
 

 
 
 
 
 

 

425-202-7849 Page 1 of 27  www.aspirenaturalhealth.com 

Welcome to Aspire Natural Health. We are honored that you have chosen us as your health care partner.  

 

 

 Our promise is that we will do all we can to help you in your journey towards health and wellness. We will 

take the time to listen to you and ensure that your concerns are addressed.  

 

 

Your first appointment will be 60 minutes in length. Please be available to speak freely with minimal 

distractions at your appointment time.  Our doctors make it a priority to call you at your scheduled time unless 

urgent or emergency situations require them to spend extra time with other patients.  

 

 

If you have copies of your medical records please send a copy of them with these forms to the office before 

your first visit. It is also helpful to write down your questions and concerns prior to your visit to ensure that 

they are answered.  

 

 

We will give you a reminder call one-business day prior to your appointment at the number you have given 

us. We ask for at least 24 hours notice if you need to cancel or reschedule your appointment. Cancellations 

with less than 24 hours or missed appointments with no notice are charged (as listed on the Fees & Payment 

Policies handout included with this packet). 

 

Please feel free to call (425-202-7849) if you have any questions prior to your appointment.  We look forward 

to meeting you. 

 

 

 

Sincerely, 

 

 

 

 

The Doctors and Staff of Aspire Natural Health 
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Introduction letter from Dr. Gerstmar 
 

LΩƳ ƭƻƻƪƛƴƎ ŦƻǊǿŀǊŘ ǘƻ ƳŜŜǘƛƴƎ ŀƴŘ ǿƻǊƪƛƴƎ ǿƛǘƘ ȅƻǳΦ  Lƴ ƻǊŘŜǊ ǘƻ ǇǊƻǾƛŘŜ ȅƻǳ ǿƛǘƘ ǘƘŜ ōŜǎǘ ǎŜǊǾƛce it helps to 
explain how I work, as it is quite different from the care most people receive from their MDs, and to make sure my 
style and philosophy suit your needs and expectations. 

In our work together we will set short, medium, and long term goals for your care.   Typically, in the short term 
we will seek to provide you relief from troublesome symptoms and begin to improve your quality of life: your health, 
happiness, and the ability to do the things in life you want to do.  In the medium term we will be searching for the 
underlying reasons for your symptoms and addressing them so that they begin to disappear naturally.  In the long 
term we will work towards helping you live a high quality life as the healthiest you that is possible. 

It's important to recognize that this multi-stage work will take time and commitment.  My experience is that 
the complete treatment of most disease, not just the management of symptoms, and the achievement of high level 
wellness typically takes most people 3-5 years, and sometimes longer.  I have found that the path to healing disease 
and creating health involves changes to diet and lifestyle as well as mental and emotional work.  I have seen that the 
more commitment people bring to this process, the greater results they tend to achieve. 

We will most often have appointments once per month, which will generally be 30 minutes in length, with our 
first visit being 60 minutes.  We will use an evolving, multi-faceted approach to your care which will include diet and 
lifestyle changes, the use of therapeutic nutrients, herbal and homeopathic medicines, as well as the possibility of 
pharmaceutical drugs if needed, plus whatever else we find to be useful for you over the course of your treatment.    I 
will tailor your treatment plans based on your preferences, my understanding of what will be effective for you, and to 
work within your finances.  We will make use of other practitioners as necessary to provide you with the most 
effective care possible. 
 Please understand that my expertise is not in the treatment of disease but in the restoration of health.  
Ultimately we will not be treating the symptoms of disease, but searching for, discovering, and treating the reason 
that you have your issues.   

I do not work directly with insurance because it does not allow me to practice in a way that best serves you.  
Visits are $150 for the initial 60 minute consult, and $75 for follow-up 30 minute visits.  Standard labs are almost 
always covered by insurance, and alternative labs (such as food allergy testing, heavy metal testing, etc) are rarely 
covered by insurance.  Natural medications are virtually never covered by insurance but may be allowed if you have a 
health savings account or flex plan.   I provide the coding and paperwork which allows patients to apply for 
reimbursement for their visits, and most insurance companies do provide varying levels of reimbursement based on 
the company and the specifics of your policy. 
 This is a very different style of care from what most doctors are doing, and I hope that I have explained it 
sufficiently.  If you have any further questions prior to our visit, please feel welcome to ask. 
 
Regards, 
Dr. Tim Gerstmar 
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Making Sense of This Paperwork 

 

 

This packet contains the paperwork necessary for your first visit.  Filling out this paperwork: 

1. Helps you understand our policies, procedures, and fees. 

2. Helps us understand who you are.  This allows your treatment to be individually tailored. 

3. Allows us to be more efficient which gives you more value.  By filling out the paperwork as 

completely as possible we learn more about you and have to ask you less questions, allowing us to 

accomplish more in your first visit. 

 

 

 Paperwork What to do with it  
 New Patient Introduction 

(included) OR Pediatric Health 

Questionnaire 0-5 or 6-12 

(download separately) 

Fill out & send it to us 

   
 Fees & Payment Policy Look over, keep, sign & send in last page 

   
 Informed consent to treat Sign & send it 

   
 Acknowledgement of Receipt of 

Privacy Practices 

Sign & send it 

   
 Notice of Privacy Practices Look over & keep 

 

 

Please remember, you must have your paperwork completed before you will be able to have a consultation 

with your doctor.  Our recommendation is that once you fill out this paperwork you send it to us as soon as 

possible.  Please:  

 

Fax it to (425)749-4134 
Email it to info@aspirenaturalhealth.com 

Mail it to Aspire Natural Health 16455 NE 85
th
 St.  Suite 102  Redmond, WA 98052 (please mail it with 

sufficient time to reach us for your visit) 

 
 

 

 

 

 

mailto:info@aspirenaturalhealth.com
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New Patient Introduction 
 

This is a confidential record of your medical history.  It will not be released except when you have authorized us to do 

so or we are required to by law.  Successful health care and preventative medicine are only possible when the doctor 

has a complete understanding of the patient physically, mentally, and emotionally.  Please complete this questionnaire 

as thoroughly as possible; it will help you to get the most from your visits.  Mark anything that you do not understand 

with a question mark.  Thank you. 

 

Name:                       Date:     

Address:               

City:          State:      Zip Code:     

Telephone #  (home):       (work):       (cell):    

May we leave confidential voice-mail messages for you at any of the above numbers? No  / Yes (specify): Home / Work   / Cell 

E-mail address:              

May we leave confidential E-mail messages for you at the above address? No  / Yes 

______ (initials) I understand that email is inherently unsecure and that it is possible if my personal health information is sent over email 

that it may be viewed by others.  I recognize and accept this possibility and authorize my doctor to communicate facets of my personal 

health information with me over email. 

Date of Birth:        Gender: female / male / other  

Education:               

Married  Separated  Divorced   Widowed   Single  Partnership 

Live with:  Spouse  Partner  Parents  Children  Friends  Alone 

Employment status:  - -  ________    

Occupation:             Hours per week:    

Employer:              S.S.#:       

How did you hear about our clinic?           

               

Has any other family member already been a patient at the clinic?        

Emergency contact:              

Relationship:         Phone:        

Address:               
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1) What long term expectations do you have for working with our clinic?  

 

 

 

 

2) What expectations do you have of me personally as your physician? 

 

 

 

 
3) What is your present level of commitment to address any underlying causes of your signs and symptoms 

that relate to your lifestyle?  

0%   0 - - - 1 - - - 2 - - - 3 - - - 4 - - - 5 - - - 6 - - - 7 - - - 8 - - - 9 - - - 10   100% 

 

 

4)  a) What behaviors or lifestyle habits do you currently engage in regularly that you believe support your 

health? (please list) 

 

 

 

 

 

 b) What behaviors or lifestyle habits do you currently engage in regularly that you believe are self-

destructive lifestyle habits: (please list) 

 

 

 

 

 

5) What potential obstacles do you foresee in addressing the lifestyle factors that are undermining your health 

and in adhering to the therapeutic protocols that we will be sharing with you? 

 

 

 

 

6) Who do you know that will sincerely support you consistently with the beneficial lifestyle changes you will 

be making? 
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Who, if any, healthcare providers do you see? (please include provider name and business name)   

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

What do you consider your most important health issues?  List in order of importance: 

 1)               

 2)               

 3)               

 4)               

 5)               

 6)               

 

Wheel of Balance 
 
Wellness is a balance of 
many factors.  Using the 
circle, shade your level of 
satisfaction in each area as it 
relates to you. 
 
For example, if you are 
extremely happy in your 
career, shade the entire pie 
shape for career. 
 
Do the same for each area, 
starting from the center point 
radiating outwards. 

Career 

Money 

Health 

Significant Other/ 
Romance 

Fun &  
Recreation 

Personal  
Growth 

Family & 
Friends 

Physical 
Environment 

Example: 

80% 

50% 80% 

80% 

100
% 

70% 90% 

60% 
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Do you have any known contagious diseases at this time?  Y  N 
 

If yes, what?               

 

Family History  
 

Member Age Important diseases Living? Cause of death 

Mother     

Father     

Siblings     

Siblings     

*MGM      

*MGF     

*PGM     

*PGF     

M = Maternal (Mother)  P = Paternal (Father)  GM = Grandmother  GF = Grandfather 

 

Any other relevant family history?            

            

What is your ethnic background?            

Hospitalization, Surgery, Imaging 

What hospitalizations, surgeries, X-Rays, CAT Scans, EEG, EKGôs have you had? 

________________________ year: ________     ________________________ year: ________ 

________________________ year: ________     ________________________ year: ________ 

________________________ year: ________     ________________________ year: ________ 

 

Accidents/Injuries (briefly describe) 

More than 5 years ago _________________________________________________________________ 

Less than 5 year ago  __________________________________________________________________ 
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PAIN 

DO YOU HAVE ANY PAIN (S)?   Yes   No 

Please indicate painful or distressed areas 

 

 
AREA/DESCRIPTION OF SYMPTOMS   PAIN LEVEL: 0 TO 10   FREQUENCY 

(10 most painful) 

______________________________ _________________  ______________ 
______________________________ _________________  ______________ 
______________________________ _________________  ______________ 
______________________________ _________________  ______________ 
______________________________ _________________  ______________ 
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Allergies 

Are you hypersensitive or allergic to... 

Any drugs?               

Any foods?               

Any environmentals or chemicals?            

 

To the best of your knowledge have you ever been exposed to pesticides, toxic chemicals, heavy metals, 

radiation or other toxins beyond those encountered in daily life? ________________________________ 

Details ______________________________________________________________________________ 

 

Current Medications 

Do you take or use? 

Laxatives  Y  N Pain relievers Y  N     Antacids  Y  N 

Cortisone  Y  N Appetite suppressants Y  N     Antibiotics             Y  N 

Tranquilizers     Y  N Thyroid medication       Y  N     Sleeping pills  Y  N 

Birth control pills Y N 

 

Please list any prescription medications, over the counter medications, vitamins or other supplements you are 

taking.  Please include the brand and dosage.  If you need more room please write on the back of the form or 

include an attached sheet. 

1)          7)         

2)          8)         

3)          9)         

4)          10)         

5)          11)         

6)          12)         

 

 

 

General 
 

Height:    Weight:    lbs.   Weight 1 year ago:        lbs. 

Maximum Weight :             When:                      

When during the day is your energy the best?             worst?       
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Typical Food Intake 

Dietary preferences/restrictions: _________________________________________________________ 

What is your favorite food? ______________________________   Favorite flavor? ________________  

 

Sample Dayôs menu (Please fill out a true sample day, and not what you think we would like you to put.  We do not judge your food 

choices, our goal is to help adjust your food intake to best help you) 

 

Breakfast:               

Lunch:               

Dinner:               

Snacks:               

To drink:               

 

 

FOR THE FOLLOWING, PLEASE CIRCLE  

 

Y=a condition you have now        N=Never had        P=Significant problem in the past 

 

Habits 

Main interests and hobbies?          

Do you exercise?        Y   N 

If yes, what kind?     How often?      

Average amount of sleep per night __________  Enjoy your work? Y   N 

Sleep well? Y   N  Take vacations? Y   N 

Awaken rested? Y   N  Spend time outside? Y   N 

Have a supportive relationship? Y   N  Watch television? Y   N  

Have a history of abuse? Y   N        how many hours?    

Any major traumas? Y  N  P Read? Y   N 

Use recreational drugs?  Y  N  P                           how many hours? ______  

Been treated for drug dependence? Y  N  P      

Use alcoholic beverages? Y  N  P        Do you eat 3 meals a day?      Y   N  

Treated for alcoholism? Y  N  P        Do you go on diets often?  Y   N 

Do you currently use tobacco? Y  N  P         Do you eat out often? Y   N   

Smoked previously? Y  N  P        Do you drink coffee?              Y  N  P 

      How many years?                       Drink black/green tea? Y  N  P 

      How many packs per day?     Do you drink cola/other sodas?  Y  N  P 

                      Do you eat refined sugar?  Y  N  P 

                                                                                      Do you add salt?   Y  N  P 

Y=a condition you have now        N=Never had        P=Significant problem in the past 

 



 

 

 
 

 

425-202-7849 Page 12 of 27  www.aspirenaturalhealth.com 

Do you have a religious or spiritual practice?  Y  N     If yes, what?    

 

 

REVIEW OF SYSTEMS 

 

 

 

 

Mental / Emotional 

Treated for emotional problems? Y  N  P  Depression?    Y  N  P 

Mood Swings? Y  N  P  Anxiety or nervousness?  Y  N  P 

Considered/Attempted suicide? Y  N  P  Tension?    Y  N  P 

Poor concentration? Y N  P  Memory problems?    Y  N  P 

 

Immune 
Frequent infections? Y  N  P  Reactions to vaccinations?  Y  N  P 

Chronic Fatigue Syndrome? Y  N  P  Chronic infections?   Y  N  P 

Chronically swollen glands? Y  N  P  Slow wound healing?   Y  N  P 

 

Endocrine 

Hypothyroid? Y  N  P  Heat or cold intolerance?  Y  N  P 

Hypoglycemia? Y  N  P  Diabetes?    Y  N  P 

Excessive thirst? Y  N  P  Excessive hunger?   Y  N  P 

Fatigue?     Y  N  P  Seasonal depression?   Y  N  P 

 

Neurologic 

Seizures? Y  N  P  Paralysis?    Y  N  P 

Muscle weakness? Y  N  P  Numbness or tingling?  Y  N  P 

Loss of memory? Y  N  P  Easily stressed?   Y  N  P 

Vertigo or dizziness? Y  N  P  Loss of balance?   Y  N  P 

 

Skin 

Skin     Rashes?    Y  N  P 

Eczema Y  N  P  Hives?     Y  N  P 

Acne, Boils? Y  N  P  Itching?    Y  N  P 

Color Change? Y  N  P  Perpetual Hair Loss?   Y  N  P 

Lumps? Y  N  P  Night Sweats?    Y  N  P 

 

Y=a condition you have now        N=Never had        P=Significant problem in the past 
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Head 

Headaches? Y  N  P  Head Injury?    Y  N  P 

Migraines? Y  N  P  Jaw/TMJ problems             Y  N  P 
 

 

Eyes 

Spots in Eyes? Y  N  P  Cataracts?    Y  N  P 

Impaired vision? Y  N  P  Glasses or contacts?   Y  N  P 

Blurriness? Y  N  P  Eye pain/strain?   Y  N  P 

Color blindness? Y  N  P  Tearing or dryness?   Y  N  P 

Double Vision? Y  N  P  Glaucoma?    Y  N  P 

 

Ears 

Impaired hearing? Y  N  P  Ringing?    Y  N  P 

Earaches? Y  N  P  Dizziness?    Y  N  P 

 

Nose and Sinuses 
Frequent colds? Y  N  P  Nose Bleeds?    Y  N  P 

Stuffiness? Y  N  P  Hay fever?    Y  N  P 

Sinus problems? Y  N  P  Loss of smell?    Y  N  P 

 

Mouth and Throat 

Frequent sore throat? Y  N  P  Copious saliva?   Y  N  P 

Teeth grinding? Y  N  P  Sore tongue/lips?   Y  N  P 

Gum problems? Y  N  P  Hoarseness?    Y  N  P 

Dental cavities? Y  N  P  Jaw clicks?    Y  N  P 

 

Neck 

Lumps? Y  N  P  Swollen glands?   Y  N  P 

Goiter? Y  N  P  Pain or stiffness?   Y  N  P 
 

 

Respiratory 

Cough? Y  N  P  Sputum?    Y  N  P 

Spitting up blood? Y  N  P  Wheezing    Y  N  P 

 

Asthma? Y  N  P  Bronchitis?    Y  N  P 

Pneumonia? Y  N  P  Pleurisy?    Y  N  P 

Y=a condition you have now        N=Never had        P=Significant problem in the past 
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Emphysema? Y  N  P  Difficulty breathing?   Y  N  P 

Pain on breathing? Y  N  P  Shortness of breath?   Y  N  P 

Shortness of breath at night? Y  N  P  Shortness of breath lying down? Y  N  P 

Tuberculosis? Y  N  P 

 

 

 

 

Cardiovascular 

Heart disease? Y  N  P  Angina?    Y  N  P 

High/Low Blood Pressure? Y  N  P  Murmurs?    Y  N  P 

Blood clots? Y  N  P  Fainting?    Y  N  P 

Phlebitis? Y  N  P  Palpitations/Fluttering?  Y  N  P 

Rheumatic Fever? Y  N  P  Chest pain?    Y  N  P 

Swelling in ankles? Y  N  P 

Gastrointestinal 

Trouble swallowing? Y  N  P  Heartburn?    Y  N  P 

Change in thirst? Y  N  P  Abdominal pain or cramps?  Y  N  P 

Change in appetite? Y  N  P       Belching or passing gas?  Y  N  P 

Nausea/vomiting Y  N  P        Constipation?    Y  N  P 

Ulcer? Y  N  P         Diarrhea?    Y  N  P 

Jaundice (yellow skin)? Y  N  P         Bowel Movements: How often?    

Gall Bladder disease? Y  N  P           Is this a change?  Y  N       

Liver Disease? Y  N  P         Black stools?                        Y  N  P 

Hemorrhoids? Y  N  P         Blood in stool?            Y  N  P 
 

Urinary  

Pain on urination? Y  N  P  Increased frequency?   Y  N  P 

Frequency at night? Y  N  P  Inability to hold urine?  Y  N  P 

Frequent infections? Y  N  P  Kidney stones?   Y  N  P 

Musculoskeletal 

Joint pain or stiffness? Y  N  P  Arthritis?    Y  N  P 

Broken bones? Y  N  P  Weakness?    Y  N  P 

Muscle spasms or cramps? Y  N  P  Sciatica?    Y  N  P 

 

Blood / Peripheral Vascular 

Easy bleeding or bruising? Y  N  P  Anemia?    Y  N  P 

Deep leg pain? Y  N  P  Cold hands/feet?   Y  N  P 

Varicose veins? Y  N  P  Thrombophlebitis?   Y  N  P 

Y=a condition you have now        N=Never had        P=Significant problem in the past 
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Male Reproduction 

Hernias? Y  N  P  Testicular masses?   Y  N  P 

Testicular pain? Y  N  P  Prostate disease?   Y  N  P 

Venereal disease? Y  N  P  Discharge or sores?   Y  N  P 

Are you sexually active? Y  N    Chlamydia?    Y  N  P 

Sexual orientation:                 Gonorrhea?    Y  N  P 

Impotence? Y  N  P  Genital warts?    Y  N  P 

Premature ejaculation? Y  N  P  Herpes?    Y  N  P 

Birth control?  Type?                Syphilis?    Y  N  P 

 

Female Reproduction / Breasts 

Age of first menses?      Date of last annual exam/ PAP    

Age of last menses? (if menopausal)                   Are cycles regular?                     Y  N  

Length of cycle?              days   Bleeding between cycles?           Y  N  P 

Duration of menses?      days  Pain during intercourse?      Y  N  P 

Painful menses? Y  N  P  Clotting?    Y  N  P 

Heavy or excessive flow? Y  N  P  Discharge?    Y  N  P 

PMS? Y  N  P  Birth control?    Y  N  P 

If yes, what are your symptoms?   What type?    

              Number of pregnancies:    

               Number of live births:    

Endometriosis? Y  N  P  Number of miscarriages:    

Ovarian cysts? Y  N  P  Number of abortions:    

Difficulty conceiving? Y  N  P  Menopausal symptoms?   Y  N  P 

Cervical Dysplasia? Y  N  P  Abnormal PAP?   Y  N  P 

Sexual difficulties? Y  N  P  Chlamydia?    Y  N  P 

Gonorrhea? Y  N  P  Genital warts?    Y  N  P 

Herpes? Y  N  P  Syphilis?    Y  N  P 

Are you sexually active? Y  N   Sexual orientation:    

Do you do breast self exams? Y  N  P Breast lumps?    Y  N  P 

Breast pain/tenderness? Y  N  P  Nipple discharge?   Y  N  P 

 

 

 

 

 

 

Y=a condition you have now        N=Never had        P=Significant problem in the past 
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Please use this space (and/or the back of the sheet or an additional sheet) to add any other information about 

yourself that you think will be of help to us? 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Done. 

 

Thank you for your time and effort. We look forward to working with you. 
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Prices and Payment Policies 
Please sign and return last page 

 

We are committed to providing quality care at reasonable prices, and for your experience with us to be 

excellent.  Therefore we want you to be fully informed about our prices and payment policies. 

 

All charges incurred at our office are your responsibility.  In order to provide you with the best care, 

we do not accept insurance coverage for our goods and services.  This means full payment for all charges is 

required at the time of service. 

 

Phone appointments for non-local patients: 
We offer phone consultations for our non-local patients.  Please be aware that our doctors are legally 

prevented from acting as doctors, and function as consultants, in phone consultations.  Health insurance will 

not reimburse phone consultations.   

 

Phone appointments are charged as follows: 

New patient visit (60 minutes) $150 
Return patient visit (30 minute) $75 
Acute &/or Brief visit (15 minute) $40 

Extended visits (per 15 minutes / 30 minutes) $40/$75 
Late cancellation (less than 24 hours notice) 

 New patient visit            $40 

 Return patient visit           $20 

Missed appointment (without notice) 

 New patient visit           $75 

 Return patient visit           $40 

 

Phone consultations do not include natural medicines or lab tests 
 

In person appointments are charged as follows: 

New patient visit (90 minutes) $225 
Return patient visit (45 minute) $110 
Acute &/or Brief visit (20 minute) $50 

Extended visits (per 15 minutes / 30 minutes) $40/$75 
Late cancellation (less than 24 hours notice) 

 New patient visit            $55 

 Return patient visit           $28 

Missed appointment (without notice) 

 New patient visit           $110 
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 Return patient visit           $55 

 

Office visit fees do not include natural medicines or lab tests 
 

Email 
 We provide e-mail consultation to established patients for clarification of on-going treatment that 

requires 5 minutes or less of the doctors time free of charge.  E-mail requiring more than 5 minutes is charged 

at the above rates based on the amount of time used for the e-mail. 

 

Scheduling 
We will give you a reminder call 24 hours prior to your appointment. 

 

Cancelled and missed appointment charges 
 Due to the significant time set aside in the doctorôs schedule for you, we require 24 hours notice to 

cancel or reschedule visits, or you will be billed.  There is no charge for visits cancelled with more than 24 

hours notice.  Exceptions are considered for reasonable emergencies. 

 

Pharmacy 
All pharmacy items must be paid for at the time of purchase.  Refunds or exchanges are given on 

unopened items in re-saleable condition if returned within 30 days.  No refunds or exchanges will be given for 

opened items or after 30 days. 

 

Mailing items   
We are happy to mail you items, with a handling fee of $5.00 plus postage. 

 

Insurance reimbursement 
If you wish to submit a request for reimbursement from your health insurance for the services you 

have received at our clinic, please ask your doctor for a óSuperbillô during your visit.  These can also be 

provided for you at a later date at a charge of $5.00 each. 

 

Methods of payment 
We accept payment by cash, Mastercard, or Visa. 

 

 

 

We thank you for your understanding and courtesy in promptly paying for goods and services 

received.  It is a pleasure to do business with you. 
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Prices & Payments Policies Acknowledgement 
Please sign & return 

 

 

 

By signing below I, _________________________  acknowledge that I have read and 

understand Aspire Natural Healthôs Prices and Payment policy and agree to abide by the 

prices and policies as stated. 

 

___________________________________  _________________ 

Signature        Date 
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Informed Consent for Phone Consultation 
Please sign & return 

 

I ___________________________________ hereby acknowledge that I am accepting treatment from Dr. Tim 

Gerstmar, a Naturopathic Doctor at Aspire Natural Health.  

 

1. Dr. Gerstmar is licensed by the state of Washington as a primary care physician (PCP). Dr. Gerstmar does NOT 

have licensure in any other state or jurisdiction to practice as a licensed physician.  

 

2. I understand that there are differences between the care provided by Naturopathic Doctors (NDs) and by 

Medical Doctors (MDs).  

 

3. I understand that consulting with a Naturopathic Doctor does NOT mean that I should discontinue appropriate 

standard medical care.  

 

4. I also understand that, as with standard medical treatment, there is no guarantee that this treatment will offer 

complete resolution to any or all conditions that I may have.  

 

I understand that due to the nature of phone consultation that Dr. Gerstmar will be acting solely in a consultant 

role, and will not be able to function as a licensed physician. He will be unable to perform physical exams, 

diagnose conditions, and may be unable to make prescriptions or order lab tests.  

At this time it is my decision to pursue Naturopathic treatment for my health conditions. I hereby affirm that I 

consent and agree to the above statements of my own free will and request to engage the services of the 

Naturopathic Doctors at Aspire Natural Health and to participate in a professional relationship with them pursuant 

to the statements herein.  

_______________________________   _______________________________  
Signature      Relationship to client  

If signed by someone other than client  

_______________________________  
Date  

_______________________________  _______________________________  
Physician/Witness     Date 

 

 

 
 

 

 

 

 

 



 

 

 
 

 

425-202-7849 Page 21 of 27  www.aspirenaturalhealth.com 

Notice of Privacy Practices 
  Please keep for your records 

 

 

We respect your privacy and understand that your medical information is personal and sensitive.  We are 

required by the 1996 Health Insurance Portability and Accountability Act (HIPAA) to make sure that medical 

information that identifies you is kept private. This Notice of Privacy Practices describes how we may use or 

disclose your protected health information at our clinic. We are required to give you this notice of our legal 

duties and abide by the terms of this notice; however, we may change our notice at any time. Please note that 

any new notice adopted will be effective for all protected health information maintained at the time of 

change. You will not be notified individually if a change is made to our notice, however, upon request, we 

will provide you with a copy of our current notice. You may always obtain a copy of our current notice by any 

of the following means:  

 

1. Accessing our website at www.aspirenaturalhealth.com 

2. Contacting our office by mail or by phone at the listed address and phone number 

3. Asking for a copy at the time of your next visit. 

 

As required by HIPAA, we have prepared this explanation of how we are required to maintain the privacy of 

your health information and how we may use and disclose your health information. We may use and disclose 

your medical records only for the following purposes: treatment, payment and health care operations. 

¶ Treatment means providing, coordinating, or managing health care and related services by one or 

more health care providers. An example of this would include sharing information obtained by another 

healthcare practitioner used to help decide what care may be right for you. 

¶ Payment means such activities as obtaining reimbursement for services, confirming coverage, billing 

or collection activities, and utilization review. An example of this would be sending a bill for your 

visit to your insurance company for payment which may include your diagnoses, procedures 

performed or recommended care. 

¶ Health care operations include the business aspects of running our practice, such as conducting 

quality assessment and improvement activities, employee reviews, auditing functions, licensing, cost-

management analysis, marketing and fundraising activities and customer service. An example would 

be an internal quality assessment review.   

 

We may also create and distribute de-identified health information by removing all references to individually 

identifiable information. We may contact you to provide appointment reminders or information about 

treatment alternatives or other health-related benefits and services that may be of interest to you. We may also 

use and disclose your protected health information for other marketing activities. For example, your name and 

address may be used to send you a newsletter about our clinic and the services we offer. We may also send 

you information about products or services that we believe may be beneficial to you.   
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Your Health Information Rights  

You have the following rights with respect to your protected health information, which you can exercise by 

presenting a written request to the Privacy Officer: 

 

¶ The right to request and receive from us a paper copy of our most current Notice of Privacy Practices. 

¶ The right to ask us to restrict uses and disclosures of your protected health information.  You must 

deliver this request in writing to us.  We are not required to agree to those restrictions, but will review 

your request and inform you of any action taken. We cannot agree to restrictions on uses or disclosures 

that are legally required, or which are necessary to administer our business. 

¶ The right to reasonable requests to receive confidential communications of protected health 

information from us by alternative means or at alternative locations. 

¶ The right to inspect and copy your protected health information.  You must make this request in 

writing to the Office Manager.  We may charge you a fee for the cost of copying, mailing and supplies 

that are necessary to fulfill your request.  We may deny your request in certain limited circumstances 

in which case you may have another health care provider of the same specialty review your recordsð

except in certain circumstances.   

¶ The right to amend your protected health information. 

¶ The right to receive an accounting of disclosures of protected health information.  You must make this 

request in writing to the Office Manager and may receive this information without charge once every 

12 months.  We will notify you of the cost involved if you request this information more than once in 

a 12 month period. 

¶ The right to cancel prior authorizations to use or disclose health information.  You must make this 

request in writing to the Office Manager.  Your revocation does not affect information that has already 

been released nor any action taken before we received your revocation.   

 

Our Responsibilities 

 

We are required by law to: 

¶ Keep your protected health information private 

¶ Provide you with this notice of our legal duties and privacy practices 

¶ Abide by the terms of the Notice of Privacy Practices  

 

We reserve the right to change the terms of our Notice of Privacy Practices and to make the new notice 

provisions effective for all protected health information that we maintain. We will post and you may request a 

written copy of a revised Notice of Privacy Practices from this office. 
 

Other Uses and Disclosures of Your Protected Health Information 

To Others Involved in Your Healthcare: Unless you object, we may disclose your protected health 

information to a member of your family, a relative, a close friend or any other person you identify, to the 

extent the information directly relates to that personôs involvement in your health care. We may use or 
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disclose your protected health information to an authorized public or private entity to assist in disaster relief 

efforts and to coordinate uses and disclosures to family or other individuals involved in your health care.  

In Emergencies: We may use or disclose your protected health information in an emergency treatment 

situation. If this happens, your physician shall try to obtain your consent as soon as reasonably possible after 

the delivery of treatment. If your physician or another physician in the practice must treat you and the 

physician has attempted to obtain your consent but is unable to obtain your consent, he or she may still use or 

disclose your protected health information to treat you.  

Legally Permitted/No Opportunity to Object:  We may use or disclose your protected health information in 

the following situations without your consent or authorization: 

¶ When Required By Law:  We may use or disclose your protected health information to the extent 

that the use or disclosure is required by law. The use or disclosure will be made in compliance with the 

applicable law(s) and will be limited to the relevant requirements of the law. You will be notified of 

any such uses or disclosures only if required by law.  

¶ For Public Health: We may disclose your protected health information for public health activities and 

purposes to a public health authority that is permitted by law to collect or receive the information. The 

disclosure will be made for the purpose of controlling disease, injury or disability. We may also 

disclose your protected health information, if directed by the public health authority, to a foreign 

government agency that is collaborating with the public health authority. We may also disclose your 

protected health information, if authorized by law, to a person who may have been exposed to a 

communicable disease or may otherwise be at risk of contracting or spreading the disease or condition.  

¶ For Health Oversight/Compliance Monitoring:  We may disclose protected health information to a 

health oversight agency for activities authorized by law, such as audits, investigations, and 

inspections. Oversight agencies seeking this information include government agencies that oversee the 

health care system, government benefit programs, other government regulatory programs and civil 

rights laws.  

¶ Abuse or Neglect: We may disclose your protected health information to a public health authority that 

is authorized by law to receive reports of child abuse or neglect. In addition, if we believe that you 

have been a victim of abuse, neglect or domestic violence, we may disclose your protected health 

information to the governmental entity or agency authorized to receive such information. In this case, 

the disclosure will be made consistent with the requirements of applicable federal and state laws.  

¶ To the FDA: We may disclose your protected health information to a person or company required by 

the Food and Drug Administration to report adverse events, product defects or problems, biologic 

product deviations, track products; to enable product recalls; to make repairs or replacements, or to 

conduct post marketing surveillance, as required.  

¶ Legal Proceedings: We may disclose protected health information in the course of any judicial or 

administrative proceeding, in response to an order of a court or administrative tribunal, in certain 

conditions in response to a subpoena, discovery request or other lawful process. 
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¶ Law Enforcement: We may disclose protected health information for law enforcement purposes, so 

long as applicable legal requirements are met. Such purposes generally include: 1) those required by 

law; 2) limited information requests for identification and location purposes; 3) those pertaining to 

victims of a crime; 4) suspicion that death has occurred as a result of criminal conduct; 5) those where 

a crime occurs on the premises of the practice; and 6) medical emergencies where it is likely that a 

crime has occurred. 

¶ Research: We may disclose your protected health information to researchers when an institutional 

review board has approved their research. The institutional review board will have reviewed the 

research proposal and established protocols to ensure the privacy of your protected health information.  

¶ Military Activity and National Security:  When the appropriate conditions apply, we may use or 

disclose protected health information of individuals who are Armed Forces personnel to authorized 

authorities; such as for determinations of your eligibility for benefits. We may also disclose your 

protected health information to authorized federal officials for conducting national security and 

intelligence activities, including for the provision of protective services to the President, foreign heads 

of state or others legally authorized. 

¶ Workersô Compensation: We may disclose your protected health information to comply with 

workersô compensation laws and other similar legally established programs.  

¶ Coroners, Funeral Directors, and Organ Donation: We may disclose your medical information to a 

coroner, medical examiner or funeral director, if necessary, for them to carry out their duties should 

you die. 

¶ Correctional Institutions:  If you are in jail or prison, we may disclose your information as necessary 

for your health and the health and safety of others.   

 

Specially-Protected Information 

Special laws may restrict the use and disclosure of medical information related to mental health conditions, 

substance abuse, sexually transmitted diseases and HIV/AIDS. For example, we generally do not disclose 

specially protected information in response to a subpoena or other compulsory process unless: 1) you provide 

written authorization; or 2) a court orders the disclosure and mandates the necessary safeguards to protect the 

information after it is released.  
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To Ask for Help or Make a Complaint 

 

If you have questions about this notice, want more information, want to request forms for submitting written 

requests, or want to report a problem about the handling of your protected health information, you may 

contact: 

Aspire Natural Health 

16455 NE 85
th
 St. Suite 102 

 Redmond, WA 98052 

(425) 202-7849 

 

If you feel that your privacy protections have been violated, you have the right to file written complaint with 

our office, or with the Department of Health & Human Services, Office of Civil Rights, about violations of 

the provisions of this notice or the policies and procedures of our office. We respect your right to file a 

complaint and will not retaliate against you for doing so. 

 

 

For more information about HIPAA or to file a complaint: 

The U.S. Department of Health & Human Services 

Office of Civil Rights 

200 Independence Avenue, S.W. 

Washington, D.C. 20201 

(202) 619-0257 

Toll Free: 1-877-696-6775 
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Acknowledgement of Receipt of Privacy Practices 
Please sign & return 

 
 
Aspire Natural Health keeps a record of the health care services we provide you.  You may ask to see and 
copy that record.  You may also ask to have corrections made to that record.  We will not disclose your 
record to others unless you direct us to do so or unless the law authorizes or compels us to do so.  This 
document is to be signed by a person legally responsible for the patient's medical decisions relative to the 
treatment situation. 
 
 
I ___________________________________ hereby acknowledge that Aspire Natural Health has provided me 
with a copy of its Notice of Privacy Practices  that describes how medical information about me may be used 
and disclosed, and how I can access this information.  I understand that if I have questions of complaints I 
may contact: 
 

Tim Gerstmar, ND  (425) 202-7849 
 
I also understand that I am entitled to receive updates upon request if Aspire Natural Health amends or 
changes its Notice of Privacy Practices in a material way. 
 
 
_______________________________ _______________________________ 
Signature     Relationship to patient 
      If signed by someone other than patient 
_______________________________ 
Date 
 

THIS SECTION TO BE COMPLETED BY ASPIRE NATURAL HEALTH IF UNABLE TO OBTAIN WRITTEN 
ACKNOWLEDGMENT FROM PATIENT. 

  
I have made a good faith effort to obtain a written acknowledgment 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):  _________________________________________ 
 
 
_______________________________ _______________________________ 
Signature and Title of Personnel  Date 
 


