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Consent for Treatment & Financial Policy Statement 

Thank you for choosing Giving Tree Natural Health, LLC for your healthcare needs.  We are 
committed to enhancing the quality of your care and overall health.  This policy statement is designed 
to inform you of our policies and answer questions regarding payment for services.

Treatment: 
Treatment at this clinic requires an agreement between you, the patient, and Dr. Margaux French, ND.  
Any therapy will proceed only with mutual consent.  It is possible that certain adverse effects may 
result from treatments.  These could include, but are not limited too, local skin irritation, bruising, 
temporary pain or discomfort, adverse reactions to prescribed herbs or supplements such as allergic 
reaction, headache, nausea; and the possible temporary aggravation of symptoms existing prior to 
treatment. 
 
Because of the possibility of drug interaction with herbal formulas, we require our patients to 
inform the practitioner of any medications they may be taking, including any dietary supplements and 
herbs. 

Notice to Pregnant Women: All female patients must alert the doctor if they know or suspect that 
they are pregnant, as some of the therapies used could present a risk to the pregnancy. 

Emergency Care: 
Our clinic does not administer emergency medical care.  In the case of an emergency, please 
see your primary care doctor, the emergency room, or the nearest hospital.  
After emergency care has been administered, patients often respond well to naturopathic care to 
accelerate the healing process. 
 
Payment:  Giving Tree Natural Health, LLC is a fee for service clinic and payment is expected at the 
time of service. Patients are to assume all financial responsibility for the office visit and services 
rendered during the time of service. 

We accept cash, personal checks, Visa, or Mastercard as payment.  Returned checks are subject to $25 
return fee and no further personal checks will be accepted.

Phone Calls:
Phone support is to aid in answering any questions or concerns that may arise, or to clarify 
instructions.  We would prefer that people call with questions rather than leave them unanswered.  
There is no charge for any call to clarify instructions given at a previous visit.
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Phone support is not intended to take the place of an office visit. Phone consultations that cover new 
material, require new information, take an extensive amount of time, or require a change in treatment 
plan are considered substitutes for an office visit.  These will be billed at the same rate as the visit for 
which they substitute.  
 
Cancellation Policy: 
We all have circumstances come up occasionally that make it difficult to keep appointments.  With that 
in mind, we are happy to accept cancellations or postponements 24 hours in advance.  There is no 
charge if an appointment is cancelled with 24 hours notice.  A cancellation with less that 24 hours 
notice does not allow enough time for other interested patients to be scheduled and is an 
inconvenience.  

This office requires at least 24 hours notice of cancellation in advance of the scheduled 
appointment time. There is a $50 charge for new patient cancellations and a $25 charge for follow-up 
appointment cancellations that are made with less than 24 hours notice.

• I agree to pay for services rendered at the time of service. I acknowledge that I may request the 
fees for various procedures before they occur and include that information in my decision 
regarding my healthcare. 

• I am aware that my practitioner may charge for telephone consultations. 
• I understand that this office requires notice of cancellation at least 24 hours in advance of the 

scheduled appointment time. 
• I consent to treatment as agreed upon between the doctor and myself.  Any therapy will proceed 

only with our mutual consent.  I agree to discuss any problems in my care with the doctor. 
 
 
Patient’s Signature:________________________ Patient’s Guardian Signature:__________________________

Print Name:______________________________                     Print Name:______________________________ 

Date:___________________________                             Date: :___________________________ 
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