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NATUROPATHIC MEDICINE INFORMED CONSENT TO TREAT 
 

I, ___________________________, hereby request and give my consent to treatment by Naturopathic 
Medical Care for me (or for the patient named below, for whom I am legally responsible) by Dr. Cori Burke, 
N.D., and/or other licensed Naturopathic Physicians who now or in the future treat me while employed by, 
working or associated with, or serving as back-up for Dr. Cori Burke, N.D. 
 
Naturopathic Medical Care may include, but is not limited to: dietary and nutritional supplements, botanical 
medicine, homeopathy, hydrotherapy, physical medicine, and lifestyle counseling. Pharmaceutical medicines 
may also be prescribed as necessary. I understand that in order to determine an appropriate course of 
treatment the Doctor will take a thorough case history, do pertinent physical examinations, and may take 
blood and urine samples.  
 
I have been informed that Naturopathic Medicine is a generally safe method of treatment, but that it may have 
some unwanted side effects, These include but are not limited to: Aggravation of pre-existing symptoms; 
Allergic reactions to supplements or herbs; Pain, bruising or injury from venipuncture or injection; Risks and 
Side Effects associated with pharmaceutical medicines. I will immediately notify a member of the clinical staff 
of any unanticipated or unpleasant effects associated with my treatments. I understand that even the gentlest 
therapies may have complications in certain physiological conditions such as pregnancy and lactation, in very 
young children, or those with multiple medications. Some therapies should be used with caution in certain 
diseases such as diabetes, heart, liver or kidney disease. I will inform my Naturopathic Doctor immediately of 
any disease that I am are suffering from, and if I am taking any medication or over the counter drugs. If I am 
pregnant, suspect I am pregnant or are breast-feeding, I will advise the Naturopathic Doctor immediately. 
 
I understand that the Naturopathic Doctor will answer any questions that I have to the best of her ability. I 
understand that the results are not guaranteed. I do not expect the Naturopathic Doctor to be able to 
anticipate and explain all risks and complications. I will rely on the Naturopathic Doctor to exercise judgment 
during the course of treatment which they feel at that time is in my best interests, based on the facts then 
known. With this knowledge, I voluntarily consent to diagnostic and therapeutic procedures mentioned above. 
I intend this consent form to cover the entire course of treatment. I understand that I am free to withdraw my 
consent and to discontinue participation in these procedures at any time. 
 
I affirm that I do not currently have any the following conditions: pregnancy, bleeding disorders, pacemaker, 
local infections; or am currently taking anticoagulants. If I have any of the above conditions, I have listed 
them here: ________________________________________________________________________________ 
 
By voluntarily signing below I, _____________________________, hereby certify that I have read this entire 
form, have been told about the risks and benefits of Naturopathic Medicine and other procedures, and have 
had an opportunity to ask questions and that I consent to treatment with the modalities described above. I 
intend this consent form to cover the entire course of treatment for my present condition and for any future 
condition(s) for which I seek treatment 
 
 
_____________________________    ____________________________  _____________ 
Print Name of Patient      Signature of Patient (or Guardian) Date 
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