
Consent for Treatment:

I authorize Montana Whole Health to treat me, using any of the following procedures as necessary to give proper assessments, determine treatment approaches, and treat or otherwise address my health concerns: 1) General Diagnostic Procedures (including but not limited to venipuncture, pap smears, radiography, blood and urine lab work, general physical exams, and region-specific assessments), 2) Psychological Counseling, Lifestyle Counseling and Exercise Prescription, 3) Topical Treatments (including but not limited to topical application of natural or synthetic substances), 4) Herbs/Natural Medicines/Homeopathy (including but not limited to the use of plants, minerals, homeopathics, vitamins, and animal materials in pill, tea, powder, tincture, suppository or other form), 5) Dietary Advice and Therapeutic Nutrition (including but not limited to the use of foods, diet plans or nutritional supplements, including intramuscular or intravenous vitamin injections), 6) Soft Tissue and Osseous Manipulation (including but not limited to the use of massage, neuro-muscular techniques, muscle energy stretching, visceral manipulation, manual or device-assisted manipulation of the spine and extremities including traction, craniosacral therapy), 7) Hydrotherapy (including but not limited to the therapeutic use of varied temperature water-based topical applications).  I understand that referral for specialty conventional medical care may at times be necessary for my safety. 

Potential risks: pain, discomfort, discoloration from topical applications; allergic reactions to prescribed herbs or supplements, soft tissue or bone injury from physical manipulations, and aggravation of pre-existing symptoms. 

Potential benefits: 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.  

I understand that I may ask questions regarding my treatment before signing this form and that I am free to withdraw my consent to discontinue participation in these procedures at any time.  With this knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have been given to me by Montana Whole Health or any of its personnel regarding cure or improvement of my condition.  I understand that I am at liberty to seek alternate opinions or care, and may discontinue treatment at any time. I will not hold Montana Whole Health responsible for treatment outcomes should I choose to disregard the medical advice given to me.  

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 my representative or me or otherwise permitted or required by law.  

__________________________________

_________________________________

Guardian/Personal Representative’s Name (PRINT)

Patient’s Name (PRINT)

__________________________________

_________________________________
Guardian/Personal Representative’s Signature


Patient’s Signature
__________________________________

_____________
Relationship/Representative’s Authority


Date
______________
Date
Montana Whole Health Policies

Please read and initial the following statements:

_____ 
Payment & Insurance Policy: Payment for all services and medicinary items are due at 

time of service. We accept cash, check, Visa, Mastercard or Discover.  Physicians at Montana Whole Health are not contracted providers with any insurance plan.  A Superbill (coded service summary) will be provided for your convenience to submit to your insurance carrier for your own reimbursement. Returned checks are subject to a $35 non-sufficient funds charge from Montana Whole Health. Fees for services and products are subject to change. Phone calls requiring more than 10 minutes of attention from your physician will incur a fee; your physician will notify you of the charge so you can determine whether you would like to address the issue or schedule an appointment.   No refunds are offered for services rendered or medicinary items. 

_____
Medicinary Policy: During your visit, your health care provider may prescribe products

which may be purchased on-site or elsewhere. Most insurance companies do not cover the medicinary items prescribed, though they may be applied to a Health Savings Account.  

_____
E-mail Policy: For your convenience you may now contact Montana Whole Health 

Center Physicians via e-mail at doctor@mtwholehealth.com.  Please read the following policies carefully:

· Each e-mail requiring a response is subject to a $12 fee per e-mail.  (Phone messages incur no charge). 
· A Montana Whole Health physician will respond within 2 business days. 
· Social media is not an appropriate arena for receiving medical advice.  Physicians will NOT respond to questions on twitter, facebook, blogs, or other social media venues.  
· E-mails are not a substitute for seeing a physician.  Medical emergencies will NOT be handled via e-mail.  When in doubt call 911. Montana Whole Health will not be held liable for your failure to contact a physician in the case of a medical emergency.  Be smart, and please be courteous - failure to abide by these rules will jeopardize the future use of e-mail for all patients. 
_____
Missed Appointment Fee: Appointments missed or canceled with less than 24 hours

notice (48 hours for home visits) will be subject to a $50 fee. 
___________________________________________________________________________ 

Patient name (Please Print. Include parent/guardian name if patient is a minor.)

______________________________________________________
_________________

 Patient Signature (Parent/guardian signature if minor)




Date

