Eastside Natural Medicine ( Dr. Sunita Iyer ND, LM

 (425) 814.2045 phone ( (425) 814.2783 fax


Consent for Treatment and Financial Contract
I hereby authorize Dr. Sunita Iyer ND, LM to perform the following procedures as necessary to facilitate my diagnosis and treatment:

· General Diagnostic Procedures
· Psychological Counseling, Lifestyle Counseling, or Exercise Prescriptions
· Herbs/Natural Medicines/Pharmaceutical medications
· Dietary Advice and Therapeutic Nutrition
· Craniosacral therapy
· Minor office procedures 
Notice to Pregnant Women: All female patients must alert me if they know or suspect that they are pregnant, since some of the therapies used could present a risk to the pregnancy. Labor-stimulating techniques or any labor-inducing substances will not be used unless clients are specifically receiving midwifery care with Lake Washington Midwives, are low-risk, and are full-term.  

In order to establish clear communication and understanding, the following are my office policies regarding fees, insurance coverage, payments, and scheduling.

FEES: You have the right to ask what those fees are prior to the visit and be provided with a copy of the superbill at any time. You are also welcome to contact Alternative Medical Billing Service, LLC at (206) 932-0870 if you have questions or concerns regarding fees.  If the visit runs over time due to more complex concerns, you may be charged for the extra time unless the practitioner decides otherwise.

INSURANCE:  I am contracted with and covered as a PCP by most insurance policies that serve Washington State. It is your responsibility as a patient to make sure that your insurance policy covers naturopathic physicians, my care, and any treatment you are receiving. If any treatment is not covered by your insurance policy, you will be responsible for payment of fees in full.  For clients who do not have insurance coverage for my care or may qualify for ‘financial hardship’, there is a sliding scale available.  You may contact Alternative Medical Billing Service, LLC at (206) 932-0870 for more information regarding your coverage or a sliding scale.  

PAYMENT: Payment is due at the time of service or by remitting an invoice from Alternative Medical Billing Service, LLC for office visits and pharmacy products that are not covered by insurance. Any insurance co-payments are also due at the time of service, by invoice remittance, or via Pay Pal.  I accept checks, cash, or credit card payments via Pay Pal or by invoice remittance.  Invoices and receipts are available by request. Insurance billing is not done in-house. Most questions about insurance billing will be routed to Alternative Medical Billing Service, LLC, which you may contact at (206) 932-0870.

RETURNED CHECK FEE: There is a $25 fee for each returned check.

APPOINTMENT CANCELLATIONS: When you schedule an appointment I reserve that time especially for you. I do not double-book patients except in emergencies. I ask that you respect my time by providing 24- to 48- hour notice of cancellation. If you do not provide at least 24-hour notice of your intent to cancel an appointment, you may be charged $35 for a follow up appointment and $50 for an initial appointment. I will do my best to run on time as I realize that you have busy lives and schedules. I appreciate your patience as I try to give each person the best possible care. You may want to call ahead to find out whether or not I am on time or attending a birth, and I will do my best to give you fair warning if I am running late, attending a birth, or experiencing any emergency that may affect our appointment time.  

PHONE & EMAIL CONSULT: There is no charge for brief questions that can be answered by Alternative Medical Billing Service, LLC or myself.  If you are calling or emailing about a new or more involved health concern, you may be asked to schedule an appointment or you may be charged $55 for a phone or email consult.  My pager service is available to current clients for urgent medical concerns, and you may be charged a $25 fee for the service.  

I understand that I may ask questions regarding my treatment, fees, insurance coverage, and other aspects of our financial arrangement before signing this form. With this knowledge, I voluntarily consent to the above policies and procedures. 

 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 a representative or me, or otherwise permitted or required by law. 

I understand that I have the right to review my record and obtain a copy of my record upon request (see Notice of Privacy Practices) and that obtaining a copy of my record may require payment of a fee.

I hereby certify that I have reviewed the Notice of Privacy Practices for Dr. Sunita Iyer ND, LM that is available on her website. I understand that if I have objections or concerns with this policy, I must notify Dr. Sunita Iyer ND, LM per the instructions in the Notice of Privacy Practices.

________________________________________

Patient Name (printed)

________________________________________________

Signature by Patient/Parent/Guardian

________________________________________________

Date
1

