Erika Ristok, B.A., N.D.

Doctor of Naturopathic Medicine


Consent to Treatment 

I, the undersigned, do hereby acknowledge that I have been informed of and understand the recommended diagnostic and/or treatment procedure(s) and have discussed this to my satisfaction with Erika Ristok, N.D.

I understand that Erika Ristok, N.D., is a Naturopathic Doctor, and not a conventional medical doctor, and that she uses natural methods of assessment and treatment.  I understand that I have the option of seeking or continuing medical care from a physician or surgeon or other licensed health care provider at any time.

I hereby give my consent for the recommended diagnostic and/or treatment procedure(s).  I understand that I may change the status of my consent at any time.

__________________________________

______________________________

Patient (or Guardian)




Date signed

Office Policies

I acknowledge that all fees for services from Erika Ristok, N.D. are payable at the time of the appointment.  For telephone consultations of greater than five minutes, a fee of $15/10 minutes will apply.  

We know that last minute changes in your schedule are sometimes impossible for you to avoid.  However, we must charge the appointment fee applicable to the time reserved specifically for you, unless we are given at least 24 hours notice for appointment cancellations.

Please note that some of our patients are sensitive to chemicals, and therefore this is a SCENT-FREE office.  Please do not use perfumes, colognes, etc. on the day of your visit. 

I hereby agree to abide by the above stated office policies.

__________________________________

______________________________

Patient (or Guardian)




Date signed

