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DEMOGRAPHIC INFORMATION  

Legal Name: ___________________________________________________________________________ 
DOB: ____ / ____ / ____  Age: ____ 
Birth Sex:  __ Male  __ Female  __ Other   Gender: ___________________________________________ 
Preferred Pronouns: ____________________________________________________________________ 
Street Address: ____________________________ City: __________________ State: ____ Zip: _______ 
Phone: (___) ______________________  Alternate Phone: (___) ______________________   
Email Address: _________________________________________________________________________ 
Preferred Form of Contact: _______________________________________________________________ 
Occupation: _________________________________ Employer: _________________________________ 
Emergency Name & Contact Number: _____________________________________________________ 
Please mark appropriate information: ___ Single ___ Married ___ Partnered ___ Separated ___ Divorced ___ Widowed 
Referred by: ____________________________________________________________________________ 
Primary Care Physician (PCP): ____________________________________________________________ 
Permission to consult with your physician? __ Yes  __ No 
 

PROCEDURES, POLICIES, AND CONSENT TO TREATMENT 

The following information is provided to establish a common understanding of our roles and 
rights in a professional therapeutic relationship. Please read and sign this document indicating 
you have understood and agree to the following. If you have any questions or require 
clarification, please call our office and we will be happy to provide you with any other 
information.  

1. At True Roots Natural Medicine (TRNM), our naturopathic physicians hold active licenses in 
Washington State. As such, services provided are within the scope of practice of a naturopathic 
physician in Washington State.  

2. Privacy: Any information provided during consultations or sessions is confidential. Information 
gathered is used for treatment, payment, and healthcare operations. You may provide written 
authorization to TRNM to use your Protected Health Information (PHI) for any purpose or limit 
the disclosure of your PHI. TRNM may use or disclose your PHI when required by law. Upon 
written request, you have the right to access, review, or receive copies of your PHI. Exceptions to 
this confidentiality include information provided that indicates intention to harm yourself or 
others.  

3. Consent: Each and every procedure or treatment carries with it both risks and benefits. There 
may be additional or alternate treatments or procedures available. Your treatment plan is 
thoroughly researched and customized to you and your health status and goals. However, no 
guarantees can be assured regarding the outcome of any procedure(s) or treatment(s). Please refer 
to Informed Consent for specific procedures/treatments.  
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4. Payment:  Payment for all treatment, services, supplies, and supplements is required at each 
visit. Cash, check, credit card and flex/health savings cards are accepted. We do not accept 
American Express. TRNM can provide a superbill medical invoice at the time of service and you 
are responsible for submission to your insurance company. Please inform us before your 
appointment if a superbill for treatment is needed. TRNM can provide a letter of medical necessity 
for superbill submission if the reimbursing party requires one. TRNM is not affiliated and does not 
bill any insurance company. If a check is returned for insufficient funds, all charges incurred by 
TRNM will be billed directly to the patient including a $25 fee.  

5. Late Cancellation / No-Show Policy: TRNM requires a minimum of 24-hour notice for 
cancellation of return visits and 48-hour notice for new patient visits. Available appointments are 
in high demand and your early cancellation will give another person the possibility to have access 
to timely care. There will be a $75 charge for return visits and $150 for new patient visits. This will 
be charged to your card on file. If you are more than 10 minutes late, your appointment may need 
to be rescheduled.  

6. IV Therapy Procedures: Due to the large block of time needed for IV therapy, last minute 
cancellations can cause problems and added expenses for TRNM. If IV therapy appointments are 
not cancelled at least 48 business hours in advance you will be charged a $95 fee.  

7. Ongoing relationships with other physicians and healthcare providers need not be discontinued. 
Please let us know if you are being treated by other healthcare providers. Consult your prescribing 
physician before you discontinue any medications. It is your responsibility to inform TRNM of any 
changes in your condition, prescribed medications, contact information or other ongoing 
treatments.  

8. Providers at TRNM are not available on a 24-hour basis at all times. We urge you to maintain a 
relationship with another doctor with whom you can consult in the event of an emergency or 
urgent problem. If a serious or urgent health problem should arise, you should immediately call 
your other doctor(s), call 911, or have someone drive you to the nearest hospital emergency 
department. If you notice an adverse effect from one of the components of your treatment plan, 
you should discontinue it and immediately inform TRNM of the situation at 253-509-0485.   

9. Lastly, you are encouraged to ask questions about any health-related topic and take an active 
role in your health care. This is a team-based approach and we strive to work collaboratively with 
you to facilitate achieving your short- and long-term health related goals to optimize your overall 
health and wellness.  
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It is our sincere honor and pleasure to serve you.  

The contact information, health history, and other information provided are complete and 
accurate. I understand and agree to the information within this document. My questions, if any, 
were answered to my satisfaction.  

Printed Name: _________________________________________________________________________ 
(Patient 18 y.o. or older)  
 
Signature: _______________________________________________ Date: ______________________ 

 

Patient Representative  
By law, the HIPPA Privacy Rule prohibits TRNM from disclosing your PHI to anyone without your authorization, 
except for treatment, payment, and healthcare operations. This rule became effective April 14th, 2003. Please list below 
those you would like to have access to your PHI. Indicate whether for financial, medical, or both.  
 
Name: ________________________________________ Relationship to Patient: ___________________ 
Financial Access: _____  Medical Access: _____ 
Name: ________________________________________ Relationship to Patient: ___________________ 
Financial Access: _____  Medical Access: _____ 
 
I have fully read and understand the above statements of TRNM’s Privacy Policy, and by signing 
below, agree to abide and authorize the actions stated therein.  
 
Printed Name: _________________________________________________________________________ 
(Patient 18 y.o. or older)  
 
Signature: _______________________________________________ Date: ______________________ 
 


