
Informed Patient Consent For Diagnosis and Treatment 

Andrea Minesaki, NMD - Licensed Naturopathic Medical Doctor 

I understand that Dr. Andrea Minesaki, N.M.D. is a Naturopathic Medical Doctor. She is licensed through the 
Arizona Naturopathic Board of Medical Examiners. Dr. Minesaki practices natural and traditional medicine. I am 
relying upon Dr. Minesaki's skills and treatment as a N.M.D. and understand that she will treat me according to the 
generally accepted standard of care for physicians. 

I have been told that Naturopathic remedies are natural substances which do not contain drugs of any kind 
(other than procaine, which is based on a B-vitamin formula). Naturopathic remedies may also include vitamin and 
mineral therapies. As a licensed Naturopathic Medical Doctor, Dr. Minesaki is qualified to treat me by use of these 
remedies. 

I understand that as a N.M.D., Dr. Minesaki may elect to utilize chelation therapy, accupuncture, vitamin and 
mineral therapies, peroxide therapies, manipulative therapies, herbal therapies, dietary and natural therapies, 
biological therapies, light therapies, magnetic and electromagnetic therapies, and minor surgery. When these 
therapies are rendered by Dr. Minesaki they are provided specifically under naturopathic licensure. 

I understand that Dr. Minesaki may elect to use standard naturopathic procedures (such as electrocardio-grams 
and blood tests) thes_e procedures are being performed under Dr. Minesaki's naturopathic licensure. 

I understand that naturopathic physicians are not included in the Medicare Program. I understand that Medicare 
does not pay for services provided by naturopathic physicians. I understand that currently the majority of insurance 
companies do not pay for services provided by a licensed naturopathic physician. As a method of keeping our costs 
reasonable, our office does not bill insurance companies. Reimbursement for services is the patient's responsibility; 
most insurance companies do not cover alternative medical procedures. This includes but is not limited to: 
acupuncture, vitamin injections & intravenous nutrition and metabolic therapy. The natural medicines or other 
medications that are prescribed may be purchased at a pharmacy of your choice. Because Medicare and most 
insurance companies do not pay for services provided by Dr. Minesaki, I agree to pay her for services directly. 

I understand that I may be asked to sign specific consents for an individual therapy (such as chelation or 
peroxide therapy). Such additional consents will describe in detail the nature, risks, alternatives, possible benefits, 
and possible complications of the treatment being offered. Such additional consents not withstand-ing, I also give 
my general consent for Dr. Minesaki and her staff to administer to my needs according to the best standards of 
naturopathic practice. 

I understand that no patient will be involved in any research or experimental procedure without his/her full 
knowledge and consent. I understand that each patient has the right to consent, or not to consent, to any proposed 
procedure or therapeutic course. Your signature below fully authorizes our staff and doctors to perform any 
examinations, diagnostic tests & or treatment as we may consider necessary & to release all information pertinent 
to your health. In addition, you give your full consent & agreement to all terms & conditions regarding payment of 
accounts explained here. 

Last Name: First: 

City: 

Date of Birth: 

Who Referred You To T he Clinic? 

Address: 

Phone: 

Patient Signature or Authorized 

Representative: 

..... . ...
• • •

Ml: 

State: Zip: 

Date: 
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NEW PATIENT INFORMATION 

Patient's Name: (print) EMAIL: 

Address: City: State: Zip: 
Home Phone: Cell#: Work#: 
Fax: Social Security: Date of Birth: 

D Male D Female Occupation Hours work per week 

If visiting from another state or city please list local address and phone #'s: 

Local Address: City: State: Zip: 
Phone: 

Marital Status: D Single 
Name of Spouse: 

Other Number: 

D Married D Widowed D Divorced 
Work#: 

Name of nearest relative not living with you: 
Person to contact in case of emergency: 
Primary Care Physician: 
Financially responsible party: 

Address: 
Home#: 

City: 
Work#: 

□ Separated
Cell#: 
Phone#: 
Phone#: 
Phone#: 
Relationship: 
State: Zip: 
Cell#: 

Please list any drug allergies: D Not Allergic to Any Medications 

Medication Type of Reaction 

Please mark the MAIN and secondary reason(s) for your visit: 

New Patient Visit 

Weight Loss/ Management 
Natural Hormone Replacement 
Cardiovascular: Plaque Removal Treatment 
Nutritional IV Therapies 
Fibromyal�ia/Chronic Fatigue 
Wellness Pro�rams: Immune System Builders 
Other: Please list and explain below: 

·• .� . 

Primary Reason for Visit Secondary (would like to discuss) 
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Patient: 

Personal Medical History 

PLEASE CHECK ANY CURRENT or PAST CONDITIONS 

Diagnosis: Please check all that apply 
and List Your Condition 

Neuro: Head/Brain conditions 

ENT: Ear/Nose/Throat - Eve conditions 

Cardiac: Heart conditions 

Pulmonar v: Luna conditions 

Musco/Skeletal: Joint/Bone conditions 

Gastro. I.: Stomach conditions 

Endocrine: conditions 
Diabetes 
Liver Disease 
Kidnev Disease 
Other 

Genital /Urinarv: conditions 

Blood Disorders: conditions 

Cancer: List Tvoe & Staae 
TYPE STAGE 

Emotional: Deoression 

Other Conditions: Please List 

.-. --· 
• - -

Yourself Year Mother Father 

D.O.B.:

(Wellspring Clinic Use Only) 
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Patient: D.O.B.:

Personal Medical History
Please list any medications you are taking at this time

    Medications            Dosage Time(s) of Day           Medication            Dosage            Time(s) of Day

HABITS
  Do You?      Yes    No  Qty per day
  Drink Coffee   
  Smoke Cigarettes 
  Use Recreational Drugs 
     List Type(s): 

OPERATIONS – FRACTURES – OR SERIOUS INJURIES
  TYPE Year  Description/Outcome/Relative Information
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  Do You?      Yes    No  Qty per day
  Have stairs to climb 
  Take care of others 
  Have trouble sleeping  









Patient Name: _____________________________ _ Date: _________ _ 

Arbitration Agreement 

Article l : Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical 
services rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will 
be determined by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort to court process except 
as state and federal law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are 
giving up their constitutional right to have any such dispute decided in a court of law before a jury, and instead are accepting the use 
of arbitration. 

Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to medical malpractice, 
including disputes as to whether or not a dispute is subject to arbitration, will also be determined by submission to binding arbitration, 
It is the intention of the parties that this agreement bind all parties as to all claims, including claims arising out of or relating to 
treatment or services provided by the health care provider including any heirs or past, present or future spouse(s} of the patient in 
relation to all claims, including loss of consortium. This agreement is intended to bind the patient and the health care provider and/ or 
other licensed health care providers or preceptorship interns who now or in the future threat the patient while employed by, working or 
associated with or serving as a back-up for the health care provider, including those working at the health care provider's clinic or 
office or any other clinic or office whether signatories to this form or not. 

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care provider and/or the 
health care provider's associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, 
without limitation, claims for loss of consortium wrongful death, emotional distress, injunctive relief, or punitive damages. 

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each 
party shall select an arbitrator {party arbitrator} within thirty days and a third arbitrator (neutral arbitrator} shall be selected by the 
arbitrators appointed by the parties within thirty days thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide 
the arbitration. Each party to the arbitration shall pay such party's pro rata share of the expenses and fees of the neutral arbitrator, 
together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, 
or other expenses incurred by a party for such party's own benefit. Either party shall have the absolute right to bifurcate the issues of 
liability and damage upon written request to the neutral arbitrator. 

The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper addition
al party in a court action, and upon such intervention and joinder any existing court action against such additional person or entity 
shall be stayed pending arbitration. 

The parties agree that provisions of state and federal law, where applicable, establishing the right to introduce evidence of any amount 
payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to recover non-economic losses, and the 
right to have a judgment for future damages conformed to periodic payments, shall apply to disputes within this Arbitration Agreement. 
The parties further agree that the Commercial Arbitration Rules of the American Arbitration Association shall govern any arbitration 
conducted pursuant to this Arbitration Agreement. 

Article 4: General Provision: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in 
one proceeding. A claim shall be waived and forever barred if { l} on the date notice thereof is received, the claim, if asserted in a 
civil action, would be barred by the applicable legal statue of limitations, or (2) the claimant fails to pursue the arbitration claim in 
accordance with the procedures prescribed herein with reasonable diligence. 

Article 5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days of 
signature and if not revoked will govern all professional services received by the patient and all other disputes between the parties. 

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed {for example, 
emergency treatment} patient should initial here _____ . Effective as of the date of first professional services rendered. 

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and 
shall not be affected by the invalidity of any other provision. I understand that I have the right to receive a copy of this Arbitration 
Agreement. By my signature below, I acknowledge that I have received a copy. 

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY 
NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE l OF THIS 
CONTRACT. 

X--------------------------------------------

PATIENT SIGNATURE (or patient representative) (indicate relationship if signing for patient) 

x __________________________________________ _ 
OFFICE SIGNATURE 

.
...

. . .... 
• • •
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