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CONSENT TO NATUROPATHIC TREATMENT

I acknowledge and declare that I am aware that naturopathic treatment and conventional medical treatment are not mutually exclusive and therefore I am free to seek or continue medical care from a qualified physician. I am aware that conventional medicine and naturopathic medicine are different therapies and utilize different modalities of treatment.

I confirm that there has been no suggestion or recommendation made to me by staff or employees of Kew Beach Natural Health Clinic to refrain from seeking or following conventional medical treatment.

I hereby authorize and consent to naturopathic treatment and examination.

____________________________________

__________________________________

Patient or Lawful Representative Signature

Date Signed

____________________________________

__________________________________

Witness Signature (Advised but not necessary)
Witness Relation to Patient

____________________________________



Attending Naturopathic Doctor/Assistant

CONSENT FOR COLLECTION, USE AND DISCLOSURE OF PERSONAL INFORMATION

Privacy of your personal information is an important part of our clinic, while providing you with quality naturopathic care.  We understand the importance of protecting your personal information and are committed to collecting, using, and disclosing personal information in a responsible manner, and only to the extent that is necessary for the services we provide.  We will be open with our handling of your personal information.  The primary purposes for collecting personal information is to help us assess what your health concerns are, to advise you or your options, and to establish and maintain contact with you.  Safeguards are in place to protect your personal information against loss or theft, as well as unauthorized access, disclosure, or modification.  By signing the consent section of this form, you have agreed that you have given your informed consent to the collection, use, or disclosure of your personal information as outlined above.

____________________________________

__________________________________

Patient or Lawful Representative Signature

Date Signed

____________________________________

__________________________________

Witness Signature (Advised but not necessary)
Witness Relation to Patient

Informed Consent
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