Health for Life Naturopathic Medicine
Dr. Krystal Tellier, ND

INFORMED CONSENT FOR PEDIATRIC TREATMENT:

Patient Name: ________________________________________  Date:____________

It is necessary for us as health professionals to obtain your consent for your child’s evaluation and/or treatment today. Please read this form carefully and ask about anything that you do not understand.

I hereby authorize Dr. Krystal Tellier and her medical staff to perform upon my child the following procedures: (please initial next to each procedure you agree upon)
1. Vitals such as blood pressure, pulse, respirations, and temperature  _________(initials)
2. Physical exams for diagnostic purposes ___________ (initials)
3. Blood draws for laboratory testing ____________ (initials)
4. Urine collection or stool collection for specialized testing _____________ (initials)
5. Injections of either medicines or nutrients into the muscle or vein ___________ (initials)
6. Counseling with ________ (initials) or without a parent present ________ (initials)
7. Acupuncture __________(initials) or acupressure ____________ (initials)
8. Spinal manipulation __________ (initials) or massage ___________ (initials)

I have had explained to me by Dr. Krystal Tellier or her staff, and have had sufficient opportunity to discuss the patient’s condition/problem(s), the planned procedures and treatment, and the benefits to be reasonably expected from this treatment plan, compared with alternative approaches and/or no treatment.

Although their occurrence is extremely remote, some risks are known to be associated with some of these procedures. The usual and most frequent risks or complications occurring from the planned treatment and procedures also have been explained to me. These risks include but are not limited to, the possibility of pain or discomfort during or after the treatment, swelling, infection, bleeding, bruising, allergic reactions, and emotional distress in the child.

I understand that treatment for children includes efforts to guide their behavior by helping them to understand the treatment in terms appropriate for their age. Behavior will be guided using praise, explanation and demonstration of procedures and instruments, using variable voice tone and loudness.

I understand that should the patient become uncooperative during procedures such that it may affect the safety of the child, a few things may be done: immediate cessation of treatment, parent asked to counsel child, and/or assistance from medical staff to stabilize the patient to either complete treatment or begin process of discontinuing treatment prior to completion.

I understand that I may revoke this consent to treatment at any time and that no further action based on this consent will be initiated except to the extent that treatment and procedures have already been performed or initiated.

I confirm that I have read (or it was read to me) and understand the information on the form.  The proposed treatment has been explained to me, as have any alternative methods of treatment, and the advantages and disadvantages of each. I am advised that although good results are expected, the possibility and nature of complications cannot always be accurately anticipated. Therefore, there can be no guarantee as to the result of the treatment.
_________________________________ __________ __________________________
Parent/Guardian 				Date 		Witness
_______________________________________________ ________________
Krystal Tellier, ND			 				Date
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