Dr. Kaiten Rivers, ND
Naturopathic Physician
1302 North | Street
Tacoma, WA 98403
(253) 572-0939

Office Policies

TREATMENT PLANS

Dr. Rivers' main goal is for you to be as healthy as you want to be and are willing to put the effort,
time and resources toward. Treatment plans are designed to be comprehensive in nature. They
often involve multiple types of treatment, testing, etc. Dr. Rivers realizes she is prescribing for
personalities, life styles and budgets as well as health goals and conditions. Some people like to
move fast, some slow. Some like to do several things at once and some one at a time; and
everyone has a budget to consider. Your input is requested in designing your treatment plan for
maximum success. We want you to be comfortable and confident with your commitment to
health.

SUPPLEMENT REFILLS

We have a relatively small dispensary. We recommend that you call ahead before coming by to
pick up your supplements to make sure we have them on hand for you. This also allows us to
have everything set aside for you when you get here.

POLICIES

» ltems are paid for at time of service: supplements, fees for services rendered, co-pays,
or percentage for those with insurance coverage.

» After hour pages: Dr. Rivers is available for urgent needs via pager 24 hours a day. If
you use this service between 6PM and 9AM Monday-Friday, anytime Saturday, Sunday,
or holidays there will be a $25.00 fee charged to your account. This fee generally cannot
be billed to insurance companies.

¢ Cancellations and No-Shows: If you cannot keep your scheduled appointment, please
notify us so we can reschedule your appointment. Appointments cancelled with less
than 24-hour notice and no-shows are subject to a $35.00 missed appointment fee. This
charge cannot be billed to insurance companies.

» Collection Services: Any account that has no been satisfied in 60 days will be turned
over to a collection agency.

« Returned Check Fees: There will be a $25.00 charge per check for checks returned for
insufficient funds. You are expected to make good on the charges or make payment
arrangements within five (5) days of notification. Unpaid balances may be turned over to
collection agencies.

* Methods of Payments: Cash, Check, VISA and Master Card

» Phone Consultation Charges: Return phone calls from the Doctor that are longer than
five minutes will be subject to a telephone consultation fee. There is no charge for short
phone calls clarifying questions regarding your treatment plan.

| have read, understood and agree to the policies listed above.
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