
COLVILLE NATUROPATHIC CLINIC  P.S.  

No Show/Cancellation Policy  

I understand that I will be charged and responsible for a $35.00 fee, which will not 

be covered by my insurance, if I do not show up for my scheduled appointment. 

We understand that unforeseen circumstances arise and request that you inform 

our office 24 hours in advance, in order to avoid the $35.00 fee, so that we may 

better accommodate other patients.   

  

Patient/Guardian Signature ____________________________________________  

  

Date _____________________  

  

*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*/*  
  

Treatment Plan Compliance Agreement  

It is our goal to provide you with the best tools and assistance on your way to a healthier you. In 

order to accomplish this we request that you follow the treatment plan prescribed to you by 

your health care provider(s) and make sure you inform your health care provider(s) of any 

changes made to your supplements and/or medications. If you feel a supplement/medication 

needs adjusting please contact your prescribing doctor before making any changes. Your 

compliance is of utmost importance to your health. We sincerely appreciate your cooperation 

in this manner.   

  

 _________________________________________________    _______________________  

 Print Name                Date  

  

_________________________________________________ Patient/Guardian 

Signature    

  



  
  

Please sign above that you agree to these terms 



Colville Naturopathic Clinic P.S. 
Randy Sandaine, N.D. & Beck Nickel, N.D. 

 
NEW PATIENT INFORMATION FORM     Date____________ 

 
Patient’s Last Name _______________________ First________________ Middle_________ 

Age_______ Date of Birth ________________ Social Security #_______________________ 

Mailing Address______________________________________________________________ 

City______________________ State _______Zip Code__________ Marital Status ________ 

Email Address_______________________________________________________________ 
Home Phone______________ Business Phone_____________ Cell Phone _______________  

Occupation ______________Employer’s Name_____________________________________ 

 Employer Address ____________________________________________________________ 

Spouse(or parent)___________________________ Telephone #________________________ 

How did you hear about our clinic:  Radio   Newspaper   Referred by: ______________ 

FINANCIAL RESPONSIBILITY 

 Check here if same as above 

Last Name__________________________First____________________Middle___________ 

Date of Birth_________________ Social Security #_________________________________ 

Address_____________________________________________________________________ 

City___________________________ State_____________ Zip Code___________________ 

Relationship to patient_______________ Home Phone___________ Work Phone__________ 

Employer’s Name _____________________ Address________________________________ 

INSURANCE INFORMATION 

Subscriber Name___________________________ Relationship to Patient_______________ 

Subscriber Date of Birth ______________ Does this plan have an HSA or HRA? _________ 

Name of Insurance___________________________ Policy ID#_______________________ 

Name of Employer Providing Insurance____________________________________________ 

Insurance Phone #____________________  Referring Doctor_________________________ 

 

In case of emergency please notify ________________ Relationship_________ Phone_____________ 

I consent to treatment necessary for the care of the above named patient. I authorize the release of all medical records to the 

referring and family physicians and to my insurance company, if applicable. I allow fax transmittal of my medical records, if 

necessary. I acknowledge full financial responsibility for services rendered by Colville Naturopathic Clinic P.S.. I understand that 

payment of charges incurred is due at the time of service unless other definite financial arrangements have been made prior to 

treatment. I agree to pay all reasonable attorney fees and collection costs in the event of default of payment of my charges. I 

further authorize and request that insurance payments be made directly to Colville Naturopathic Clinic P.S. should they elect to 

receive such payment. 

I have read and fully understand that above consent for treatment, financial responsibility, release of medical information, and 

insurance authorization. 

 

Patient/Guardian Signature __________________________________________ Date___________________ 

 

 

 



 

 
 

 

  OVER  

Name:______________________________________  Date of Birth __________________ 

 

Who can we share your medical information with? 

I authorize the release of my information from the Colville Naturopathic Clinic P.S. including 

diagnosis, records, appointments, and billing information to the following family and friends: 

  Name:  _________________________________________ Relationship: __________________ 

  Name:  _________________________________________ Relationship: __________________ 

  Name:  _________________________________________ Relationship: __________________ 

  Name:  _________________________________________ Relationship: __________________ 

  Name:  _________________________________________ Relationship: __________________ 

  Name:  _________________________________________ Relationship: __________________ 

  [   ] Information is not to be released to anyone.  

This release of information will remain in effect until terminated by me in writing.  

 

Contact Information/Messages 

I authorize the Colville Naturopathic Clinic P.S. to contact me via the following methods. 

For appointment reminders please:  [  ] Text      [  ] Call     #_____________________________  

------------------------------------------------------------------------------------------------------------------------------- 

Preferred method of contact for other information: __________________________________ 

 home __________________________________   work _______________________________ 

 cell _____________________________________ Text to cell [  ] Yes    [  ] No    

 email _______________________________________________________________________ 

If unable to reach me:  

 [  ] you may leave a detailed message 

 [  ] please leave a message asking me to call you back 

If my contact information should change at any time, I understand that it is my responsibility to 

notify the Colville Naturopathic Clinic P.S. of such changes in order to continue communication. 

Patient/Guardian: ____________________________________________ Date: _____________ 



 

  



   

 

               DRIVING DIRECTIONS: 

Colville Naturopathic Clinic, PS 

234 N. Oak 

Colville, WA 99114 

(509)684-1104 phone 
 

 

 

South Bound (coming from Kettle Falls or north): Travel south on Hwy 395. At the roundabout take 

first exit to continue on Hwy 395/W 5th Ave. Continue on through the first light. The road will curve 

around Safeway turning into Main St.  At the second light just after Safeway take a left onto E 

3rd/Hwy20 (Tiger Hwy). You will then take you next right onto North Oak Street. We will be the third 

building on your left.  

 

North Bound (coming from Chewelah or south): Travel north on Hwy 395. At the roundabout take 

the second exit to continue on Hwy 395/Main St. Continue on Main St. until you reach the stop light 

for the intersection of Main & 3rd. Take a Right onto E. 3rd Ave/Hwy 20 (Tiger Hwy). You will then take 

your next right onto North Oak Street. We will be the third building on your left.  

 

 


