic reactions, DQG anaphylaxiV I do not expect
the Doctor to be able to anticipate and explain all risks and complications. Therefore, I wish to rely
on the Doctor’sjudgment based upon the facts then known, to provide me with any care and procedures
considered to be in course of my treatment.
I have read, or have had read to me, the above consent I have also had an opportunity to
ask questions about this consent, and by it I agree to the procedures mentioned above. I
indent this consent form to cover the entire course of treatment for my present condition and for any
future condition(s) for which I seek treatment.

To be completed by the patient:
the

To be completed by patient’srepresentative, if necessary,
e.g. if patient is a minor or physically or legally incapacitate.

_______________________________________
___________________________BBBBBB
Print Patient’s Name

____________________________BBBBB
Signature of Patient

3ULQW3DWLHQW·V1DPH

_______________________________________
Print Name of Patients Representative

_______________________________________
6LJQDWXUHRI3DWLHQWV5HSUHVHQWDWLYH

__________________________
Date Signed

(Include Relationship or Authority of Representative.)

____________________________
Date Signed
Name of Doctor treating this patient: 'U.LPEHUO\%URZQ

MASSAGE INFORMED CONSENT TO TREAT
I hereby request and consent to the performance of massage treatments within the scope of practice of a
licensed massage therapist on me (or on the patient named below, for whom I am legally responsible) by
the certified massage therapist indicated below and/or for the certified massage therapist who now or in
the future treat me while employed by, working or associated with or serving as backup for the massage
therapist named below.
I understand that the massage given to me by the massage therapist listed below is for the purpose of
(stress reduction, pain reduction, relief from muscle tension, increasing circulation, or specific reasons
stated on this form).
I understand that the massage therapist does not diagnose illness or disease and does not prescribe
medical treatment or pharmaceuticals, nor are spinal manipulations part of massage therapy.
I understand that massage therapy is not a substitute for medical care and that it is recommended that I
work with my primary caregiver for any condition I may have.
I have stated all my known physical conditions and medications, and I will keep the massage therapist
updated on any changes.
I do not expect the staff to be able to anticipate and explain all possible risks and complications of
treatment, and I wish to rely on the staff to exercise judgement during the course of treatment which at the
time the staff thinks, based upon the facts then known is in my best interest.
I understand that results are not guaranteed.
By voluntarily signing below, I show that I have read, or have had read to me, the above consent to
treatment and have had an opportunity to ask questions. I intend this consent form to cover the entire
course of treatment for my present condition and for any future condition(s) for which I seek treatment.
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(OR PATIENT REPRESENTATIVE)

+HOHQD5HLQNHQ
(Date)
(INDICATE RELATIONSHIP IF SIGNING FOR 3$7,(17 
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