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NATURAL FAMILY HEALTH





 Naturopathic Paediatric Intake Form
Dear New Patient,
It is a pleasure to welcome you to our family of happy and healthy patients.  Please let us know if there is any way we can make you and your family feel more comfortable.  To help us serve you better, please complete the following information.  We look forward to working with you to build better health for your family.

Patient name: _____________________________________ Date:____________________________________

Address:_____________________________________________________  Postal Code: __________________

Home Phone:  _______________________________ Cell:  __________________________________________

Date of Birth: _____________________________  Sex:  M/F   Weight: ____________ 
Parent’s Email Address: _________________________________________

Do you consent to having our monthly newsletter sent to you? Yes___    No___

If patient is a child, please indicate the following where applicable:
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Parent’s Name
                                                     Age            Marital Status

If child’s parents do not live together, which parent does the child live with?


How did you hear about the office?













Name and phone number of family doctor/Pediatrition:



Main reason for your visit:





Has your child suffered from any of the following in the past six months?
__Ear Infections
__Tonsillitis
__Asthma/ Allergies

__Colic
__Dizzy/Clumsy
__Scoliosis

__Digestive problems

__Bed Wetting

__Seizures

__ADHD

__Learning Difficulties

__Chronic Colds

__Recurring fevers

__Temper Tantrums

__Skin Concerns
__Sleeping Difficulties

__Headaches

__Growing Pains

__Other ___________
Have you seen health practitioners for these concerns? Please state what type of health practitioner(s) and the treatment(s) prescribed:



Is your child allergic to any medicines or other substances? If so, please indicate:




Has your child ever had any kind of surgery or been hospitalized? If so, please indicate when and for what reason:

Number of doses of antibiotics your child has taken in past 6 months: ________ in lifetime:  _______
Number of doses of prescription medications your child has taken in past 6 month’s ____________

Lifetime: __________  
List: _________________________________________________________________________________________
Vaccination History:  _________________________________________________________________________

Family History of Disease/Illness:  ______________________________________________________________
List of current supplements:___________________________________________________________________
Please provide a brief explanation of home life:





Prenatal History For Mother:
Name of Midwife or Obstetrician:  ____________________________________________________________

Did you have any complications during your pregnancy: Y/N Explain: __________________________

Were you given antibiotics during/after delivery? Y/N

Did you have ultrasounds during pregnancy:  Y/N  Number:  ___________________________________
Did you smoke or consume alcohol during your pregnancy: Y/N
Were any of the following interventions used in your delivery (circle)?   

Forceps Vacuum   Extraction   Induced   Epidural   C-section    Other: __________________________
Were there any complications during your delivery? Y/N  Explain: ______________________________

Birth Weight: _____________ Birth Length: ____________ APGAR at birth: _______  at 5minutes_______

Feeding History:  

Was your or is your child breastfed? Y/N  For how long?  ________________________________________________

Was your or is your child formula fed? Y/N  For how long?____________________  Type:  ____________________

When did you first introduce solids?  _____ Mos.  When did you introduce cow’s milk? ______ Mos.
Does your child have any food or juice allergies/intolerances?  ______________________________


Explain:______________________________________________________________________________________
Has your child ever had surgery or been seen on an emergency basis? ________________________

Menarche: Y/N  Age: ________________

Is there any information, not included on this form, which you would like to discuss? Please explain.




We are here to serve you and encourage you to ask questions.  Your participation in your family’s care is vital and will help determine your child’s results.  

Authorization for care of a minor:

I, _______________(please print name of parent/guardian), hereby authorize this office and it’s doctors to administer care to my son/daughter as they deem necessary.  I clearly understand and agree that I am personally responsible for payment of all fees charged by this office.

Signed: ___________________________  Witnessed: _________________________ Date: ___________
Doctor of Naturopathic Medicine

FEE SCHEDULE

Adult Naturopathic Care

Initial Intake (75mins): $180.00

60 minute visit: $140.00

45 minute visit: $105.00

30 minute visit: $85.00

15 minute visit / phone consult: $55.00

Child (UNDER 16) / Student / Senior Naturopathic Care

Initial Intake (75mins): $150.00

60 minute visit: $125.00

45 minute visit: $95.00

30 minute visit: $75.00

15 minute visit / phone consult: $45.00
Fees for naturopathic services are due when services are rendered.  

Payment may be made by cash, cheque, Visa, MasterCard or debit.  Please ensure that you have the appropriate method of payment available when you visit the clinic. 

There will be a $20 fee for NSF cheques.

Please give a minimum of 24 hours notice for cancellation of appointments, or you may be charged for 100% of the missed appointment fee.  The amount of time scheduled for each naturopathic visit is significant, and abrupt cancellations make it difficult to run an efficient clinic.  Certainly there are unforeseen events which may arise and these will be respectfully understood.

It is of utmost importance to remain on time for all scheduled appointments, out of respect and convenience for all patients of the clinic. Please note that if you arrive late for your appointment, there will be an attempt to accommodate you as much as possible, however only the balance of time that was booked may be available to you.

I have read and understand the naturopathic fee schedule and agree to its conditions.

Signature of Patient or Guardian:  ___________________________

Name (Please Print):  ___________________________
Kristin Heins, N.D.
Doctor of Naturopathic Medicine

INFORMED CONSENT TO NATUROPATHIC TREATMENT

Naturopathic medicine is a form of primary health care which focuses on the diagnosis, treatment and prevention of disease. Naturopathic therapies are based on the following principles:  

1. First, do no harm.  This means offering health care with the least risk for all patients.

2. Co-operate with the healing powers of nature.  The human body has an amazing capacity for self-healing.  Naturopathic doctors have a deep respect for this ability, with the goal being to augment this ability using gentle therapies.

3. Treat the cause.  Many conventional therapies focus on treating the symptoms of certain diseases.  Naturopathic medicine focuses on the cause, such that if the cause is successfully treated, the symptoms may be permanently removed.

4. Doctor as teacher.  The goal is to educate patients, such that they have a solid understanding of the disease process, and are empowered to take control of their health and get well.

5. Treat the whole person.  This means that naturopathic doctors take the whole person into account when developing a treatment protocol.  Each person is unique and the factors contributing to their health concerns are therefore unique as well.  This includes emotional, spiritual and physical aspects of each individual.

6. Preventative medicine.  Naturopathic medicine incorporates prevention into all aspect of treatment.  Teaching patients about a healthy lifestyle and self-responsibility in preventing disease is a cornerstone of this form of health care.

The following therapies utilized within the scope of naturopathic medicine include:

· Clinical Nutrition and Supplementation

· Botanical (Herbal) Medicine

· Homeopathy

· Acupuncture and Traditional Chinese Medicine 

· Spinal and Soft Tissue Manipulation*

· Hydrotherapy

· Lifestyle Counselling

*Please note that Kristin Heins, Doctor of Naturopathic Medicine, does not perform Spinal Manipulations within her practice but will assess the health of the spine and provide patients reference to Chiropractic Doctors where she feels applicable.

As a patient of this naturopathic clinic, I recognize that even the gentlest forms of treatment potentially have their complications.  Although rare, these complications may arise in certain physiological conditions, as well as in very young children, the elderly, pregnant women, or individuals on multiple medications.  These complications may include, but are not limited to:  exacerbation of present symptoms, allergic reactions to naturopathic prescriptions, interactions with prescription medications, pain, fainting, bruising, muscle strains and sprains.  

I am willing to provide Kristin Heins, Naturopathic Doctor, with all information relevant to my health.  I understand that this information will be used only for the purposes of my naturopathic treatment, in order for Kristin Heins to fully understand my symptoms, my health history, and my health goals.  I will provide this information voluntarily with the purpose of obtaining naturopathic care.  I also understand that this information will remain completely confidential, unless I have given my explicit written consent for disclosure.  I acknowledge that my name, address, phone number and email address will also be used for billing purposes and to book and confirm appointments.

I do hereby acknowledge that I have been informed of and understand the recommended naturopathic procedures, and I am aware that I have the choice to accept or reject this naturopathic care of my own free will, at any time during treatment.  I further acknowledge and confirm that I have been informed of and understand the naturopathic procedures with respect to the financial costs, expected benefits, potential risks and side effects. I have also been informed of the likely consequences of not following the recommended naturopathic procedures, as well as alternative course(s) of action available to me.  I further understand that naturopathic medicine, like other forms of medicine, does have limitations as a healing agent.

I confirm that I have been informed of and understand the naturopathic procedures with respect to financial costs, expected benefits, potential risks, and side effects.

Date: ______________________

Patient’s Name: _________________________________

Patient’s Signature: _______________________________
Kristin Heins, N.D.: ___________________________ 
Development History:
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