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               Consent for a Minor to Naturopathic Treatment 
 
Naturopathic medicine is using natural therapies that stimulate the body’s inherent power to heal, in order 
to prevent and treat health disorders.  
 
The minor’s visit will include a case history, a screening or complaint oriented physical exam, and 
possible blood, urine or saliva testing where indicated.  
Some of the treatments used by naturopathic doctors include Traditional Chinese Medicine (TCM) and 
acupuncture, nutrition, botanical (herbal) medicine, homeopathy and physical medicine.  
 
There are certain cautions to be taken in physiological conditions such as very young children, as well as 
in children with diabetes, heart, liver or kidney impairment and/or with children taking multiple 
medications. It is therefore important that you inform your naturopathic doctor if any of these conditions 
apply to the minor of who you are a parent or guardian, or if there are any medications (prescription or 
over the counter) they are currently taking or have taken. 

Some of the health risks associated with naturopathic medicine involve aggravation of pre-existing 
symptoms, allergic reactions to supplements or herbs, and pain or bruising from acupuncture.  

As a legal guardian or parent, you will receive information about the minor’s diagnosis and/or treatment, 
alternative courses of action, the material costs, expected benefits, risks, side effects, and in each case 
the consequences of not having the diagnosis and/or treatment, and alternative courses of action acted 
upon. You must be aware that naturopathic doctor does not anticipate or guarantee any outcomes. 
 
Naturopathic and conventional medical treatment are not mutually exclusive, and therefore, you are free 
to seek or continue the minor’s medical care from a qualified physician.  

NOTICE: Refusal to consent to the Naturopathic medical treatment should not affect your right to 
future care or treatment, nor that of the minor in question.  

I, (full Name of parent/guardian) _________________________________ declare that I am the 
(Father/Mother/Gardian) _________________________________ of (Full name of minor) 
__________________________________, a minor age ___________, born ____________  

I voluntarily request Dr. Cristina Harabor ND, as his/her naturopathic doctor, to treat the condition 
of the minor stated above. 

I understand the Naturopathic treatments planned for him/her and I voluntarily consent and 
authorize these treatments.  

I understand that no warranty or guarantee has been made to me as to result of care.  

I have been given an opportunity to ask questions about the condition of the minor, conventional 
treatment, integrative and complementary treatment, alternative forms of treatment, risks of 
treatment, risks of non-treatment, procedures to be used, and the risks and hazards involved, and 
I believe that I have sufficient information to give this informed consent.  
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Consent for the Collection, Use, and Disclosure of Personal Information 

I understand that: 
-  A confidential record will be kept of the naturopathic services provided to me. This record will be 

kept confidential and will not be released to others unless the law requires it or I give my written 
consent. This medical record will be written and stored electronically on external, encrypted 
servers, and it complies with the legal requirements in the province of Saskatchewan. I realize 
that in rare instances courts may subpoena my medical records, which means that my records 
will have to be released.  

- I may access my medical record at any time, and can request a copy, by doing so in advance and 
by paying the appropriate fee. 

- My naturopathic doctor may discuss my case with other healthcare providers with your written 
consent.  

- The naturopathic doctor will have to report me to the appropriate governmental agency and/or 
police in the following instances: when I am in imminent danger of harming myself or others, 
when there is reasonable suspicion that I am neglecting and/or emotionally, physically, or 
sexually abusing a minor.  

- Naturopathic medicine is not covered by Saskatchewan Health. 

I, the parent/guardian, certify this form has been fully explained to me, that I have read it or have 
had it read to me, that the blank spaces have been filled in, and that I understand its contents. 

Printed name of minor: _________________________________  

Signature of parent/guardian to minor: ________________________________ 

Date signed: ___________________________ 

Cancellation Policy  

Your time is as valuable, as is ours. We appreciate that things can change at the last minute, however we 
require sufficient notice in order to be able to offer your appointment to others in need should you be 
unable to attend. In the event that you are unable to keep your scheduled appointment, please contact 
the office at 306-757-4325 during regular office hours at least 24 business hours before your scheduled 
appointment time.  

Consultation appointment cancellation policy: If notice of cancellation is provided less than 24 Business 
hours of your scheduled appointment time (including weekend cancellations for Monday appointments), 
you will be billed & responsible for 50% of the appointment fees. If no notice is provided and an 
appointment is missed, you will be billed & responsible for a “no-show” fee of 100% of the appointment 
fees.  

I am aware of the Cancellation Policy.  

Patient Name (please print name):________________________________ 
 
Signature of Patient or Guardian__________________________________ 
 
Date______________________________ 
 
 


