Patient Infake and Consent
:

Patient Demographics

Patient name: Date of birth:

Preferred name: Personal Pronouns:

Mailing address: City/St/Zip:

Billing address, if different: City/St/Zip:

Primary phone number: O Mobile O Home/landline (O Work
Secondary phone number: O Mobile O Home/landline (O Work
Patient Email:

Social security #: (for insurance and medical records)
Primary language: Do you need an interpreter? U Yes (J No

Optional Demographics - this information helps with future provider and staff hiring decisions so we can

better represent our patient population

Race: O American Indian or Alaskan Native O Asian O Black or African American
O Native Hawaiian or Other Pacific Islander (O White O other:
Ethnicity:

Gender identity:
Sexual orientation: O Gay/Lesbian (J Bisexual U Heterosexual (J Something else:

Marital Status: O Single O Married U Domestic partner O Other:
Employer Information
Employer: Occupation:
Employer address: O Fulltime O Part time

Guardian/Guarantor Information for Minor Patient

Name: Date of birth:
Phone Number: O Mobile O Home/landline O Work

Relationship to patient:
Email address (if patient is under 15 years old):

Name: Date of birth:

Phone Number: O Mobile O Home/landline O Work
Relationship to patient:
Email address (if patient is under 15 years old):

Emergency Contact

Emergency Contact Name:
Emergency Contact Relationship:
Emergency Contact Phone Number: O Mobile  (JHome/landline (J Work
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GENERAL CLINIC POLICY AND PROCEDURES

Please indicate your acknowledgement and understanding by marking each point and signing below.

O Patients must be located within the state of Oregon for all services.

(O The Center for Natural Medicine was carefully designed and constructed to be hypoallergenic for
chemically sensitive individuals. For health considerations and due to the close interpersonal nature of
our work, your personal cleanliness is required for a comfortable healing environment. Do not use
perfumes, aromatics, scented lotions or deodorants on appointment days and do not smoke on the
premises.

O If you have not been seen in this office within the last 12 months, an examination will be necessary to

reinstate proper tfreatment. If you have not been seen for 3 years, you will be considered a new patient.

O In consideration of your provider(s) and other patients, at least 24 hour notice is required to cancel or
reschedule an appointment. If you do not cancel in a timely manner, you may incur a fee. See the
attached Attendance and Missed Appointment Policy for Fee and Patient Dismissal information.

(O Complete insurance policy information is needed at least 48 hours prior to your appointment so we may
verify your policy. We will bill your insurance if you have benefits that cover our services, however if we
have not been able to verify your coverage before your visit, you may need to pay atf the time of service
and we will provide you with a form adequate fo request your own insurance reimbursement.

O Payments, such as copays and balances, are due at the time of service.

| agree that | am ultimately responsible for all charges for services received. If the patient is a minor, then my
permission is granted as the Legal Representative and guarantor for the treatment of the minor patient.

Authorized signature: Date:

The Center For Natural Medicine, Inc (CNM)
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NOTICE OF ATTENDANCE AND MISSED APPOINTMENT POLICY

Please indicate your understanding and acknowledgement by marking each point and signing below.

O

O 0O 0O [bOo0o

O

At least 24-hour notice is required for canceling or missing an appointment. Failure to meet the 24-hour
requirement will constitute a missed appointment.
Late arrivals for appointments will be considered a missed appointment at 10 minutes past the
scheduled start time, or 5 minutes past for appointments 20 minutes or shorter in duration. This includes
all appointment types with all providers and our on-site lab.
Missed appointments may be subject to a $60 Missed Appointment fee.
Missed lab visits may be subject to a $20 Missed Appointment fee.
Missing two (2) appointments in a row, after or including the initial visit, can result in fermination of care
and patient dismissal from an individual provider or from the clinic, as applicable.
Missing three (3) appointments over a six (6)-month period may result in fermination of care and patient
dismissal from a provider or from the clinic.
Any termination of care will be mailed to the patient in writing fo the address on file and will be
documented in their CNM records. Certified proof of receipt of the letter by the patient is not required.
Patients have the right to appeal termination from the clinic, or from individual services, to clinic
management in writing. A meeting may be scheduled with clinic management upon completion of an
administrative review.
This signed document will be transmitted fo the patient's insurance carrier as part of documentation in
the event of termination of care.
If a patient utilizes multiple services, such as naturopathic care, acupuncture, chiropractic, behavioral
health, laboratory services, or any other service not specifically listed here, this policy may be applied to
individual services or providers, rather than all services/providers, as applicable.
For example, if a patient regularly attends their naturopathic visits but has missed acupuncture
appointments two (2) times in a row or three (3) times over a six(6)-month period, that patient
may be terminated with the acupuncture provider and potentially from receiving acupuncture in
the future.

In the event this Policy is violated, the patient/Legal Representative understands and agrees that the
relationship with the Center for Natural Medicine and its Provider(s) may be terminated.

Authorized signature: Date:

The Center For Natural Medicine, Inc (CNM)
1330 SE Cesar E. Chavez Blvd (39™"), Portland, OR 97214
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PATIENT CONDUCT AGREEMENT

4

This is a behavioral agreement between and the Center for Natural Medicine.

This agreement also applies to aids, caregivers, chaperones, family, friends, support person(s), etc., who may
accompany the Patient to appointments or make contact with the clinic on Patient’s behalf.

In order to maintain a safe clinic environment for both patients and staff, you must agree to the following
behavioral contract.

By signhing below, | acknowledge my care at the Center for Natural Medicine is contingent on the following:
1. lwill freat others with dignity and respect.
2. lwill not engage in verbal threats or aggressive behavior with staff, providers, or any other person on
CNM grounds, over the telephone, or through email/text/portal communications.
3. lwillcommunicate in a professional way with staff in order to ask for assistance with any issues when |
am feeling triggered or angry.
| will not make belittling or disparaging remarks regarding intelligence or perceived competency.
5. lwill not use language or make remarks to staff or other patients that may be offensive or are based on
age, appearance, citizenship, color, disability or perceived disability, gender, nationality, race, religion,
assigned sex, or sexual orientation.
| will wait patiently when | present myself for clinic services.
| will comply with requests made by CNM staff and providers.
| will not bring weapons on CNM grounds.
| will not bring or consume intoxicating substances on CNM grounds.

>

© 0N

By signhing below | acknowledge that CNM staff agrees to the following:

To treat you with dignity and respect.

To meet your needs to the best of our ability with the resources we have available.

To communicate with you in a professional and respectful way.

To answer questions about your medical care to the best of our ability.

To see you as close o your scheduled appointment fime as possible or to communicate to you
regarding any known delays that may affect your appointment time.

6. To review and discuss all grievances filed by you and respond within 5 business days.

aprpLN -

Failure to comply with the above agreement may result in your being asked to leave the clinic for the day. If you
are asked to leave the clinic, a warning letter will be issued to you in writing and will be included in your records
with CNM. If the conduct is repeated after a one-day exclusion from the clinic, a formal dismissal from care will
be initiated. Incidents may be reviewed on a case-by-case basis by clinic management and a formal dismissal
may be initiated at any time for serious behavioral violations. If care is terminated, the patient will be permitted
to access care only for urgent medical issues for 30 days following the date of termination and they will be
provided with a list of outside clinics they may establish care with. It is the patient’s responsibility to establish
care with another provider during that 30-day grace period.

Authorized signature: Date:

The Center For Natural Medicine, Inc (CNM)
1330 SE Cesar E. Chavez Blvd (39™"), Portland, OR 97214
(503) 232-1100 | fax (503) 232-7751 | www.cnmwellness.com



http://www.cnmwellness.com/

COMMUNICATIONS CONSENT AND AUTHORIZATION

Voice Messages
O /DO NOTAUTHORIZE ANY MESSAGES RELATED TO MY HEALTH CARE TO BE LEFT BY VOICEMAIL
O lauthorize detailed messages to be left at the following phone number(s):
Message Phone 1: belongs to O self O spouse/partner O family O other
Name and relationship if the not patient:
Authorized information may include:
O Date and time of upcoming appointments
O Laboratory results (blood tests, Pap, urine or other cultures)
O X-ray, CT scan, MR, or other radiological results
O Reminder to schedule recurring screening services or testing
O Referral information
O Any other information pertinent to my care
O Other:
Message Phone 2: belongs to O self O spouse/partner O family O other

Name and relationship if the not patient:

Authorized information may include:
Date and fime of upcoming appointments

Laboratory results (blood tests, Pap, urine or other cultures)
X-ray, CT scan, MR, or other radiological results

Reminder to schedule recurring screening services or testing
Referral information

Any other information pertinent to my care

Other:

0O0000Oo0

Athena Patient Portal: (Minors 15+ must give their consent for others fo have access to their portal)

O 1 DO NOT WANT ACCESS TO MY HEALTH RECORDS OR THE ABILITY TO MESSAGE CLINIC
PROVIDERS/STAFF THROUGH THE PATIENT PORTAL.

O I'would like access to my health records and the ability to message clinic providers/staff through the
Patient Portal at the email address(es) provided below.

Portal Access Email 1:
Email belongs to O self O spouse/partner O family O other

Name and relationship if the not patient:

Portal Access Email 2:
Email belongs to O self O spouse/partner O family O other

Name and relationship if the not patient:

Authorized signature: Date:

The Center For Natural Medicine, Inc (CNM)
1330 SE Cesar E. Chavez Blvd (39™"), Portland, OR 97214
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TELEMEDICINE INFORMED CONSENT FORM
By signing below, | understand and agree to the following:

1. Patients must be located within the state of Oregon for all services.

2. Patients will be conversing with their provider(s) via a video conferencing system. The current platform
used at CNM is Yosi Health and/or Google Meet, which the patient consents to use for all telemedicine
visits. These platforms are HIPAA-compliant.

3. Appointment Reminders will be sent via email and/or text message, which will allow them to join their
appointment by clicking the link provided.

4. Telemedicine/Video/Virtual visits are considered appointments and are subject to the Attendance

Policy.

No recordings may be made of these consults.

No other person may be in the room out of view. No hidden/off camera people are allowed.

7. The provider will need to confirm identity through visual contact and the patient should maintain good
lighting throughout the duration of their telemedicine visit.

8. Some insurance plans may not cover telemedicine services. Claim requests will be submitted to
insurance, but the patient is responsible for any balance that is not paid.

o o

Authorized signature: Date:

The Center For Natural Medicine, Inc (CNM)
1330 SE Cesar E. Chavez Blvd (39™"), Portland, OR 97214
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ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

We are obligated by state and federal law to protect and maintain the privacy of your health information. We
are also obligated to provide you with notice of our privacy practices and your rights as a patient concerning
your personal health information (PHI). Please read the copy provided to you with your intake forms and sign
the acknowledgment below.

If you have any questions, would like your own copy of the notice, or would like further explanation of our
privacy policy, please ask at the reception desk. Our privacy policy may also be found at
www.cnmwellness.com on the patient resources page.

If you would like to request additional restriction, would like to file an objection to the privacy policy, or would like
fo request an alternative communication of your PHI, please specify here:

As required by the Privacy Regulation, | am aware that the Center for Natural Medicine, Inc has included a
provision that it reserves the right to change the terms of its notice, effective for all PHI that it maintains. |
understand that this office is not required by law to honor any changes | may request, but does so as a
courtesy whenever possible.

By way of my signature, | provide CNM, Inc with my authorization and consent to use and disclose my protected
healthcare information for the purpose of treatment, payment, and healthcare operations as described in the
Notice of Privacy Practices and as is allowed or required by state and federal law.

Authorized signature: Date:

The Center For Natural Medicine, Inc (CNM)
1330 SE Cesar E. Chavez Blvd (39™"), Portland, OR 97214
(503) 232-1100 | fax (503) 232-7751 | www.cnmwellness.com
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PAYMENT AND BILLING POLICIES

Please indicate your acknowledgement and understanding by marking each point and signing below.

O Insurance eligibility and benefit verification is typically performed by CNM staff prior to an appointment;
This is in no way a guarantee of coverage or payment. If you have medical insurance, it is a contract
between you and your insurer, and it is ultimately your responsibility to understand policy coverage. If
your claim is denied, you will be billed for your balance.

O If your policy requires a co-pay or co-percentage it is due at the time of your visit. If your benefits are
subject to a deductible, we will bill for your visit, but payment is expected at the time of service.

O You may receive a bill for non-covered services performed during in-person and virtual appointments.

Some examples of these services may include pelvic floor therapy, complex portal messaging,
telephone encounters (including after hours calls fo the on-call provider), and therapeutic injections. You
have the right fo consent fo any additional procedure and fo decline such service at the time of the
encounter. Please be aware that not all insurance covers phone encounters or complex portal
messaging and it is the patient’s responsibility fo understand the scope of their insurance benefits. You
may opt for in-person care for your care needs.

O Any patient that has an outstanding balance of $200+ that is over 60 days old or $350+ at any time will
not be scheduled until the balance is paid. If an appointment has been scheduled by mistake or through
the patient portal, it may be cancelled with or without prior notice.

O Our Billing Manager can assist with creating individualized payment plans or they can be
initiated through your Portal account. Please note, if agreed upon payments are missed,
appointments may be cancelled with or without prior notice.

O If you have filed a personal injury protection (PIP) claim relating to an auto injury from a motor vehicle
accident (MVA), medical bills are directed to your personal auto insurance policy regardless of fault.

O Patients are not required to pay at the time of service for care related to these injuries but will be
responsible for charges not covered by the insurance company, regardless of pending litigation or
settlements.

O Not all providers are able to manage or treat patients for MVA/PIP or workers’ comp claims. Check with
us prior to scheduling for these services.

O Medicare does not recognize or cover services or prescriptions from Naturopathic Doctors; Medicare
will not pay for any services at this clinic; This includes Medicare Supplemental insurance policies.
O Some Medicare Advantage policies may cover our services.
O This clinic is not participating with and will not submit claims to Health Net, Humana, or United

Healthcare policies.
Patients will be considered self-pay and will be eligible to receive our 45% Time-of-Service payment discount.

O Payment for all nutritional supplements, orthopedic supplies, and non-covered services is due at fime of
service.

The Center for Natural Medicine may be able to provide financial assistance to individuals and families who
meet certain requirements. You may be able to get free or reduced healthcare services based on your family
size and income. If you wish to apply for financial assistance, please contact our Billing Manager.

Authorized signature: Date:

The Center For Natural Medicine, Inc (CNM)
1330 SE Cesar E. Chavez Blvd (39™"), Portland, OR 97214
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PATIENT ELIGIBILITY WAIVER & FINANCIAL RESPONSIBILITY FORM

The purpose of this form is to help our patients understand their medical insurance, benefits, coverage,
eligibility, and our office policy and medical services. It must be understood that:

O

O

We render our service on the basis that insurance companies may or may not pay all or a portion of our
charges for your visit(s). Each policy has its own particular stipulations regarding covered services and
amount of coverage. We will make every effort to obtain benefits on your behalf, but it is your
responsibility to know and understand your insurance eligibility and benefit plans.

Approved authorizations from insurance companies do not guarantee payment for services.

The patient/guardian is responsible for obtaining prior authorization (when applicable) prior to their visit.
Allinsurance companies state that verification of coverage is not a guarantee of coverage and/or
payment. Actual benefits are determined by your insurance company after a claim is received.
Co-payments will be collected at the time of service. Patients are responsible for prompt payment of
outstanding deductibles and coinsurance.

Patients/guardians are responsible for payment for all non-covered services/procedures with their
health plan..

Changes to insurance must be reported to our staff promptly to avoid financial responsibility.

Any appointment that has been missed/not canceled within 24 hours of their scheduled appointment
time will incur a $60.00 fee for office visits or a $20 fee for lab visits.
Returned checks will incur a $35.00 service fee.

It is hereby acknowledged that the Patient is eligible for health insurance benefits and coverage and that in the
event that the patient is not eligible, they understand and agree to be fully financially responsible for payment
of all costs incurred during the delivery of health services by a Center for Natural Medicine Provider.

Authorized signature: Date:

O

Self-Pay Patients
| do not have health/medical insurance or my insurance policy is not accepted or able o be billed by the
Center for Natural Medicine. | acknowledge that | am considered a self-pay patient and | agree to be
fully financially responsible for payment of all costs incurred. | understand that | am eligible to receive a
45% Time-of-Service payment discount for services provided to me. In order to receive this discount, |
must make payment at the time services are rendered.

Authorized signature: Date:

The Center For Natural Medicine, Inc (CNM)
1330 SE Cesar E. Chavez Blvd (39™"), Portland, OR 97214
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ASSIGNMENT OF MEDICAL INSURANCE BENEFITS

10
YOU MUST COMPLETE THE FOLLOWING INFORMATION FOR INSURANCE BILLING

Primary insurance company name & address:

Name and address of policy holder:

Policy holder SSN#: Policy holder date of birth:
Relationship to patient: Policy or ID#:
Group#: Customer service phone #:

SECONDARY INSURANCE IF APPLICABLE

Secondary insurance company hame & address:

Name and address of policy holder:

Policy holder SSN#: Policy holder date of birth:
Relationship to patient: Policy or ID#:
Group#: Customer service phone #:

| hereby authorize the assignment of financial benefits to The Center for Natural Medicine, Inc for services
rendered by them to which | am entitled. This assignment will remain in effect until revoked by me in writing. A
photocopy of this assignment is o be considered as valid as the original.

Authorized signature: Date:

The Center For Natural Medicine, Inc (CNM)
1330 SE Cesar E. Chavez Blvd (39™"), Portland, OR 97214
(503) 232-1100 | fax (503) 232-7751 | www.cnmwellness.com
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CONSENT FOR USE OF E-SCRIBING SYSTEM
11

In order to provide high-quality care in an efficient and cost-effective manner, some providers at the Center for Natural
Medicine use electronic tools to record, transcribe, and summarize conversations between clients and their providers. The
purpose of this form is fo provide you with information about these electronic tools, which are referred to as the “E-Scribing
System”, and o obtain informed consent for CNM's use of the E-Scribing System during medical visits.

Description of E-Scribing System

Since they first started using computers and electronic medical records in their practices, medical providers have
struggled to do two things at once. They want to give clients their full attention, but they also have to document many of
the things their clients say. The E-Scribing System helps our providers to accomplish these goals more effectively and
efficiently. First, the system records the clients’ conversations with their providers. Next, it uses arfificial intelligence (“Al”) to
identify and separate out the key parts of those conversations. Finally, it automatically creates notes and summaries of
the conversations that are entered into the clients’ electronic medical records.

CNM medical providers review all of the notes and summaries generated by the E-Scribing System o ensure that they are
accurate and complete; Only after completing this final check will the providers approve the notes and summaries for
inclusion in permanent medical records.

Alternatives o the E-Scribing System

If you do not want your provider to use the E-Scribing System when rendering care and treatment, please just let us know.
This decision will not negatively affect your right to receive care or the cost of the care rendered. As an alternative to using
the E-Scribing System, the provider will manually take notes during the visit, just like in the past.

Risks of the E-Scribing System

There are some risks associated with use of the E-Scribing System. They include, but are not limited to, the possibilities
that: (1) the E-Scribing System will not accurately or completely capture the key points of the conversation between the
patient and the provider; and (2) your medical information, some of which is stored in the E-Scribing System’s data centers
for 30 days, will be inappropriately accessed, used, or disclosed. Please know that the Center for Natural Medicine has
researched the E-Scribing System and believes it o be secure, reliable, and HIPAA-compliant. However, CNM cannot
guarantee that the E-Scribing System will be error-free or completely safe from cyber attacks and related crimes.

Questions and Concerns

If you have any questions or concerns about CNM's use of the E-Scribing System, please do not hesitate to ask a member
of your care team. CNM is committed fo its clients’ improved health, and wants fo make sure that clients feel comfortable,
respected, and well cared for every time they visit the clinic.

By signing below, | consent to the use of the E-Scribing System during visits to the Center for Natural Medicine. In providing
this consent, | agree that | have read and understood this consent form, and have received acceptable answers to all
questions | asked about the E-Scribing System. | understand that | may revoke this consent at any time by signing the
revocation form below or informing CNM of my desire to have it discontinue use of the E-Scribing System during my visits.

Authorized signature: Date:

Revocation of Consent

| revoke the consent for use of the E-Scribing System that | signed above. That consent form pertains to the
care and freatment of the patient named,

| understand that my signing of this revocation will not negatively affect my right to receive care and tfreatment
from the Center for Natural Medicine.

Authorized signature: Date:

The Center For Natural Medicine, Inc (CNM)
1330 SE Cesar E. Chavez Blvd (39™"), Portland, OR 97214
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