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INFORMED CONSENT 
I hereby request and consent to examination and subcutaneous and or intramuscular injection of vitamins and peptides as well as 

treatment with naturopathic care, including various modes of physical therapy, elective vitamin and peptide injection and bioidentical 
hormone replacement therapy for me (or for the patient named below, for whom I have legal authority to act) by Philip W. Faler ND. 

Naturopathic evaluation includes commonly used physical examination methods and movements to test with positions and 
progression of forces on the bones, joints, muscles and other tissues and organs to help to determine the diagnosis and course of 

treatment.  I understand that I am in full control of my body during the examination and it is my responsibility to inform the healthcare 
provider of any procedure that I feel may cause injury or that I want to be stopped. 

I, as a patient, have a right to be informed about my condition and recommended care.  This disclosure is to help me become 
better informed so I may make the decision to give or withhold my consent to any proposed treatment. 
  
 I understand that naturopathic evaluation and treatment may include, but is not limited to, various modes of physical therapy 
(ultrasound, trigger point therapy,  reflexology, hydrotherapy, heat, cold, traction, stretching, exercise, spinal manipulation, Bowen, 
Reiki, essential oils, bioidentical hormones replacement, subcutaneous and or intramuscular injection of vitamins minerals and 
peptides etc.), collecting specimens for laboratory evaluation, including blood draws and/or ordering diagnostic imaging  and tests, 
prescription of certain medications and nutritional supplements, counseling and dietary therapy, homeopathic medicines referred to 
as “remedies.”  I understand the U.S. Food and Drug Administration has not evaluated or approved nutritional, herbal and 
homeopathic supplements; however, they have been widely used in Europe and the United States for many years.  I also understand 
that, as with drugs, nutritional supplements, vitamin injection, bioidentical hormone replacement, herbal and homeopathic remedies 
may cause some side effects in certain individuals, may interact with certain allopathic medications or lab tests, or show symptoms 
due to certain pre-existing conditions.  I do not expect the doctor to be able to anticipate and explain all risks and complications, and I 
wish to rely on the doctor to exercise judgment in recommending treatments that the doctor feels at the time, based on the facts then 
known, are in my best interest. 
 
I have had the opportunity to ask questions and discuss with Philip W. Faler ND to my satisfaction: 

1. My suspected diagnosis or condition 
2. Treatment options and reasonably available alternatives 
3. The nature, purpose and potential benefit of the proposed care 
4. The inherent and possible risks, complications, and/or side effects of the treatment  
5. The probability or likelihood of success 
6. Recommended follow-up care 
7. The possible consequences if treatment or advice is not followed and/or nothing is done. 

 I understand and I am informed that in the practice of naturopathy, there are some risks of examination and treatment.  I 
further acknowledge that no guarantees or assurances have been made to me concerning the results intended from the treatment.  By 
signing below, I acknowledge I have read or have had read to me and understand the above consent.  I consent to care.  I intend this 
consent form to cover the entire course of treatment for my present condition and for any condition(s) for which I seek treatment in 
the future. 
 
Signature of Patient ___________________ Date___/____/____   PRINT Patient’s Name ____________________ 

Signature of Patient’s Guardian ___________________________  PRINT Guardian’s Name ____________________ 

Witness: __________________________________ Date ____/____/____    Health Care Provider: Philip W. Faler, ND 


