
 
 

Informed Consent to Treatment for Non-Conventional Medical Services, Supplies, and/or 

Products (Also Known as Integrative Medicine) 

(Revised: May 28, 2025) 

Authentic Health D.O., LLC (DBA: Davis Osteopathic Center) 

 

Authentic Health D.O., LLC (DBA: Davis Osteopathic Center) strives to offer quality, evidence-based 

care that supports your health. In addition to offering conventional osteopathic medicine, the Provider 

is trained in integrative approaches encompassing diet/nutrition, exercise, supplementation, emotional 

support/therapy, herbal or natural remedies, individualized functional/complementary medicine, 

sound/light therapies, and mind-body/cellular energy optimization therapies. The Provider’s general 

position is that therapies outside of conventional medicine may have benefits in certain situations for 

individuals whose body’s self-healing mechanisms are still proven functional / able to be stimulated, 

and that conventional medicine should be prioritized and integrated for any individual experiencing 

proven acute or chronic illnesses impairing their health. 

 

Patient agrees and understands that:  

●​ The Provider is able to prescribe medications for “off-label” uses, or to recommend using the 

medication in specific ways that are not reviewed and approved by the US Food and Drug 

Administration (FDA).  

●​ Non-conventional medical approaches are not a substitute for conventional medicine, 

especially in regards to serious illnesses such as cancer, HIV, heart disease, etc. or in regards to 

preventative measures such as vaccines. 

●​ Non-conventional medicine or other remedies are not for use in children / individuals under the 

age of 18 years. Anyone who accepts or requests such therapies of the Provider must be of the 

legal age of consent. 

●​ While some non-conventional forms of medicine such as diet and supplementation / natural 

herbal remedies have evidence-based support for specific uses, other non-conventional forms 

may have no or controversial evidence-based support or may result in adverse outcomes in 

patients with serious health concerns, compared to conventional medical approaches. 

●​ Some non-conventional therapies may have been founded on scientifically unproven or 

proven-incorrect theories, requiring ongoing scrutiny as to the evolving evidence or 

mechanisms of action for said therapy. Some therapies may result in improvements due to 

placebo action in tandem with the body’s natural healing mechanisms. 

●​ Non-conventional therapies may not be reimbursable even when submitting a Superbill to 

insurance for out-of-network benefits. LIkewise, off-label uses of conventional prescription 

drugs may also not be covered by insurance. 

 

Similar to conventional medicine, possible side effects for nonconventional therapies could include:  

●​ Treatment has no effect or demonstrable benefit 

●​ Allergic reactions (via direct physical contact or ingestion) 

●​ Interactions with conventional medications 

●​ Other nonserious or serious adverse reactions  

●​ Organ toxicity, permanent disability, and/or death 

 

 



 

Possible side effects are dependent upon the therapy desired, and the Provider agrees to do their due 

diligence in reviewing these risks with you whenever a specific alternative therapy is considered as part 

of your health plan.  

 

Provider Rights and Responsibilities 

●​ The Provider reserves the right to refuse providing you with alternative or non-conventional 

therapies based on the Hippocratic Oath to do no harm, in your best interest. The Provider will 

do their reasonable best to analyze and share with you the safety/efficacy and opportunity cost 

per situation of offering non-conventional therapies in tandem with conventional medicine as 

part of an overall integrative approach; however, a therapy’s specific efficacy for a specific 

patient may not be known due to a lack of scientific research or relevant clinical trials. 

●​ The Provider reserves the right to prioritize evidence-based methods of testing or validating 

efficacy as part of maintaining or adjusting treatment plans (such as through the gathering of 

vitals or biochemical data via blood tests or imaging), regardless of the use of conventional or 

non-conventional medicine. 

●​ The Practice, Provider, and all staff or associates may terminate a physician-patient 

relationship if the patient is largely uncompliant with recommended health plans. 

●​ The Practice, Provider, and all staff or associates are responsible for transparently conveying 

the cost of a non-conventional therapy before performing the service or providing the 

associated product(s) with payment required at the time of exchange. 

 

Patient Rights and Responsibilities 

●​ You reserve the right to reject any treatment or recommendation, or to fully terminate the 

physician-patient relationship at any time. 

●​ You reserve the right to stop treatment with any therapy at any point; however, payments will 

not be refunded for services or goods/products provided. 

●​ You reserve the right to receive additional information on, request second opinions from other 

Providers, or to further externally research the safety and efficacy of any therapy discussed 

within the physician-patient relationship. 

●​ You are responsible for the cost of any therapy, and to pay for services rendered / any 

product(s) provided at the time of exchange. 

 

I agree that I have informed consent about non-conventional therapies compared to conventional medical 

practices or on-label uses of medications, and that I will reasonably follow health plan recommendations from 

the Provider who is a licensed physician. 

 

I certify that I have read and fully understand the above statements and consent fully and voluntarily to its 

contents.  

 

I acknowledge that signing with this electronic signature and clicking on all initials/signature boxes or 

prompts is representative of a handwritten signature, and are as legally binding as to all extents permitted 

by law. 

Patient name: _____________________________   

Patient representative name (If applicable: ________________________________________ 

Signature: ________________________________ (or signature of legal guardian/patient representative) 

Date: ____________ 


