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Patient History Form

Present Date:                                                       Name:
Email:                                                                  Date of Birth: 
Address:
Phone #:  Home: (       )
                  Work: (       )                     Cell: (      )
Age:

Sex: M / F
Height:

    Weight: 

Blood type:
Marital status:






No. of children:
Referred by:

General Practitioner:

Other Health Care providers:   
What is the date of your last physical exam?

Do you have any mercury fillings?
Chief Health Concerns (in order of importance): ___________________________________
Describe carefully any factors that you suspect may have played a role in their onset and perpetuation:

__________________________________________________________________________________
How stressful is your work or other aspects of your life? Rate it presently on a scale of 1-10: 

List the three most significant, stressful experiences in your life from the most recent to the most distant: 

What long-term goals and expectations do you have for working with me?
Not intended to diagnose, treat or cure any illness, this section is only to collect the data

Men only:

Date of last prostate exam: ______________________

Do you have a history of (Please circle/highlight if applicable):

Hernia/Testicular Mass
         Sexual Difficulty
Enlarged Prostate


Penile Discharge

         Genital sores

Urinary Difficulties

Women only:

Age of first menstrual period:  ___________      Date of last menstrual period: ______________
Length of cycle (ex: 28):   ______________        Days you menstruate:_________________
Bleeding between periods?    Y / N                          Is the cycle regular?    Y / N
Do you have a history of (Please circle/highlight if applicable): 
Cramps,                                                         Abnormal vaginal discharge,   
Excessive flow,                                             Pain during sexual activity                
Are you currently pregnant?   Y / N                            Number of pregnancies: ____________
Number of miscarriages/abortions   __________       Date of last PAP smear:  ____________

Do you perform regular self breast exams?    Y / N
Please circle/highlight if applicable:    Lumps          Tenderness            Discharge

Have you ever used birth control pill?  Y / N     For how long?_____   Any side effect? _______

Medications:

Current Medications and supplements (prescription, over-the-counter, vitamins, herbs, homeopathic, etc.) ___________________________________________________________________
List past prescription medications:                                                                                        .
How many times have you taken antibiotics in your life time? _          and last 2 years  ____       ?
Do you frequently use the following? (circle/highlight)
    Aspirin     Laxatives     Antacids     Diet pills     Birth control- pills/implants/injections

    Alcohol--- how much /day or week                                                                               .

    Tobacco--- form and amount / day                                                                                .

    Caffeine--- form and amount / day                                                                                .

    Recreational drugs--- what and how often__________________________________
Medical History: 
Not intended to diagnose, treat or cure any illness, this section is only to collect the data
Please indicate any serious conditions, illnesses or injuries, surgeries, and hospitalizations; along with approximate dates.

	Condition
	Date
	Condition
	Date

	Cancer/Leukemia
	
	Depression/Anxiety 
	

	High blood pressure
	
	Mental/Mood Disorder
	

	Childhood Illnesses (MMR, chicken pox, whooping cough)
	
	Stroke 
	

	Lung Disease (emphysema, Bronchitis, Pneumonia, Asthma)
	
	Kidney problems
(Stones, UTI)
	

	Chemical dependence (Drugs, alcohol)
	
	Anemia
	

	Thyroid problems
	
	Epilepsy 
	

	Diabetes 

(Type 1, Type 2, Hypoglycemia)
	
	STI, HIV
(Gonorrhea, Herpes, HPV, Warts, Syphilis)
	

	Multiple sclerosis
	
	Osteoporosis
	

	Digestive Disorders

(IBS, Crohn’s)
	
	Skin problems

(Eczema, psoriasis)
	

	Heart Disease
	
	Allergies
	

	Strep Throat
	
	Hepatitis
	

	Parasites
	
	PMS
	

	Pelvic Inflammatory Disease
	
	Prostatitis
	

	Arthritis

(Rheumatoid, Gout)
	
	Osteoarthritis
	

	Injuries:
	

	Surgeries:
	


Other:
Diet:
Do you have any food allergies or intolerances? _______________________________________
Do you have any dietary restrictions (religious, vegetarian/vegan, etc.)? ____________________
What foods do you crave? Do you have any reactions to these foods? ______________________
How many meals do you order/eat out per week? ____________________

How often do you eat the following?:

Dairy: __________ x day               Wheat: _________ x day             Eggs: __________ x week

Fish: ___________ x week             Seaweed : ________ x month
Sleep:
Do you have difficulty falling asleep?   Y/N
Do you have difficulty staying asleep?   Y/N
Do you feel refreshed on waking?   Y/N
Does it take you more than one hour to get going after waking?   Y/N
Family History:
Indicate if a close relative (parent, grandparent, sibling) has had any of the following

	Condition
	Who?
	Condition
	Who?

	Allergies
	
	Depression
	

	Asthma
	
	Other mental illness
	

	Heart disease
	
	Drug/alcohol abuse
	

	High blood pressure
	
	Kidney disease
	

	Cancer
	
	Other
	

	Diabetes
	
	Other
	


Environment:

Occupation: 

Hobbies:

Do you exercise regularly?      Y / N      What do you do and how often? 
Are you exposed to significant tobacco smoke (work, home, etc)? 

Y / N

Are you frequently exposed to animals (work, pets, etc.)?     
            Y / N

If you do not wish to receive electronic communications from us, please indicate here ________
INFORMED CONSENT

Naturopathy emphasizes the ability of the body to find the perfect balance and maintain itself.  ND assess the whole person, taking into consideration mental, physical, and spiritual aspects of the individual.  Gentle, non-invasive techniques are generally used in order to stimulate the body’s natural capacity to find homeostasis.

Various approaches may be used throughout the course of treatment such as lifestyle counseling, diet, botanical remedy, clinical nutrition (supplements), homeopathy, hydrotherapy, and physical assessment.

INDIVIDUAL DIETS AND NUTRITIONAL SUPPLEMENTS:

These are recommended not intended to treat any deficiencies, treat disease processes but to promote health.  The benefits may include increased energy levels, increased gastro-intestinal function, improved immunity, and general well-being.

BOTANICAL REMEDY:

This is a plant-based medicine that involves the use of herbal teas, tinctures, capsules, and other forms of herbal preparations to assist in the recovery general well being.

HOMEOPATHY:

This is a powerful tool that affects the physical and emotional level.  Homeopathy uses the Law of Similars – the use of tiny doses of the very thing that is causing symptoms in healthy people.  These minute doses of plant, animal, or mineral origins are used to encourage the body’s ability to heal itself.  

HYDROTHERAPY:

The use of hot and cold water showers or applications to improve circulation and stimulate the immune system.

LIFESTYLE COUNSELLING:

Identifying risk factors and making recommendations to help optimize one’s physical, mental, and emotional environments.

During your first visit, your ND will take a thorough case history and perform a physical assessment..

Even the gentlest therapies may cause complications in certain physiological conditions; this depends greatly on the individual and the extent of the illness.  Some therapies must be used with caution in certain diseases such as diabetes, heart, liver or kidney disease.

It is very important, therefore, that you inform your ND immediately of any disease process that you are suffering from as well as any medications (prescription or over-the-counter) that you are taking.  If you are pregnant, suspect that you are pregnant, or breast-feeding, advise your doctor immediately.

Health risks associated with Naturopathic Modality could aggraves of pre-existing symptoms during the process, and allergic reactions to the supplements or herbs.

____________      I understand that a record will be kept of the health services provided to me.

  Initials                 This record will be kept confidential and will not be released without my consent,

                              unless required by law.  I understand that I may look at my medical record at 

                              any time and can request a copy of it by paying the appropriate fee.

____________
    I understand that the ND will answer my questions to the best

   Initials                 of her ability.  I understand that the results are not guaranteed.  I do not 
                               expect the ND to be able to anticipate and explain all risks and complications.  With this knowledge, I voluntarily consent to diagnostic and therapeutic procedures mentioned above, except for (please list any exceptions): 

____________       I understand that fees and supplements are to be paid for at the time of the

    Initials                 consultation.

____________       I understand that a fee will be charged (missed appointment fee of 50% of the cost of      

    Initials                 the appointment) for any missed appointments or cancellations with less than 48 hours.

____________      I authorize my ND to share my medical information and a copy of my file with

Initials
all doctors or therapists with whom I have been referred for health care.  

   

       Not intended to diagnose, treat or cure any illness, this section is only to collect the data
As the patient, you are responsible for the total charges incurred for each visit.  We accept only cash or e-transfer.  If you have insurance coverage for Naturopathic Consultation, you are responsible for billing your own insurance company – we will provide you with all of the information necessary to send your claim for reimbursement.

Your ND may suggest supplements that can be purchased from our in-house dispensary, or pharmacies and health food stores in and around Montreal.  Most insurance companies do not cover the supplements that we prescribe and dispense.            

I have read and understand the above-stated policies and information.  I intend this consent form to cover the entire course of suggestion for my present condition.  I understand that I am free to withdraw my consent and to discontinue participation at any time.

PATIENT NAME (Please print): ________________________________________________

SIGNATURE OF PATIENT OR PARENT/GUARDIAN: ______________________________      

DATE: __________________________                              
Ce contrat a été rédigé en anglais avec l’assentiment des deux parties.
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