Consent and Authorization for Treatment

Treatment Authorization:  
By signing this form, I, ________________________________ authorize medical treatment of myself or my minor child by _________________________,  and professional medical staff under his/her direction.

Notice as to Nature of Services:  
I understand that the care provided by _________________________ is highly specialized and based upon homeopathic and holistic principles, and in some cases, there may be disagreement among qualified medical experts.  Care rendered may therefore be seen by some as outside standard of care or medically unnecessary.  Diagnosis and treatment may include some services that are considered non-traditional, non-conventional or complementary or alternative medicine (“CAM”).  These services may not be recognized as standard medical practices and may be considered by my insurance company to be investigational or experimental.  The FDA may approve medications prescribed.  

Medical Records Release Authorization:  
I authorize _________________________ to release my medical information to any physician or health practitioner to whom I am being referred for care and to any payer of my care including my insurance company, managed care program, or Medicare carrier upon their specific request.  I also authorize any physician or health care provider I have seen to release my medical records to _________________________.  This authorization shall be effective for one year and may be revoked in writing at any time.

Financial/Insurance Responsibility for All Services by _________________________:  
I understand and agree to each of the following policies regarding financial and insurance responsibilities.  Payment in full is required at each visit; _________________________  does not accept assignment.  In the event that, with prior approval, I do not pay in full and my insurance company provides reimbursement to _________________________, I am responsible for co-payments, deductible amounts, non-covered and excluded items not paid for by my insurance carrier or other party responsible for coverage of my medical expenses.  My responsibility includes payment for all services rendered, even if my insurance company determines at a later time that, in its view, the services were unreasonable, not medically necessary or did not meet the standard of care.  I understand my responsibility to pay includes fees for laboratory and other clinical services requested by _________________________.  I agree to be responsible for costs and expenses, including court costs, attorney fees and interest, should it be necessary to take action to secure payment of an outstanding balance due.  

Notice to Medicare Patients:  
I understand that _________________________ has “opted out” of Medicare participation and that he has privately contracted with me to provide care and services.  Medicare will not accept bills submitted by me and will not pay for any services ordered by _________________________.  I understand that I am responsible to pay for all services rendered by _________________________.  

Claim Management:  
_________________________ may provide claim forms for submission to insurance, but submission is the patient’s responsibility.  If possible, _________________________ will advise whether my insurance will likely cover any particular expenses, but given the uncertainty that pervades insurance decisions, cannot be responsible for any information that turns out to be incorrect.  Caseload demands do not allow time for this office to respond to insurance requests for information. _________________________ office will provide me a copy of my medical records that I can forward to my insurance company; the fee is $_______ for handling plus $_____ per page.  _________________________ is not obligated to take action on my behalf against an insurance carrier for collecting or negotiating my insurance claim.

Dietary Supplement Sales:  
I understand that _________________________ offers dietary supplements, some of which are only available through physician’s offices and others of which are available generally in local health food stores, as a service to assure the availability of these high quality, standardized products to his patients.  I understand that _________________________ has applied a usual and customary markup on these products.  I understand that I am under no obligation to purchase any products.  I further understand that the quality of the health care services I am offered will not be affected if I choose to either purchase similar products elsewhere or not to follow the recommendations that I take certain supplements.  

No Guarantees: 
I am aware that no practice of medicine is an exact science, and acknowledge that there are and can be no guarantees as to accuracy or outcomes of any diagnosis or treatments that I receive from _________________________ or at _________________________’s office.

Revocation of Authorization: 
I may revoke any of the above authorizations at any time by clear statement of revocation (specifying the authorization revoked) in writing, and signed and dated.  Such revocation will not affect my financial responsibility to pay for services rendered.

Patient Acknowledgment:  
I certify that the information I provide to my practitioners and my insurance company is correct.  I certify that I am here to receive medical care and for no other purpose.  I do not represent any third party.  

Annual Update Questions:  
I will notify _________________________ ‘s office staff of any changes in my address, telephone or email or of any changes in information regarding my insurance company.

Consent for Homeopathy:
Homeopathy is a system of medicine that has been used by millions of people worldwide for over 200 years.  Homeopathic medicines are used in extremely dilute concentrations that are non-toxic, and when administered according to homeopathic guidelines, are safe in infants, children, adults and animals.  These medicines are recognized by the United States Food and Drug Administration.  

Homeopathy is based upon the principle that “likes cure likes”, known as the “Law of Similars”.  This means that if a substance can cause symptoms of disease in a healthy person, then it may be capable of curing similar symptoms in an individual who is ill.  The exact mechanism by which homeopathy works is unknown, but it has been the subject of numerous scientific investigations.  There are no known or suspected contraindications to using homeopathy and there are no known drug interactions between homeopathic and conventional (allopathic) medicines. 

By signing this form, I, _____________________________ agree that _________________________ has disclosed to me sufficient information, including the risks and benefits, to enable me to decide to undergo or forgo treatment with homeopathy.  I understand that I am undertaking treatment with _________________________ expressly for the purpose of receiving homeopathic treatment of my condition.  

Our discussion has included: (1) the nature of my condition and procedures to be performed; (2) the nature and probability of material risks involved; (3) benefits to be reasonably expected; (4) inability of _________________________ to predict results; (5) irreversibility of the procedure, if that is the case; (6) the likely result of no treatment or procedure; and (7) available alternatives, including their risks and benefits. _________________________ has informed me that he has recorded an accurate, written description of the above in my medical record.  

My consent to homeopathic treatment is given voluntarily, without coercion, and may be withdrawn, and I am competent and able to understand the nature and consequences of this form of treatment.  

The specific risks of choosing homeopathy have been discussed with me.  I knowingly, voluntarily, and intelligently assume these risks and agree to release, indemnify, and defend _________________________ and his/her agents from and against any and all claims which I (or my representatives) may have for any loss, damage, or injury arising out of or in connection with my treatment.  

I understand that I will continue to remain under the care of my Primary Care Physician and (if applicable) my Specialist Physician(s) for any ongoing allopathic (conventional) care and evaluation that might be indicated.  I understand that homeopathy does not replace or substitute for the conventional evaluation and management services that I am receiving from my Primary Care and Specialist physicians.  Homeopathy is adjunctive to the treatments that I am receiving by my treating physicians.  

I have carefully read this form and acknowledge that I understand it.  No representations, statements, or inducements, oral or written, apart from the foregoing written statement, have been made.  This form shall be governed by the laws of the State of _________________________ which shall be the forum for any lawsuits filed under or incident to this form.  If any portion of this form is held invalid, the rest of the document shall continue in full force and effect.

________________________________
________________

Patient signature




Date

_______________________________
__________________

Clinician signature




Date

