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Consent for Treatment
I, the undersigned, hereby authorize the physicians listed above to perform the following specific procedures 
as necessary to facilitate my diagnosis and treatment:

General Diagnostic Procedures, which may include but is not limited to venipuncture, PAP
smears, radiography, and blood and urine lab work, general physical exams, neurological and 
musculoskeletal assessments.

Lifestyle Counseling and Hygiene: diet therapy, promotion of wellness including
recommendations for exercise, sleep, stress reduction, immunization, psychological counseling, and 
balancing of work and social activities.

Dietary Advice and Therapeutic Nutrition: use of foods, diet plans or nutritional supplements for 
treatment—may include intramuscular vitamin injections.

Herbs/Medicines: prescribing various therapeutic substances including plants, minerals, animal materials, 
and some pharmaceuticals, and non-drug contraceptive devices. Substances may be
given in the form of teas, pills, powders, tinctures—may contain alcohol; topical creams, pastes, plasters, 
washes, suppositories or other forms.

Soft Tissue and Osseous Manipulation: use of massage, neuro-muscular techniques, muscle energy 
stretching or visceral manipulation, as well as manipulations of the extremities and spine, including traction.

Homeopathic Remedies: use of highly dilute quantities of naturally occurring plants, animals and 
minerals to gently stimulate the body’s healing responses.

Minor office procedures: Dressing wounds, ear cleansing, care of superficial lacerations.

Electromagnetic and Thermal Therapies: The use of ultrasound, low and high volt electrical muscle 
stimulation, transcutaneous electrical stimulation, microcurrent stimulation, infrared and ultraviolet 
therapies, and hydrotherapy.

I recognize the potential risks and benefits of these procedures as described below:

Potential risks: Discomfort, pain, minor bruising, infection, blistering, loss of consciousness or deep 
tissue injury from, topical procedures, heat or frictional therapies, electromagnetic- and hydrotherapies; 
allergic reactions to prescribed herbs or supplements, soft tissue or bone injury from physical 
manipulations, temporary discoloration of the skin, temporary dizziness and lightheadedness, and 
aggravation of pre-existing symptoms.
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Potential benefits: Drugless relief of presenting symptoms and improved balance of bodily energies, 
which may lead to prevention or elimination of the presenting problem and the strengthening of the 
constitution, restoration of health and the body’s maximal functional
capacity, relief of pain and symptoms of disease, assistance in injury and disease recovery, and 
prevention of disease or its progression.

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 used could present a risk to the pregnancy. Labor-stimulating 
techniques or any labor-inducing substances will not be used.

With this knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have been 
given to me regarding cure or improvement of my condition. I understand that I am free to withdraw my 
consent and to discontinue participation in these procedures at any time.

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 myself or my representative or if it is 
required or permitted by applicable law. I understand that I may look at my medical record at any time and 
can request a copy of it by paying the appropriate fee. I understand that my medical record will be kept for a 
minimum of three, but no more than ten years after the date of my last treatment. I understand that 
information from my medical record may be analyzed for research purposes, and that my identity will be 
protected and kept confidential. I understand that any questions I have will be answered by my practitioner 
to the best of her ability.

Patient’s Name (Print) Guardian’s Name (Print)

Patient’s Signature Guardian’s Signature

Date Relationship to Patient Date
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The following outlines our financial policy. Please review carefully and sign/date it. 

• Payment is due at time of service, including copays. The provider may arrange this differently under certain circumstances. 
Acceptable forms of payment include cash, check, Visa, & MasterCard. Insurance is also accepted. 

• Patients who pay out of pocket for their visit will ONLY be given a 20% discount if they pay at time of service. 
• Incurred balances are due before your visit with the provider. 
• Nutritional supplements must be paid for at the time of purchase, regardless of insurance. 
• Please give us 24 hours’ notice if you can’t make your appointment. Failure to give 24 hours advance notice for appointment 

cancellations may result in a fee. Patients will now be billed 
$50.00 for appointments that are cancelled with less than 24 hours’ notice. Special circumstances may waive this fee. The front desk 
will now remind patients of this policy when they call for appointment reminder. 

• Repeat no-show appointments may result in dismissal from clinic care at the discretion of the providers. 
• May be responsible for a $50 charge incurred by using the practitioner’s pager, cell phone, or text service. We encourage all patients 

to call the front desk with immediate concerns during regular business hours. 
• Patients are responsible for all bank charges and fees resulting from a returned check. 
• There may be an associated form fee at physician's discretion of $25. Forms include but aren't limited to letters of medical 

necessity. 

Insurance: Your insurance policy is a contract between you and your insurance company. We are not a party to that contract. We 
will bill your insurance as a courtesy for which we are contracted providers, as long as you provide us with your current and correct 
information. 

I authorize my insurance benefits be paid directly to the provider. I understand that I am financially responsible for any balance. I 
also authorize my provider or my insurance company to release any information required to process my claims. I understand that 
payment is dependent on my eligibility at the time of service and ALL terms and conditions of my insurance plan. I also acknowledge 
that certain services may not be covered by my benefit plan, or deemed medically unnecessary, and agree to pay for any Non-
Covered Service, such as phone or email consultations and outside labs. This authorization shall remain valid until revoked by me in 
writing. 

Payment Issues: If financial problems arise, please contact our office ASAP. Installment or payment arrangements can be implemented. 
Balance will become due immediately if you break rules of the plan. 

I have carefully read the Financial Policy. I understand and agree to the terms therein. 

Signature of Patient or Responsible Party Date 

 
Print Patient Name Date of Birth 
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Acknowledgement of Receipt: 

No4ce of Privacy Practices: 

• I have been offered a copy of the No3ce of Privacy Prac3ces for the Prac33oner that I am seeing. For future reference, I may 
access a copy at the front desk or on the website. 

__________________________________________________________  ___________________________ 
Signature of Pa3ent or Responsible Party    Date 

Acknowledgement of Confidentiality: 

• Voicemail (please check one circle): 

I hereby give permission for Origins Natural Health and Midwifery to leave the following on my voicemail: 

o Detailed medical information 
o Limited medical informa3on (please specify with your provider) 
o Billing and appointment information 

___________________________________________________________  ___________________________ 
Signature of Pa3ent or Guardian    Date 

• Email (please check one circle): 

I hereby give permission for Origins Natural Health and Midwifery to leave the following on my email: 

o Detailed medical information 
o Limited medical informa3on (please specify with your provider) 
o Billing and appointment information 

___________________________________________________________  ___________________________ 
Signature of Pa3ent or Guardian    Date 

____________________________________________________     __________________ 
Print Patient Name         Date of Birth 
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PATIENT INFORMATION RE: CREDIT CARD ON FILE POLICY 

At the time of registration, we will request your credit card information. Your credit card numbers will be 
encrypted and stored securely off-site. No credit card numbers will be stored at our practice. Once we receive 
your Explanation of Benefits (EOB) (what the insurance company will pay towards your visit), we will wait 30 days 
to allow you time to pay the balance on your account. If your balance is not paid, your credit card will be charged 
for the outstanding balance that is your responsibility. Co-pays must be paid at the time of visit. If you have any 
questions about this payment method, please do not hesitate to call us at 360-863-3223. 

How does credit card on file benefit me? 
Using credit card on file, you will be able to: 

• Pay balances and co-pays conveniently 
• Make payments automatically using your credit card of choice 
• Avoid writing checks to pay bills by mail 
• Receive notifications and receipts sent via email 

Please note that all of your rights with respect to the use of your credit card will remain in effect. This new 
policy will in no way prevent you from being able to dispute a charge or question your insurance company’s 
determination of payment. 

Your credit card on file can be used for the following reasons: 
 -Visit payments not collected from you at the beginning of the visit 
 -No show or late cancellation charges 
 -Insurance discrepancies 
 -Outstanding balance greater than 31 days past due 

I authorize Origins Natural Health and Midwifery to charge the credit card above per the terms of this policy. This 
authorization shall remain in effect until ONHM has received written notification from me of its termination. 

 
Signature Date 

Billing Address City State Zip

Phone Number Email

Patient Name DOB Patient Name DOB

Patient Name DOB Patient Name DOB
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What is a deduc,ble and how does it affect me? 
An annual deduc*ble is the dollar amount you must pay out of pocket during the year for medical expenses before your insurance coverage begins to pay. For 
example, if your policy has a $2,000 deduc*ble, you must pay the first $2,000 of medical expenses before the health insurance company begins to pay for any 
services. This works just like the deduc*ble for your car or homeowner’s insurance policy. 
When do I have to pay for services? 
You, the pa*ent, are ul*mately responsible for all charges any *me you receive medical care. You are expected to pay in full for your services un*l your 
deduc*ble and any applicable co-insurance is met. 

How will I know when my deduc,ble has been met? How will I know how much you are going to charge me? 
You can call your insurance company at any *me to check on how much of your deduc*ble has been met. Some insurance companies provide this informa*on 
on-line. Every *me you receive medical services, you will receive no*fica*on from your insurance company with how much they paid or did not pay when they 
send you an Explana*on of Benefits (EOB). We look at your EOB carefully to determine the amount that is to be paid by you, the pa*ent. That is called the 
Balance Due. 

But I always pay my bills, why me? 
We have to be fair and apply the policy to all of our pa*ents. Keeping a credit card on file makes the check-out process easier, faster and more efficient and helps 
you to take care of the amount that you may owe. 

What about iden,ty the@ and privacy? 
Under HIPAA, we are under strict rules and guidelines in terms of protec*ng pa*ent privacy, and the credit card is considered protected health informa*on. 
Credit card numbers are encrypted and stored securely off-site. No credit card numbers are stored at our prac*ce. 
What if I don’t have a credit card? 
You are welcome to leave a HSA (Health Savings Account), Flex Plan, or Debit card on file or pay with cash or check for our standard visit cost. We understand 
there are legi*mate reasons you may not have a credit card. In that case, we will work out a payment plan for you. Payment for service is due upon receipt of 
your billing statement aXer your insurance plan processes your claim. If your account remains unpaid, subsequent statements will be sent to the address we 
have on file. When your balance is 90 days past due, your account will be turned over to a collec*on agency and will be assessed a $50.00 release fee. You will 
be dismissed as a pa*ent from our prac*ce. 
When will my card be charged? 
We will submit your claim to your health insurance company if applicable. Once your insurance company processes your claim, you will have 30 days upon 
receipt of your billing statement to pay the amount due in any manner you wish. If you do not pay the amount due within 31 days, your credit card will be 
charged the Balance Due. 
What if I have two insurance plans? 
Even with two insurance plans, you may s*ll owe a small balance that is your responsibility to pay. 

How will I know that you have charged my credit card? How do I get a receipt? 
You will receive an email receipt when your credit card is charged. 

Is this the same as “signing a blank check”? 
No. Credit card on file is similar to what a hotel or rental car company does at check-in. All credit card contracts give cardholders the right to challenge any 
charge against their accounts. 
Is this “Balance Billing”? 
No. “Balance Billing” is asking the pa*ent to pay the difference between our fee and what is contracted with your insurance company. This is a breach of our 
contracts. The charge to your credit card is only the pa*ent responsibility. For example, you see one of our providers at NW Asthma & Allergy Clinic and incur a 
charge fee of $200. We have a contract with your insurance company that states we will accept a payment of $100 for the visit. The insurance company agrees 
to only pay 80% of that amount. Your responsibility (as the pa*ent) is the remaining $20 which will be charged to your credit card. We can not charge you the 
difference between the charged fee and the contracted fee. 
What charges will my card be used for? 
Your credit card will be used only when a balance becomes due. 
What if my card is declined or expired? 
We will contact you to update the informa*on. If your account becomes delinquent, you will be sent to collections. 
What if I want to change the credit card on file? 
You can give us your new credit card number at any time. 

What if I need to dispute my bill? 
We will work with you to understand if there has been a mistake. We will refund your credit card if we or your health insurance company has made a billing 
error. 
When do I give you my credit card? 
We ask that you complete the Credit Card Authoriza*on Form. This agreement will apply to all family members under your account. Once we have entered 
your credit card informa*on into our financial ins*tu*on’s encrypted system, the credit card informa*on will be destroyed. Our staff will only be able to see the 
last 4 digits. You can also deliver your credit card informa*on over the phone or by mail.
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Understanding Your Insurance Benefits: A Guide for New Patients 

We are happy to bill participating insurance plans as a courtesy to our patients. However, insurance coverage is 
an agreement between you and your insurance company, and every insurance plan is different. It is 
ultimately the patient's responsibility to understand their individual insurance benefits and to provide our office 
with complete and accurate insurance information. 

Before Your First Visit: Call Your Insurance Company 

Please call the Member Services number on the back of your insurance card and ask the following 
questions: 
☐ Does my specific plan include naturopathic benefits? 
☐ Is my naturopathic provider in network under my specific plan? 
☐ Do I have a deductible? 
If yes, how much is my deductible? $________________ 
How much of it has been met? $________________ 
☐ What is my copay or coinsurance for an office visit? 
$________________ or ________________% 
☐ Are preventative/wellness visits covered with a naturopathic physician? 
☐ Are laboratory services covered? Do I need to use a specific laboratory? _____________________ 
☐ Are there limitations on the number or type of naturopathic visits covered each year? 
☐ Do I have more than one active insurance plan? 
If yes, ask: ☐ Which insurance is primary and which is secondary? __________________________ 
☐ Does my insurance company need me to update my Coordination of Benefits (COB) before claims can be 
processed? 

Coordination of Benefits: When you have more than one insurance or a secondary insurance 

If you have more than one insurance plan, you must provide our office with complete information for all 
active insurance plans, including primary and secondary coverage. Our office is not responsible for knowing 
that you have additional insurance coverage if you have not provided that information to us. Insurance 
companies may deny claims when their records indicate that another insurance should have been billed first or 
when your Coordination of Benefits information has not been updated. It is the patient's responsibility to 
contact the insurance company and resolve Coordination of Benefits issues. If a claim cannot be properly 
submitted because our office was not provided complete insurance information within the insurance company's 
timely-filing requirements, the patient may be financially responsible for the balance. 

If Your Insurance Denies a Claim 

Our office WILL review and contact insurance when appropriate for: 

☐ A possible billing error made by our office 
☐ A coding or claim-submission error 
☐ Incorrect information submitted by our office 
☐ Other claim-processing issues that require correction by our billing department 

The PATIENT is responsible for contacting insurance regarding: 



☐ Coordination of Benefits (COB) 
☐ Failure to update primary/secondary insurance information 
☐ Services that are not covered by your plan 
☐ Excluded naturopathic benefits 
☐ Deductible, copay or coinsurance questions 
☐ Benefit limitations 
☐ Eligibility or plan-specific coverage questions 
☐ Denials resulting from insurance information that was not provided to our office in a timely manner 

Our staff is happy to provide information about the claim when appropriate, but we cannot contact your 
insurance company on your behalf to dispute benefit exclusions, non-covered services, or Coordination of 
Benefits requirements. 

Please Remember: Participation with an insurance company does not guarantee that your individual 
plan covers naturopathic services. Verification of benefits by you or our office is not a guarantee of 
payment by your insurance company. 

You are responsible for: 
• Understanding your insurance benefits. 
• Providing current insurance cards and information. 
• Informing us of all insurance coverage you have. 
• Notifying us promptly when your insurance changes. 
• Updating Coordination of Benefits directly with your insurance company. 
• Paying copays, deductibles, coinsurance and non-covered services according to your plan and our 

Financial Policy. 

Patient Acknowledgment 

I understand that it is my responsibility to know my insurance benefits and provide Origins Natural Health & 
Midwifery with complete and accurate information regarding all insurance coverage. 

I understand that I may be financially responsible for services that my insurance does not cover or claims that 
cannot be paid because I did not provide complete insurance information or resolve Coordination of Benefits 
requirements within applicable filing deadlines. 

Patient/Guardian Name: ______________________________________________ 

Signature: ____________________________________ Date: _______________
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	Consent for Treatment
	I, the undersigned, hereby authorize the physicians listed above to perform the following specific procedures as necessary to facilitate my diagnosis and treatment:
	smears, radiography, and blood and urine lab work, general physical exams, neurological and musculoskeletal assessments.
	recommendations for exercise, sleep, stress reduction, immunization, psychological counseling, and balancing of work and social activities.
	Herbs/Medicines: prescribing various therapeutic substances including plants, minerals, animal materials, and some pharmaceuticals, and non-drug contraceptive devices. Substances may be
	given in the form of teas, pills, powders, tinctures—may contain alcohol; topical creams, pastes, plasters, washes, suppositories or other forms.
	Soft Tissue and Osseous Manipulation: use of massage, neuro-muscular techniques, muscle energy stretching or visceral manipulation, as well as manipulations of the extremities and spine, including traction.
	Homeopathic Remedies: use of highly dilute quantities of naturally occurring plants, animals and minerals to gently stimulate the body’s healing responses.
	Electromagnetic and Thermal Therapies: The use of ultrasound, low and high volt electrical muscle stimulation, transcutaneous electrical stimulation, microcurrent stimulation, infrared and ultraviolet therapies, and hydrotherapy.
	I recognize the potential risks and benefits of these procedures as described below:
	Potential risks: Discomfort, pain, minor bruising, infection, blistering, loss of consciousness or deep tissue injury from, topical procedures, heat or frictional therapies, electromagnetic- and hydrotherapies; allergic reactions to prescribed herbs or supplements, soft tissue or bone injury from physical manipulations, temporary discoloration of the skin, temporary dizziness and lightheadedness, and aggravation of pre-existing symptoms.
	Payment is due at time of service, including copays. The provider may arrange this differently under certain circumstances. Acceptable forms of payment include cash, check, Visa, & MasterCard. Insurance is also accepted.
	Patients who pay out of pocket for their visit will ONLY be given a 20% discount if they pay at time of service.
	Incurred balances are due before your visit with the provider.
	Nutritional supplements must be paid for at the time of purchase, regardless of insurance.
	Please give us 24 hours’ notice if you can’t make your appointment. Failure to give 24 hours advance notice for appointment cancellations may result in a fee. Patients will now be billed
	Repeat no-show appointments may result in dismissal from clinic care at the discretion of the providers.
	May be responsible for a $50 charge incurred by using the practitioner’s pager, cell phone, or text service. We encourage all patients to call the front desk with immediate concerns during regular business hours.
	Patients are responsible for all bank charges and fees resulting from a returned check.
	There may be an associated form fee at physician's discretion of $25. Forms include but aren't limited to letters of medical necessity.
	Signature of Patient or Responsible Party Date
	Print Patient Name Date of Birth
	Acknowledgement of Receipt:
	Acknowledgement of Confidentiality:
	Voicemail (please check one circle):
	Email (please check one circle):


