
Are you ready for a new way to look at your health and your life? Are you ready for a refreshing paradigm that treats 

you and does not simply aim to change your symptoms? Well then welcome to Ancient Traditions Natural Medi-

cine, LLC, a medical practice incorporating Naturopathic medicine, Classical Chinese medicine and Acupuncture. 

Naturopathic medicine is based on a philosophy that incorporates six vital concepts.

1.) The Healing Power of  Nature  2.) First Do No Harm

3.) Identify and Treat the Cause   4.) Doctor as Teacher

5.) Prevention    6.) Treat the Whole Person

I am trained in multiple disciplines. As a Naturopathic physician, I incorporate a multitude of  disciplines including 

-

therapy, physical medicine and stress management.  As a Classical Chinese medicine practitioner and 5-Elements 

Acupuncture practitioner, I have been trained in an ancient form of  medicine that utilizes acupuncture, moxibus-

tion, Chinese herbs and medical Qi Gong.  These many tools are added to my nineteen years of  experience in deep 

tissue massage, injury rehabilitation and pain management along with my many years of  dedication to my own 

healing.

Working from a different paradigm of  health than many other physicians, I believe that optimal health is not simply 

the absence of  disease but is instead the experience of  thriving in life on numerous levels. These forms of  healing 

takes time and dedication. I would be honored to work with you in your pursuit of  health and wellness.

An initial visit lasts approximately 60 minutes. Follow-up visits will vary in length, depending on the complexity 

of  the issues.  Because I am a practitioner of  many healing arts, I include many modalities in my assessment and 

treatments.

Attached is a copy of  my Fee Schedule with this letter.   In New Hampshire, a bill to cover Naturopathic medicine 

insurance plans, I am willing to bill some insurance companies with pre-approval. Please check with your policy 

regarding requirements, as you are ultimately responsible for reimbursement.

I thank you for your interest in health and wellness and look forward to working with you. 

Yours in Health, 

Dr. Angela

Dr. Angela P. Lambert, ND, MSOM, L.Ac 

Naturopathic Physician 

Masters of  Science in Oriental Medicine 

Licensed Acupuncturist



to provide you with the best possible care, I ask you to complete the entire form.  Please provide me with 

all possible information regarding your health so that we may form a successful and long-term working 

relationship. 

Thank you and I look forward to working with you.

Dr. Angela P. Lambert, ND, L.Ac.

Basic Information

Name:          Date: 

Address: 

City:     State:      Zip Code: 

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

Age:      Date of  Birth:     E-mail: 

Education: 

Married:                 Separated:                Divorced:                Widowed:  Single:                              Partnership:  

Live Alone:  Spouse:                                Partner:                  Parents:  Children:                                  Friends:                 

Occupation: 

Employer: 

Work Address: 

Have you ever seen a Naturopathic Physician or Acupuncturist before?  Yes  No 

Which one? 

Describe your experience: 

What type of  services are you interested in today? 

How did you hear about my practice? 

Has any other family member been seen at my practice? 

Next of  Kin or other to reach in case of  emergency: 

Relationship:          Phone:

Address: 



Accident Information

Date & Time of  Accident: 

Road Conditions: 

You were the:     Driver     Passenger in Front            Passenger in Rear 

Describe what happened: 

Did you receive medical care after the accident? :     Yes         No

What kind of  care: 



 

Have your injuries prevented you from working or participating in normal activities? Please describe:  

Insurance Information:

Name of  Driver:

Insurance Company: 

Insurance Claims Adjustor: 

Insurance Company Address & Phone Number: 

Claim Number: 



Informed Consent and Request for Naturopathic Medical Care, Classical Chinese 

Medicine Treatment and Acupuncture

help me become better informed so that I may make the decision to give, or withhold,  my consent as to whether or not to un-

I,        , hereby request and consent to examination and treatment with 

licensed doctors of  naturopathic medicine or licensed acupuncturists or licensed massage therapists serving as backup for her, 

I understand that a Naturopathic evaluation and treatment may include, but are not limited to:

urine, stool and saliva)

-

sociated with pregnancy), muscle energy technique and cranio-sacral therapy)

vitamin injections)

Substances may be given in the forms of  teas, pills, creams, powders, tinctures which may contain alcohol, suppositories, 

tropical creams, pastes, plasters, washes or other forms 

-

opathic Physicians)

-

ation and treatment may include, but are not limited to:

vacuum created by heat)



Potential risks: Pain, discomfort, blistering, minor bruising, discoloration, infections, burns, itching; loss of  consciousness 

and deep tissue injury from needle insertions, topical procedures, heat or frictional therapies, hydrotherapies; allergic reaction 

to prescribed herbs, supplements, prescription medications; soft tissue or bony injury from physical manipulations; aggravation 

 Restoration of  the body’s maximal and optimal functioning capacity, relief  of  pain and other symptoms 

-

-

-

explain all of  the risks and complications, and I wish to rely on the provider to exercise all judgment during the course of  the 

-

-

-

tion and any future conditions for which I seek treatment

     

Printed Name of  Patient            Signature of  Patient

Date Signed    



Fee Schedule

 

(15 Minutes) 

                 

You will be billed for phone consultations and e-mail correspondence, except those regarding questions about prescribed treat-

Cancellation policy: Any appointments cancelled with less than 24 hours notice will be subject to a $60.00 cancella-

tion fee.

I have reviewed the above fees and understand that I am responsible for payment at the time of  service, unless previously 

In addition, I understand that lab work may or may not be covered by my insurance plan and that I am responsible for pay-

Signed:           Date: 



Notice of  Privacy Practices

Ancient Traditions Natural Medicine, LLC

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DIS-

CLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFUL-

LY.

The Health Insurance Portability & Accountability Act of  1996 (HIPPA) is a federal program that requires that all 

rights to understand and control how your health information is used.  HIPPA provides penalties for covered enti-

ties that misuse personal health information.

As required by HIPPA, 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 each of  the following purposes: treatment, payment and 

health care options.

care providers.  An example of  this would include a physical examination.

-

tion activities, and utilization review.  An example of  this would be sending a bill for your visit to your insurance 

company for payment.

-

sessment and improvement activities, auditing functions, cost-management analysis, and customer service.  An 

example would be an internal quality assessment review.

-

We may contact you to provide appointment reminders or information about treatment alternatives or other health-

 

Signature             Date Signed

Printed Name             Relationship to Patient



E-Mail Authorization and Consent Agreement Between 

Ancient Traditions Natural Medicine, LLC Clinician and Patient

                   

I have been advised that:

 is extremely important to include my name on each and every e-mail sent to Ancient Traditions Natural Medicine,   

 Since e-mail may not be monitored while my clinician is away on business or on vacation, I will follow-up by tele  

I have been provided with information about the use of  Internet e-mail to communicate matters pertaining to my health and 

I have been provided with information about the use of  Internet e-mail communications between my health provider, includ-

I designate that all e-mail correspondence coming from me or to me should be sent to the following Internet e-mail address:

E-mail address:

Signature:         Date:

Name:          DOB:

Printed Name of  Clinician:

Signature of  Clinician:


