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Pa#ent name:   Date:    ___                                     

I understand that Ananta Health has taken precau2ons recommended by the College & 
Associa2ons of Acupuncturists of Alberta and Alberta Health Services (AHS) during the COVID-19 
Pandemic and Alberta’s Relaunch Strategy. This includes but is not limited to: physical distancing 
prac2ces, increased frequency of sani2za2on/disinfec2on of the clinic, health screening of staff, 
and appropriate u2liza2on of PPE.         (Ini2al) 

I understand the novel coronavirus causes the disease known as COVID-19. I understand the 
novel coronavirus virus has a long incuba2on period during which carriers of the virus may not 
show symptoms and s2ll be contagious. I consent to receiving in-person treatment at Ananta 
health with Dr. Rebecca Risk/Dr. Robin WiTner, TCMD, R.Ac., S.C. during this 2me. I am aware 
that applicable services can be con2nued through telemedicine, and I have the right to decline in 
person care if I am not comfortable receiving such care.           (Ini2al) 

I understand that AHS has asked individuals to maintain physical distancing of at least two metres 
(six feet) and it is not always possible to maintain this distance and receive in-person treatment. I 
am aware of this and consent to receiving in-person treatment.     ___ (Ini2al) 

I understand that my appointment may be cancelled with short no2ce if it is deemed unsafe for me 
to come in for an in-person appointment AND/OR new guidelines are released suspending in-
person appointments.         (Ini2al) 

I understand that if I cancel an appointment due to COVID-19 or suspected COVID-19 with less 
than 24 hours no2ce, that I will be charged the price of my appointment, but it will be held on file 
as credit for my next appointment.   ___ (Ini2al) 

I confirm that I if I display any symptoms of COVID-19 including cough, fever, shortness of breath, 
or runny nose that I will inform Ananta Health before entering the office          (Ini2al) 

I confirm that I if I travel, I will not aTend an appointment at Ananta Health for 14 days.    
____(Ini2al) 
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I confirm that I do not fall into the listed health categories, including: diabetes, cardiovascular 
disease, hypertension, lung diseases including moderate to severe asthma, 
immunocompromised, ac2ve malignancy, or over age 65.           (Ini2al) 

OR 

I fall into the above category (  )  and I understand risks, and I 
agree to proceed with in person treatment.       (Ini2al) 

I verify the informa2on I have provided on this form is truthful and accurate. I knowingly 
and willingly consent to receiving treatment at Ananta Health during the COVID-19 
pandemic. 

 
SIGNATURE OF PATIENT 

Printed Name  Date   

 
SIGNATURE OF ANANTA HEALTH STAFF 

Printed Name   Date   

SIGNATURE OF NATUROPATHIC DOCTOR 

**Disclaimer: Due to the rapidly changing situa5on, guidelines are constantly evolving. The staff at Ananta Health 
remains up to date and informed. Any new guidelines put out by local authori5es prevails.  


