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4921 NE 28th Ave., Portland, OR 97211

503.335.9479v • 503.575.9229f

dro@celilohealth.com


PAYMENT AGREEMENT

Dear New Patient,

Welcome to Celilo Natural Health Center. We look forward to providing for your health care needs. We encourage your questions and participation in all aspects of your care. Please read and initial the following statements:

________ Payment for all services and medicinary items is due at the time of the visit. We accept cash, checks, Visa, MasterCard and Discover. Returned checks will be subject to a $35.00 fee.

________ Your doctor at Celilo Natural Health Center may not be a provider with your health-insurance plan. If your plan has coverage for out-of-network naturopathic care we will happily work with you to take best advantage of your benefits.

________ You will be charged a Missed Appointment Fee of $50.00 for any missed appointments or late cancellations (less than 24 hours notice).

________ Your doctor may prescribe medication that may be purchased at Celilo Natural Health Center or elsewhere. Most insurance companies do not cover the pharmacy items that we prescribe and dispense.

I have read and understand the above-stated policies of Celilo Natural Health Center and will comply with them in all respects. If my insurance company requires release of my medical records, I hereby give my permission by signing this form.

______________________________________________________________________________

Patient Name (Please Print. Include parent/guardian name if patient is a minor.)

______________________________________________________ _____________________

Patient Signature (Parent/guardian signature if minor) 
Date

