
 
General Information 
Name: _____________________________________  Date of Birth: _____/_____/_____ 
 
Address: ______________________________________________________________________ 
               Street City/State/Zip 
 
Phone: _____________________________ Email: ____________________________________ 
 
Gender: _________________ Pronouns: _____________ Relationship Status: ______________ 
 
Sex designated on Insurance: _________ Household members include: ____________________ 
 
Emergency Contact Name: ___________________________ Phone: _____________________ 
 
Emergency Contact Relationship: __________________________________________________ 
 
Reason for Appointment: _________________________________________________________ 
 
Who may we thank for your referral? ________________________________________________ 
 
Insurance Information 
 
Non-OHP Patients: We gladly provide billing services for our patients. Before billing can take 
place patient eligibility must clarified. While we do perform benefit checks on our end, they are 
not guaranteed to be 100% accurate due to the nature of the way insurance companies do 
business. We recommend that you call your insurance company to inform yourself on your 
coverage, co-pay, and deductible.  
 
Name on your insurance card: ____________________________________________________ 
 
Health Insurance Company: _____________________ Member ID #:______________________ 
 
Group ID #: _____________________________ Are you the primary subscriber?      Yes      No 
 
If no, please provide the following information of the primary subscriber on your benefit plan: 
Full name: _______________________________________ Date of birth:___________________ 

 
Medical History 

1. Who is your current health care team? ________________________________________ 
2. What Medications and Supplements do you take regularly? 

_______________________________________________________________________ 
3. Do you have any Allergies? _________ _______________________________________ 
4. Any Surgeries or Hospitalizations? ___________________________________________ 
5. Any major illnesses? ______________________________________________________ 

 
For Children 
Birth Weight: ____________ Breast fed?     Y        N         How long? ______________________ 
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Vaccinations? __________________________________________________________________ 
Childhood illnesses? ____________________________________________________________ 
 
Personal History 

1. What work/study do you do? 
_______________________________________________________________________ 

2. Does your work or hobbies expose you to toxic chemicals, heavy metals, mold or 
second-hand smoke? 
_______________________________________________________________________ 

3. Do you have a religious or spiritual practice? 
_______________________________________________________________________ 

4. Do you have problems falling or staying asleep? Why? 
_______________________________________________________________________
_______________________________________________________________________ 

5. How many hours do you sleep at night? ________ Do you awaken refreshed?  Y      N 
6. How does your mood impact your life/function? 

_______________________________________________________________________ 
7. What are your major stressors? 

_______________________________________________________________________ 
8. Do you feel safe in your Home?    Y      N     Do you feel safe at Work/School?   Y      N  
9. Have you considered suicide at any time in your life? 

_______________________________________________________________________ 
 
Mind Altering Substances 
Do you drink alcoholic beverages? _______ If yes, how many per week? _____ 
Do you drink caffeinated beverages? ______ If yes, how many per week? _____ 
Do you smoke? _____________ If so, how much? ________________________ 
Use recreational drugs? _________Which ones? __________________________ 
Have you struggled with addiction? ______ If yes, please explain, and how can I help? 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
Your Body Do you have a:  
Vagina___ Prostate___ Cervix___ Testes___ Ovaries___   Penis___ Breast(s) _____  
No gonads_____  
 
Are you having trouble with any of these body parts? 
_____________________________________________________________________________ 
 
Anything else you would like to share? 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
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PAYMENT INFORMATION 
 
We encourage your questions and participation in all aspects of your care.  Please read and initial 
the following statements and provide the following information.  

 
_________ Payment for all services is due at the time of visit.  We accept cash, visa and checks. 

Returned checks will be subject to at $35.00 NSF fee. 
 
_________ You will be charged a Cancellation Fee of $40.00 for any appointments cancelled 
with less than 24 hours’ notice. If you completely miss your appointment and do not contact us, 
you may be charged for the full visit. 
 
 
Card #                                                    Exp. Date                   CVC:             Zip                 . 
 
 
 
 
I have read and understand the above-stated policies of Sacred Vessel Natural Medicine and will 
comply with them in all respects. If my insurance requires release of my medical records, I hereby 
give my permission by signing this form. I understand that services rendered are my 
responsibility. If there are services not covered by my insurance company I am responsible for 
payment of those charges.  
 
 
________________________________________________________________________ 
Patient Name (Please Print.  Include parent/guardian name if patient is a minor) 
 
 
_________________________________________________             ____/____/___  
Patient Signature (parent/guardian signature is minor)    Date 
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Informed Consent for Naturopathic Medical Care 
 
I request and consent to examination and treatment at Sacred Vessel Natural Medicine. 

 
I understand that I have the right to ask questions and discuss my satisfaction with my provider 
at Sacred Vessel Natural Medicine, including but not limited to questions regarding: 

1) My suspected diagnosis(es) or condition(s) 
2) The nature, purpose, goals, and potential benefits of the proposed care 
3) The inherent risks, complications, potential hazards or side effects of a 
treatment or procedure. 
4) The probability or likelihood of success 
5) Reasonable available alternatives to the proposed treatment or procedure 
6) Potential consequences if treatment or advice is not followed 

 
Naturopathic evaluation and treatment may include but is not limited to: 

• Physical exam (including general exam, musculoskeletal, EENT, heart and lung, 
orthopedic, and neurological assessments) 

• Massage/body work/naturopathic manipulations 
• Dietary advice and therapeutic nutrition (the use of foods, diet plans, nutritional 

supplements) 
• Botanical/herbal medicines 
• Homeopathic remedies (highly dilute quantities of naturally occurring 

substances) 
• Blood draws 
• Hydrotherapy (the use of hot and cold water) 
• Over-the-counter and prescription medications (including only those 

medications on the Formulary of Oregon Naturopathic Physicians) 
 

Potential benefits include the restoration of the body’s highest functional capacity, pain relief, 
assistance with injury and disease recovery, and prevention of disease or its progression. 
 
I have read and understood this consent-to-treatment form: 
 
Signature of Patient or Responsible Party: __________________________________________ 
 
Date: ______/______/______ 
 

I would like to join Sacred Vessel Natural Medicine email list for monthly informational 
newsletters and special announcements: _____ Yes            No 
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HIPAA 

 
• This notice describes how medical information about you may be used and disclosed; and how you 

can get access to this information.  Please review it carefully. We are legally obligated to provide this 
information to you.  It is subject to change and updated versions are always available upon request. 

• Sacred Vessel Natural Medicine is an Integrative Healthcare Clinic. This means that anyone within 
Sacred Vessel involved in your care, such as our counselor or acupuncturist on site, or the Patient 
Care Coordinator at the front desk, will have access to your health information so that we can maintain 
a holistic approach to your care. Most of the time we are the only people with access to your medical 
information; however, there are a few instances in which they may share pertinent information about 
you for the purposes of treatment, payment or health care operations.  They may disclose your health 
information to other health professionals, their staff or students who may consult on your treatment or 
the coordination of your health care.  Unless you notify us that you object, we may share your health 
information with family or friends who are involved with coordination of your care. For example, a 
friend may pick up a supplement for you or relay a message. 

• Sacred Vessel Natural Medicine also uses and discloses your health information for billing and 
payment collection from you, an insurance company, or someone else for health care services you 
receive from us.  We may also tell your insurance company about your proposed treatment to 
determine whether your plan will pay for the treatment. 

• We may use and disclose your health information in order to run the necessary administrative, 
educational, quality assurance, and business functions of Sacred Vessel Natural Medicine. Data about 
effectiveness of treatments and what services we should offer may be gathered from patient’s health 
information.  We may also use and disclose your health information to contact you regarding treatment 
options, products or services and for appointment reminders. 

• Other potential instances in which your health information could be disclosed without your explicit 
permission include legal obligations at the federal, state or local level to disclose to specified parties 
for purposes including subpoenas/ court orders, public health risks, governmental agency oversight of 
health care, threats to health or safety, disaster relief, national security, for identification of deceased 
persons, or for the purpose of organ or tissue transplantation. Military command or government 
authority may acquire information about veterans or members of the military. Correctional institutions 
may acquire information about inmates for purpose of providing health care and safety. Information 
about employees can be disclosed to employers regarding worker’s compensation type programs. 

• With some rare exceptions, you have the right to access and get a copy of any data regarding your 
health information from Sacred Vessel Natural Medicine.  In the exceptional cases in which we are 
permitted to withhold information from you, you may ask that the denial be reviewed.  You have the 
right to amend your health information. We will amend the information, except if it a) is not information 
that we created, (unless the source of the information is no longer available to make the amendment), 
b) is not part of the health information that we keep c) is of a type that you would not be permitted to 
inspect and copy; d) is already accurate and complete. 

 
All associates and employees of Sacred Vessel Natural Medicine seek to maintain confidentiality regarding 
your health information.  We are happy to discuss your concerns about these matters and consider further 
restricting use and disclosure of your health information. 
 

Signature: ____________________________________________ Date: ______/______/______  
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