
NATURAL MEDICINE OF NH, LLC
Lisa Klasman ND

155 Main Dunstable Rd, Suite 135
Nashua, NH 03060

(603) 809-2620
DrLisaKlasman@hotmail.com

Consent to Treat

Name: _________________________________________________ Date:__________________

Social Security Number: _________________________________ Date of Birth: _____________

I understand that this is a Naturopathic Medical Clinic and give consent to this form of treatment.

I understand that a naturopathic doctor is a physician who specializes in natural medicine.  I am

aware that with the guidance of the doctor, I may choose to be an active partner in helping

determine my treatment plan, and I will ask the doctor to explain when there may be a treatment

that I am unfamiliar with or do not understand. I am aware that any type of medicine, conventional

or otherwise, may have potential for side effects.  I will inform the doctor of any known allergies

and provide previous medical history as necessary.

Signed __________________________________________________ Date ________________

Relationship to patient, if signed by someone other than the patient  ______________________________


