Holistic Healing









Dr. Lucy Rojo
3816 Woodruff Ave., Ste. 102, Long Beach, CA  90808




562-496-2340
CONSENT for SERVICES
Patient’s name: ________________________________________________

        (please print)

(Last)


(First)


(Middle)

I. This is to acknowledge that I have been informed and understand that:

i) Any treatment or advise provided to me as a patient of Holistic Healing (HH) is not mutually exclusive from any services or advice that I may be receiving now or in the future, from another health care provider.

ii) I am at liberty to seek or continue medical care from a physician, surgeon, or other health care provider.

iii) No physician, student, employee nor anyone else under the direction or control of the clinic is recommending that I refrain from seeking or following the advice of another licensed health care provider.

iv) The services or therapies provided or recommended by this clinic may be different from those usually offered by another licensed health care provider. I will use the education at my disposal to make an informed decision.

II. I agree to pay any fees for services, intravenous therapies, costs of supplements, remedies, laboratory tests, or other fees at the time rendered, unless specific arrangements have been agreed upon between both parties. Initial visits are $195.00 and follow-up visits are between $65.00 – 210.00, depending on the complexity and time of the visit. Intravenous Therapy costs are between $80.00-240.00, depending on the volume and nutrients required. Colon hydrotherapy is $80.00 per session. HH does not process insurance paperwork; however, upon request, I will be given an invoice with the cost of services and appropriate codes for me to forward to my insurance carrier for reimbursement.
III. HH complies with HIPAA (Health Insurance Portability & Accountability Act of 1996) laws and I can be confident of the utmost privacy of my information, except as excluded by law. The following are considered exclusions:  Insurance reimbursement procedures, health plans or other providers involved with my healthcare, phoning in diagnostic or pharmacy orders, and reminder calls for scheduled appointments.  Other requirements for notification or communication from this office include: None or _________________________________________________________________________________
IV. If I do not cancel my appointment at the number above within 24 hours of the appointment, I will be responsible for the cost of that visit.  There is a $25.00 fee for no show without 24 hour notification.  In addition, there may is a $25-50.00 fee for IV preparation.  $25.00 will be charged for returned checks.

V. I hereby authorize and consent to receive treatment at Holistic Healing.

________________________________________________
Date: __________
                                  (Patient Signature)



           
            (mo/day/year)

Witnessed by:  ____________________________________________________ Date: __________
