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Consent to Treat 
 
Name: _______________________________________________________    Date of Birth: _______________ 
 

I understand that this is a Naturopathic Medical Clinic and give consent to this form of 

treatment.  I understand that a naturopathic doctor is a physician who specializes in natural 

medicine.  I am aware that with the guidance of the doctor, I may choose to be an active 

partner in helping determine my treatment plan, and I will ask the doctor to explain when 

there may be a treatment that I am unfamiliar with or do not understand. I am aware that 

any type of medicine, conventional or otherwise, may have potential for side effects.  I will 

inform the doctor of any known allergies and provide previous medical history as 

necessary.    

 

Signed ____________________________________________________________ Date ________________ 

 

Financial Agreement 
 

~ You, the patient are responsible for your medical bills.   

~ If you have insurance that we are contracted with that will cover 

Naturopathic care, we will submit the forms for you and bill you for any 

unpaid balance. 

~ If we are not contracted with your insurance or Naturopathic care is not 

covered by your plan, you will be considered SELF PAY.  We can give you the 

form which you can submit yourself.   

~ NOT all insurances will cover Naturopathic care.  It is your responsibility to 

contact your insurance carrier to verify coverage. 

~ Managed care (HMO) patients are responsible for obtaining and keeping 

track of referrals from the PCP’s.  A referral must be completed and at our 

office before the actual office visit.  Failure to have the referral will result in 

the patient being responsible for payment in full. 

~ You will be billed the full amount for missed appointments without 24 

hours’ notice. 

~ Co-pays, dispensary purchases and fees for non-covered services are due at 

time of service. 

~ Patients are ultimately responsible for all payments. 

 
By signing below, I acknowledge that I have read the above policy. I authorize 
the release of any information necessary to process my claims I understand and 
agree to my responsibilities. 
 
Signed ____________________________________________________________ Date ________________ 


