
 
Welcome to Singing River Natural Medicine 

Thank you for scheduling an appointment with Dr. Jennifer Means, ND, LAc.  

Singing River Natural Medicine provides excellent, effective, and affordable natural healthcare for the 
entire family. At Singing River, we recognize that healing means more than alleviating uncomfortable 
symptoms. It requires looking at the whole person and discovering the root causes of illness. We 
consider the mental, emotional, and spiritual as well as the physical aspects of our patients’ lives to help 
the patient achieve a state of health. With great warmth, compassion, and respect, we work with our 
patients on their journeys to health. 

Naturopathic Medicine works to discover and address the underlying causes of your symptoms or 
illness, not just to relieve your discomfort. It generally requires a commitment of time, energy, and 
attention on the part of the patient towards regaining good health. Please be prepared to give a detailed 
history so Dr. Means can accurately assess your physical condition and develop an effective treatment 
plan. Dr. Means encourages her patients to take an active role in their healing, to ask questions and to 
contact her when they are in need. 

Please make sure you have fully completed the intake paperwork before your appointment. Dr. 
Means needs complete and accurate information so that she can be of greatest service. You will not 
have time to provide this information if you arrive with incomplete paperwork at the appointed time. 
This may require the rescheduling of your appointment.  

Directions: Singing River Natural Medicine is in Old Town Beaverton. From Highway 217, go west on 
Hwy 10 (Farmington Rd) then south (left) on Watson Rd. Turn west (right) on SW 5th Street. We are on 
the corner of 5th and Main. The clinic is in a two-story brick and wood building. There is a parking lot 
behind the building and street parking as well.  You can enter the building from the parking lot entrance.  
We are on the second floor and there is an elevator for your convenience. 

Singing River maintains a SCENT-FREE environment. Many of our patients have severe chemical 
sensitivities. To protect them from potentially dangerous reactions, PLEASE DO NOT USE essential oils, 
perfumed soaps, hair products or lotions, perfume, cologne, aftershave, body sprays or scented fabric 
softeners (like Bounce). You may be asked to reschedule your appointment. 

Medicinary: Singing River keeps a well-stocked medicinary of high-quality supplements and natural 
medicines. We are open to serve you during regular business hours.  

Cancellations: There will be a minimum $99 fee for any missed appointment, or any appointment 
cancelled less than 24 hours before the scheduled appointment time. In addition, if you are more than 
10 minutes late to your scheduled appointment you may have to be rescheduled and may be subject to 
the missed appointment fee. This will not be billed to your insurance. We reserve the right to dismiss 
patients from our practice after 3 missed appointments or late cancellations.  
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Financial Policies: Please remember that co-pays are due at the time of service. We accept cash, debit 
cards, checks, Visa, Master Card, Discover Card and American Express. If you are a self-pay patient, we 
require payment at time of service, and we will extend a prompt payment/cash allowance rate. 

If you have health insurance, please understand that this is an agreement between you and your 
insurance company. You are responsible for knowing your benefits. We will be happy to assist you in any 
way we can, but you are ultimately responsible for timely payment of your account. 

If you present a check to Singing River Natural Medicine that is not honored by your bank, a $40.00 Non-
Sufficient Funds fee will be charged to your account. 

Medical Records: We will provide one copy of your complete medical record free of charge. Additional 
personal copies will cost $25.00-$100.00 depending on size. We will call you when the records are 
available, and payment will be due at that time. If requested, we can mail your records to your home 
address on file at an additional charge.  

 

The staff at Singing River Natural Medicine look forward to being a part of your health journey. 

 

Thank you
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      Patient Information 
Name:  (First)    (Middle Initial)    (Last)          Date of Birth            Identity  

________________________________________________________________      ____/____/______   M / F / Other________  

Street Address/ Apt #: _________________________________________________________________________________  

City/ State/ Zip ________________________________________________________________     

Primary Phone______________________________ H/W/C  Secondary _________________________ H/W/C  

Leave a Detailed Voice Message  Y____  N_____                Email Address______________________________________________ 

Sign up for Patient Portal   Y_____ N______            

 

Parent / Guardian Information       

Name:  (First)    (Middle Initial)    (Last)                    Date of Birth              

___________________________________________________________________________      ____/____/______    

Street Address/ Apt #:  (same as above)_________________________________________________________________________ 

City/ State/ Zip ________________________________________________________________     

Primary Phone______________________________ H/W/C  Secondary _________________________ H/W/C  

Email Address__________________________________________ 
 

                          Primary Insurance Information       Secondary Insurance Information  

Insurance Company ___________________________________            Insurance Company _______________________________ 
Subscriber (policy holder) ______________________________            Subscriber_______________________________________  

ID _________________________________________________            ID______________________________________________ 
Group______________________________________________            Group___________________________________________  

Copay Amount_______________________________________            Copay Amount____________________________________  
Effective Date _______________________________________            Effective Date_____________________________________  

Emergency Contact     Relationship to Patient     Phone Number 

 ___________________________________________________________________________________________________  

How did you hear about us? ____________________________________________________________________________  
 

By signing below, I agree that I have filled this form out to my best ability and believe this information to be true and accurate. If 
any of the above information changes, I will notify Singing River Natural Medicine in writing.  

___________________________________________________________________________________________________ 
Signature           Date 

___________________________________________________________________________________________________  

Printed Name           Relationship to Patient 



PATIENT NAME                 DOB _________________        
 

Singing River Natural Medicine 
4970 SW Main Ave, Suite 200, Beaverton, OR 97005 

PH: 503.641-6400 FAX: 503.641-6401 www.singing-river.com 

HIPAA Notice of Privacy Practices and Consent/Written Acknowledgement 
 
I hereby consent to the use and disclosure of my protected health information by Singing River Natural Medicine for the 
purposes of treatment, payment and healthcare operations, or as otherwise required by law.  
 
 I acknowledge that I have a right to review or receive a printed copy of the Notice of Privacy Practices provided by 
Singing River Natural Medicine prior to signing this consent. The Notice of Privacy Practices describes how medical 
information about me may be used and disclosed, and how I can access this information.  
 

 I have the right to request restrictions to the usage and disclosure of my protected health information.  
 

 I have the right to request an alternative to the standard method of communication of my protected health information.  
 

 I understand that if I wish to revoke this consent at any time I will do so in writing and submit to the address listed 
below. I understand that while Singing River Natural Medicine may honor these requests, they are not required by law to 
do so. I also understand that revocations will be honored as of the date they are received by Singing River Natural 
Medicine at the following address:  
 

4970 SW Main Ave, Suite 200 
Beaverton, Oregon 97005 
 

 I understand that if I have any questions or complaints, I may submit them in writing to the address above or contact 
Singing River Natural Medicine by phone at: 503-641-6400.  
 

 I am aware that Singing River Natural Medicine reserves the right to change the terms of their Notice of Privacy 
Practices and to make new notice of Privacy Practices provisions effective for all protected health information that they 
maintain. In the event of amendments, Singing River Natural Medicine will make available a revised Notice of Privacy 
Practice for my review.  
 

__________________________________________  
Patient (print name)  
 

_____________________________________________   ______________________  
Patient (signature)       Date  
 

_____________________________________________   ______________________  
Parent (under 18), Guardian, Responsible Party    Date 
 

------------------------------------------------------------------------------------------------------------------------------------------ 
THIS SECTION IS TO BE COMPLETED BY SINGING RIVER NATURAL MEDICINE IF UNABLE TO 
OBTAIN WRITTEN ACKNOWLEDGEMENT FROM PATIENT  
 
I made a good faith effort to obtain a written acknowledgement of receipt of the Notice of Privacy Practices from the 
above-named patient, but was unable to because:  
 

[ ] Patient declined to sign this Written Acknowledgement  
[ ] Other (specify):  
 
______________________________________________________  ______________________  
Name and title of employee            Date  
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PERSONAL IDENTIFICATION INFORMATION 
 
Please be aware that you do NOT have to provide your social security number as a form of personal identification to 
receive health care. However, in compliance with state and federal guidelines, Singing River Natural Medicine does 
require a front and back copy of your state drivers’ license / identification card. Additionally, Singing River Natural 
Medicine may require your social security number in order to extend certain financial options to you. 
  
Your social security number or parent/guarantor’s social security number may be required when: 
  
 Payment for any balance due is being billed to/made by another third-party payor, including but not limited to the 
following:  
 A) Your health, motor vehicle accident, or workers’ compensation insurance  
 B) Parent/guarantor, relative, attorney or any other payor agreeing to be financially responsible for charges you      
 incur  
 
 Payment arrangement is requested/made for any balance due not paid at the time of service  
 
I have fully read and understand the above terms for personal identification information.  
 
______________________________________________   
Patient (print name) 
 
_____________________________________________   ______________________  
Patient (signature)       Date  
 
_____________________________________________   ______________________  
Parent (under 18), Guardian, Responsible Party    Date 
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NON-COVERED SERVICES WAIVER/ACKNOWLEDGEMENT 
SERVICES/SUPPLEMENTS/SUPPLIES 

 
I understand and agree to the following:  
 

 Any and all supplements, supplies, herbs, formulas, etc. prescribed by my provider and/or purchased by me at Singing 
River Natural Medicine are my full financial responsibility with payment to be made at the time of service/purchase. No 
purchase will be refunded past 30 days. No open products can be returned to the clinic for refund under any 
circumstances.  
 

 Singing River Natural Medicine does not bill insurance carriers, health saving plans or any other like entities for any 
supplements, herbs, formulas, or supplies. It is my full responsibility to submit the required information to these entities 
for reimbursement.  
 

 Treatment/services such as Hyperbaric Oxygen therapy, Chelation, LDI/LDA injections, custom injections, neural 
therapy, IV therapy, etc. are generally not covered by insurance carriers and are my full financial responsibility. These 
charges cannot be billed by either me or Singing River Natural Medicine (except where specifically determined by 
the insurance carrier as included in the primary treatment/service being rendered and clearly stated in the insurance 
contract with the treating provider).  
 

 It is my full financial responsibility to pay for any charges previously covered/paid by my insurance carrier to the 
provider and/or Singing River Natural Medicine which: 1) is later deemed by my insurance carrier to not be “medically 
necessary”, and 2) has resulted in a partial or full refund request by my insurance carrier from the provider or Singing 
River Natural Medicine 
 

MEDICARE / MEDICAID 
 

I understand and agree to the following:  
 

 It is my full responsibility to inform staff and providers of Singing River Natural Medicine that I am a Medicare and/or 
Medicaid member prior to scheduling an appointment or receiving services. 
  
 Medicare currently does not recognize, contract with, or cover alternative care providers; any services provided to me 
or charges incurred by me as a Medicare member are my full financial responsibility.  
 

 If I am both a Medicare and Medicaid member and choose to receive services at Singing River Natural Medicine, I am 
fully aware that payments for any services, supplements, supplies, etc. are my full financial responsibility and these 
charges cannot be billed by either me or Singing River Natural Medicine to Medicare.  
 

I have fully read and understand the above agreements and information.  
 

______________________________________________   
Patient (print name)  
 

_____________________________________________   ______________________  
Patient (signature)       Date  
 

_____________________________________________   ______________________  
Parent (under 18), Guardian, Responsible Party    Date 
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STATEMENT OF FINANCIAL RESPONSIBILITY 
 
 

I understand and agree to the following general responsibilities:  
 
 Financial options extended to me are based on the personal identification information and documentation I have 
provided.  
 I am responsible as the patient or patient’s guarantor for full payment of services rendered at the time of service, 
including all supplements, herbal formulas, supplies, lab work and tests, and physician ordered add-on lab work and tests, 
as well as any additional expenses incurred in connection to my healthcare, such as: postage and delivery, shipping and 
handling, and phone calls to the provider or clinic wherein medical advice is provided.  
 I acknowledge that I am financially responsible for all charges. If it becomes necessary to effect collections of any 
amount owed on this or subsequent visits, I agree to pay for all costs and expenses, including reasonable attorney fees. I 
hereby authorize Singing River Natural Medicine to release information necessary to secure payment.  
 I understand there will be a minimum $99 fee for any appointment cancelled within 24 hours of the scheduled 
appointment time. Failure to cancel without a 24-hour notice is considered a “no show”. This will not be billed to your 
insurance. Patients more than 10 min late for their appointment will also be considered a “no show” and will need to be 
rescheduled. We reserve the right to dismiss patients from our practice after 3 no show appointments.  
 Fees and rates are adjusted periodically and therefore may increase during the term of our engagement. While we will 
do our best to avoid unknown adjustments, on occasion such changes may occur without written notice.  
 

I understand and agree to the following with regards to current and/or future insurance billing:  
 

 The verification of my health, motor vehicle accident, or workers’ compensation insurance is used to determine if there 
is coverage for services through my insurance carrier and is NOT a guarantee of payment by my insurance carrier; I am 
fully responsible for being aware of any coverage exclusions.  
 I am responsible for providing in a timely manner all accurate, current and thorough information and documentation 
required to verify my insurance coverage and/or bill my insurance carrier, including all relevant Coordination of Benefits 
information such as primary and secondary insurance, Medicare, Medicaid, etc.  
 I understand that Singing River Natural Medicine can require presentation of proof of insurance at any time, and that 
my insurance may need to be re-verified for specific coverage details as often as every visit.  
 I am responsible for full payment of all services if any of the information I have provided is incorrect, falsified, or not 
provided in a timely manner and has resulted in Singing River Natural Medicine’s inability to directly bill for and/or 
receive reimbursement from my insurance carrier.  
 I am responsible for full and timely payment of all insurance co-pays, deductibles, and co-insurance balances due, 
including any and all services not covered or paid by my insurance carrier (subject to individual provider insurance 
contract provisions).  
 I authorize release of information in my medical history to my insurance carrier and assign all benefits for unpaid 
services to Singing River Natural Medicine. This release applies to support of the insurance billing process only.  
 
I have fully read and understand the above agreements and authorizations.  
 
______________________________________________   
Patient  (print name)  
 
_____________________________________________   ______________________  
Patient  (signature)       Date  
 
_____________________________________________   ______________________  
Parent (under 18), Guardian, Responsible Party    Date 
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E-MAIL/TEXT CONSENT AUTHORIZATION FORM 
 

Before sending e-mail/text communications to Singing River Natural Medicine Providers (“Singing River”), please read 
and agree to the following information regarding the risks and conditions of e-mail/text use:  
 

1. Risks Associated with e-mail/text.  
 

Singing River offers patients the opportunity to communicate by e-mail/text. However, transmitting patient information 
by e-mail/text has a number of risks that should be considered. These include, and are not limited to, the following risks:  
 

 E-mail/text can be circulated, forwarded, and stored in numerous paper and electronic files.  
 E-mail/text can be immediately broadcast worldwide and be received by many intended and unintended recipients.  
 E-mail/text senders can easily misaddress an e-mail/text.  
 E-mail/text is easier to falsify than handwritten or signed documents.  
 Backup copies of e-mail/text may exist even after sender or recipients have deleted their copy.  
 Employers and on-line services have a right to archive and inspect e-mails/texts transmitted through their systems.  
 E-mail/text can be intercepted, altered, forwarded, or used without authorization or detection.  
 E-mail/text can be used as evidence in court.  
 

2. Conditions for the Use of e-mail/text.  
 

Singing River will use reasonable means to protect the security and confidentiality of e-mail/text information sent and 
received. However, because of the risks outlined above, Singing River cannot guarantee the security and confidentiality of 
e-mail/text communication, and will not be liable for improper disclosure of confidential information that is not caused by 
Singing River’s intentional misconduct. Thus, individuals must consent to the use of e-mail/text communication. Consent 
to the use of e-mail/text includes agreement with the following conditions:  
 

 Although Singing River will endeavor to read and respond properly to an e-mail/text, Singing River cannot guarantee 
that any particular e-mail/text will be read and responded to within any particular period of time. Thus, no one shall use e-
mail for medical emergencies or other time-sensitive matters. Please call 911 for emergencies and go to the nearest urgent 
care or immediate care center for urgent matters.  
 All e-mails/texts sent to providers must be sent to their respective e-mail/text addresses.  
 Providers will likewise respond to all patient e-mails/texts from their respective e-mail/text address.  
 All Emails/Text to or from Singing River patients concerning diagnosis or treatment will be printed out and, at the 
Provider’s discretion, may be made a part of the patient’s medical record. Because they are a part of the medical record, 
other individuals authorized to access the medical records, such as staff or billing personnel, will have access to those e-
mails/texts.  
 Singing River may forward e-mails/texts internally to the practice’s staff and agents as necessary for diagnosis, 
treatment, reimbursement, and other handling. Singing River will not, however, forward e-mails/texts to independent third 
parties without the patient’s prior written consent, except as authorized or required by law.  
 If the individual’s e-mail/text required or invites a response from Singing River, and the individual has not received a 
response in a timely manner or within a business week, it is the individual’s responsibility to follow up by telephone to 
determine whether the intended recipient received the e-mail/text and when the recipient will respond.  
 Individuals should not use e-mail/text communication regarding sensitive medical information such as information 
regarding sexually transmitted diseases, AIDS/HIV, mental health, developmental disability, or substance abuse.  
 Individuals are responsible for informing Singing River of any types of information that they desire not to be sent by e-
mail/text, in addition to those called out in the above paragraph.  
 The individual is responsible for protecting his/her password or other means of access to e-mail/text. Singing River is 
not liable for breaches of confidentiality caused by the individual or any third party.  
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 Singing River shall not engage in e-mail/text communication that is unlawfully practicing medicine across state lines.  
 It is the individual’s responsibility to follow up and/or schedule an appointment if warranted.  
 

3. Communication by e-mail/text.  
 

To communicate by e-mail/text, patients shall:  
 
 Limit or avoid the use of his/her employer’s computer.  
 Inform Singing River of changes in his/her e-mail/text address.  
 Put the patient’s name in the body of the e-mail/text.  
 Review the e-mail/text to make sure it is clear and that all relevant information is provided before sending to Singing      
River 
 Take precautions to preserve the confidentiality of e-mail/text, such as using screen savers and safeguarding his/her 
computer password.  
 Withdraw consent only by written communication to Singing River.  
 
Acknowledgement and Agreement  
 
I understand and acknowledge that I have read and fully understood this consent form. I request and consent to Singing 
River using e-mail/text to communicate with me at the e-mail address(es)/telephone number(s) that I provide and I 
understand that such communications may contain my protected health information, including health history, diagnosis 
and treatment information and demographic information. I understand the risks associated with e-mail/text 
communication between Singing River and me, and consent to the conditions outlined above. In addition, I agree to the 
instructions for communication by e-mail/text outlined here, as well as any other instructions that Singing River may 
impose to e-mail/text communications. I understand and acknowledge that I have the right to withdraw my consent in 
writing at any time and that this authorization shall remain in effect until I withdraw my consent. Furthermore, I 
understand that Singing River may not condition treatment, payment, enrollment or eligibility for benefits on whether I 
sign this authorization.  
 
 
______________________________________________   
Patient  (print name)  
 
_____________________________________________   ______________________  
Patient  (signature)       Date  
 
_____________________________________________   ______________________  
Parent (under 18), Guardian, Responsible Party    Date 
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Authorization for Release of Information to Family Members 

 

Patient Name: _____________________________________________   Date of Birth: ________________ 

 

Many of our patients allow family members such as their spouse, parents, or others to call and request medical or billing 
information. Under the requirements of HIPAA we are not allowed to give this information to anyone without the 
patient’s consent. If you wish to have your medical or billing information released to family members you must sign this 
form. Signing this form will only give information to family members indicated below.  

 

I authorize SINGING RIVER NATURAL MEDICINE to release my medical and/or billing information to the following 
individual(s): 

 
1) ___________________________________  Relation to Patient_______________________________ 

 
2) ___________________________________  Relation to Patient_______________________________ 

 
3) ___________________________________  Relation to Patient_______________________________ 

 
4) ___________________________________  Relation to Patient_______________________________ 

Patient Information: 

 

I understand I have the right to revoke this authorization, in writing, at any time and that I have the right to inspect or 
copy the protected health information to be disclosed. I understand that information disclosed to any above recipient is 
no longer protected by federal or state law and may be subject to redisclosure by the above recipient.  

 

 
 
 
Patient Signature____________________________________________________  Date:_________________ 
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Risks Associated with Intravenous and Injectable Therapies 

The doctors at Singing River Natural Medicine use IV therapies (parenteral therapy) and intramuscular injections with various 

nutrients and/or substances to treat a variety of conditions. We have found that parenteral therapy, glutathione and chelation 

therapy benefit many patients with significant health problems, and we believe that these therapies are safer than many 

pharmaceuticals which often have significant adverse side effects. 

Parenteral therapy with nutrients, glutathione and chelation therapy are considered experimental treatments and not yet accepted 

by mainstream medicine. Therefore, insurance companies do not pay for these therapies. Furthermore, some of the nutrients used 

here are in dosages or forms that are not approved by the FDA.  

It is important that you understand the risks associated with use of intravenous therapies that are utilized here at Singing River:  

1. IV therapy can sometimes aggravate a condition – especially early in the treatment. It may take 3 treatments before you 

notice any benefit. We generally advise you to commit to three sessions before you discontinue therapy, unless you have a 

significant adverse reaction (which is extremely rare). 

2. Side effects of the therapy may include discomfort at the sight of infusion, irritation of the vein, or inflammation of the vein. 

The first two side effects are relatively common, and we will give you heat packs, adjust the IV catheter and slow down the 

rate of infusion as necessary. Inflammation of the vein is much less common and may not show up until 1-2 days later. This 

is more common with high dose vitamin C or EDTA. If you develop a fever or the site becomes red and swollen, you should 

contact us immediately.  

3. Other potential but extremely rare side effects include infection (from contaminated medications), renal failure and death. 

No one at Singing River has ever experienced any severe adverse reaction and we have administered hundreds of IVs for 

many years.  

Additionally, people sometimes will feel lightheaded or tired during an infusion. We have a bell for you to ring if you notice 

anything out of the ordinary. We encourage you to eat prior to your treatment and you may bring a snack with you in case you 

need it. We also monitor you during your treatment and everyone in the office knows to check on you when the bell rings. Our 

chairs are comfortable, and you may nap if you feel the need to. You may also bring a laptop or other quiet activity but please 

refrain from talking on the phone during your treatment.  

 

By signing this form, you acknowledge that you understand the above information and are consenting to intravenous therapy. This 

form will expire 1 year from the date entered below. A new form will need to be completed each year. 

 

Patient’s Name ____________________________________________________   

Signature_______________________________________________________  Date: _____________________ 
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