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Informed Consent

General Information:  Naturopathic Treatment may include any of the following general treatments:  General Diagnostic Procedures, Lifestyle counseling/exercise prescriptions, Herbal/Natural Medicine, Homeopathy, Therapeutic Nutrition, Physical Medicine, and/or prescription medications.

Methods, Procedures and Therapeutic Approaches:  Providers may perform any of the following procedures/tests, as needed to properly evaluate my condition, determine appropriate treatment options to treat or address my health concerns.

Counseling/Lifestyle counseling/Exercise prescriptions/Medical Hypnotherapy:  For the purposes of stress management, relaxation or treatment of psychological disorders to improve health or the prevention and treatment of disease.

Herbal/Natural Medicine:  Use of plant and animal materials given in the form of teas, pills, powders, liquid extracts, tinctures, creams, pastes, washes, suppositories, etc. to restore normal function.  These may contain alcohol.

Homeopathy:  Using remedies made from diluted naturally occurring substances, mixed in an alcohol or water base.

Therapeutic Nutrition:  Use of foods, diet plans, or nutritional supplements for treatment – may include vitamin injections.

Physical Medicine:  Use of massage, muscle stretching, exercise therapy, as well as naturopathic manipulation of the joints (similar to what an osteopathic doctor or chiropractor might perform), to relieve pain and improve function.  Physical medicine may also include the use of heating pads, micro-current electrical therapy, cranial electro-therapy stimulation, nebulizer (mist breathing therapy), hydrotherapies including use of hydroculator, and cryotherapy.

Medication or drug therapy:  Use of prescription or over-the-counter medications to treat/control symptoms of disease.

Potential Risks:  pain, discomfort, blistering, discolorations, infection, bleeding, fainting or injury from needle insertions during blood draws or injections of a vitamin, herb, or drug; bleeding or infection during pap tests; aggravation of pain or injury/condition during physical examination or physical medicine treatments; injury during exercise; intolerance to a vitamin, herb, remedy or drug; mild to severe (life threatening) allergic reactions to a vitamin, herb, or drug; burns or discoloration from topical therapies; inadequate treatment response.

Potential Benefits:  Proper diagnosis and treatment of my condition; improved stress management; improved mood; improved health and diet; restoration of optimal biochemistry/physiology; restoration of health and the body’s maximal functional capacity, relief of pain and symptoms, reduction in scar tissue, improved healing after injuries, relief of symptoms, optimal health.

Notice to Pregnant Women:  All female patients must alert the doctor if they know or suspect that they are pregnant, since some of the therapies/procedures could present a risk to pregnancy.

I understand that I may ask questions regarding my treatment before signing this form and I am free to withdraw my consent and to discontinue participation in any procedure/treatment at any time.  With this knowledge, I voluntarily consent to treatment and/or the above procedures, realizing that no guarantees have been made regarding cure or improvement of my condition.  I understand that a record will be kept of the health services provided to me.  This record will be kept confidential and will not be released to others unless so directed by me or my representative or otherwise permitted or required by law.
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