Northwest Integrative Healthcare Centre
Dr. Candice Griffith, B.Sc.A, N.D. Naturopathic Physician

4724 Lazelle Ave, Terrace, BC. V8G 1T2

Ph.250-635-0980       
Fax.250-635-0985
Declaration and Consent Form

I, _____________________________, of the following address:____________________


(Patient Name)




________________________









________________________

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 medical doctor.

I confirm that there has been no suggestion or recommendation made to me by the employees of the Northwest Integrative Healthcare Centre to refrain from seeking or following conventional medical treatment.

I am aware that conventional medicine and drugless naturopathic medicine are different therapies and utilize different modalities of treatment.

I hereby authorize and consent to naturopathic treatment and examination of myself or _____________________ by Dr Griffith 

(Patient Name)                                
Dated this _____ day of ________, _______.


      (day)
    (month)      (year)

I understand that payment for services and products will be paid at the time of receiving.  Payment can be made by cash, debit card, credit card, personal cheque (non sufficient funds have a charge of $25).  Please give 24 hours notice of cancellation, otherwise there is a $15 charge for missed appointments.

_____________________________


Signature of Patient or Guardian
_____________________________

Name of Patient or Guardian

_____________________________

Relationship to Guardian if patient is a minor (under 18)

I __________________ provide my consent to the practitioners of NIHC to receive and exchange information amongst themselves for health purposes.
My consent is provided with the understanding that the information released has been discussed with me and respects my right to confidentiality.

_____________________________



Signature of Patient or Guardian
