Dr. JANICE DAVIE, ND


NATUROPATHIC APPOINTMENTS
New Patient Visits:

· If you have not already filled out a New Patient Form please arrive 20 minutes earlier than your scheduled time in order to fill out the necessary paperwork.  

· Please come prepared with a listing of all current medications, vitamins or supplements and if possible bring the original containers. 

· If you have any recent blood-work, x-ray or any other medical documents please bring these to your appointment.  If you do not have any of these, we may request your permission to obtain these records from your doctor if it is necessary. 

· Your appointment will be approximately 1.5 hrs in length.  During this time the naturopathic doctor will be going through the intake form and obtaining more information from you. 

· A physical exam will be performed during your first or second appointment.

· In order to fully understand each individual case the naturopathic doctor will have you return in approximately one-week time.  This will allow her time to determine and develop the most appropriate treatment protocol.  Please be advised that the first visit is a consult only, specific treatments are not usually given on the first visit.

· Our office does not bill directly to insurance companies other than GreenShield.  Receipts are issued at the conclusion of each visit for you to forward this documentation to your insurance provider.  Our office strongly encourages you to contact your insurance company prior to your scheduled visit to determine your coverage for Naturopathic services. 

· The cost of your first visit is $160 for adults and $130 for children 16 and under.
· Payment for services is rendered at the conclusion of each visit; currently we are accepting cash, cheque or direct billing for GreenShield.
Follow-up Appointments:

· The frequency of appointments will depend on the treatment plan set up by you and the naturopathic doctor. 

· Each follow-up visit is approximately 30 minutes in length.  

· The cost of each follow-up visit is $60 for adults and $50 for children 16 and under.
Missed Appointment Fee

· A fee of $30 will be charged for any missed appointment or cancellation without 24hrs notice. Extenuating circumstances will always be taken into consideration.
Scent Free Policy
· Please refrain from wearing any fragranced products (perfume, cologne, lotion, deodorants, hair products, etc.) on the day of your appointment. 
Naturopathic pediatric INTAKE FORM

General
	Name:
	Date of 1st Visit:

	Date of Birth:  dd /mm /yyyy
	Age:
	Gender:  
	Height:        
	Weight:

	Address:

	City:
	Prov:
	Postal Code:

	Phone (home):
	Phone (work):

	Phone (cell): 
	Email: 

	Person completing this form:

	Name of Guardian: 
	Relationship:

	Name of Guardian:
	Relationship:

	With whom does this child live?

	Was this child adopted?
	If yes, at what age?


Emergency Contact
	Name:
	Relationship:

	Phone (home):
	(work/cell):


Other Health Care Providers
	1.
	2.

	
	

	Phone: 
	Phone:
	

	Fax:
	Fax:
	

	3.
	4.

	
	

	Phone: 
	Phone:

	Fax:
	Fax:


Please indicate any regular screening tests your child has done: _______________________________________

Date of last screening test or physical exam: __________________________________________________________

How did you hear about our clinic?  ______________________________________________________________

Health History

________________________________________________________________________________________________

Reason for visit (list in order of importance): 

___________________________________________________________________________________________________________________________________________________________________________________________________   

How long has the child had this condition: 

___________________________________________________________________________________________________________________________________________________________________________________________________

What type of therapies have you tried in the past for these concern(s)? 
( Diet Modification   ( Vitamins/minerals   ( Herbs   ( Homeopathy   ( Chiropractic  ( Pharmaceuticals

( Other _____________________________________________________________________________________

What was the outcome? ________________________________________________________________________

Please list all prescriptions, over the counter medications, supplements, vitamins or natural health products the child is currently taking, the reason why, and for how long they have been taking them:

	Medication/Natural Health Product
	Reason Taking
	How long 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


How many times has the child been treated with antibiotics? _____________________________________________

Major Hospitalizations, Surgeries, and Injuries: please indicate dates and complications (if any)

	Year

Illness, Surgery, Injury, Major Medical Diagnosis

__________

________
_________

____________________________________________________________________

____________________________________________________________________
____________________________________________________________________


	


Please list all allergies: (food, environmental, medications, etc)

___________________________________________________________________________________________

___________________________________________________________________________________________

Please list any food sensitivities:

___________________________________________________________________________________________

___________________________________________________________________________________________

Please list any other foods that are excluded from the child’s diet and why:

___________________________________________________________________________________________

___________________________________________________________________________________________

Please check all of the following conditions that your child is currently experiencing (C) or has experienced in the past (P)

	Condition
	C     P
	Condition
	  C     P
	Condition
	   C     P

	Measles
	
	Mononucleosis
	
	Bed Wetting
	

	Chicken Pox
	
	Strep Throat
	
	Anxiety
	

	Headaches
	
	Rubella
	
	Asthma
	

	Mumps
	
	Chronic Runny Nose
	
	ADD/ADHD
	

	Ear Infections
	
	Hives/Rashes/Eczema
	
	Cold Sores
	

	Pneumonia
	
	Temper tantrums
	
	Sinus Problems
	

	Constipation
	
	Coughing/wheezing
	
	Seizures
	

	Scarlet Fever
	
	Colic/gas/cramping
	
	Diarrhea
	

	Tonsillitis
	
	Digestive Difficulties
	
	Frequent Colds
	


Vaccination History
_____________________________________________________________________________________

Please indicate which vaccinations the child has received and the dates received

· Diptheria
dates _____________

· Pertussis
dates _____________

· Tetanus

dates _____________

· Polio

dates _____________

· HiB

dates _____________

· Measles

dates _____________

· Mumps

dates ____________

· Rubella 

dates ____________

· Hepatitis A

dates ____________

· Hepatitis B

dates ____________

· Chicken Pox
dates ____________

· Flu


dates ____________

·  Other

 dates _____________

Please indicate if your child experienced any reaction or illnesses following a vaccination.  Please indicate what the reaction was and to which vaccination(s) ______________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________
Family History
______________________________________________________________________________________

Please check any the following that a family member has experienced: 

	(  Arthritis
	(  Diabetes
	(  Psoriasis

	(  Asthma
	(  Eczema 
	(  Kidney Disease

	(  Alzheimer’s Disease
	(  Drug Addiction/Alcoholism
	(  Stroke

	(  Autoimmune (MS, Lupus, etc)
	(  Heart disease
	(  Thyroid Issues

	(  Cancer
	(  High Blood Pressure
	(  Mental Illness

	(  Depression
	(  Migraine headaches
	(  Other __________________


Prenatal History
____________________________________________________________________________________

	Maternal age for the pregnancy:
	Paternal age for the pregnancy:

	Number of previous pregnancies:
	Miscarriages:
	Abortions:


Please describe any problems with conception or infertility treatment received for this child:    

 ____________________________________________________________________________________________

 ____________________________________________________________________________________________

 ____________________________________________________________________________________________

Please check any of the following that applied to the pregnancy:

Diabetes  


Nausea/vomiting 

Cigarette smoking 

High Blood Pressure  

Thyroid conditions  

Strep B positive 

Alcohol/tobacco/drug use ____________________________________________________________________

Bleeding  _________________________________________________________________________________

Infections  ________________________________________________________________________________

Prescription medication ______________________________________________________________________

Supplements _______________________________________________________________________________

Over the Counter medications _________________________________________________________________

Prenatal testing _____________________________________________________________________________

Physical/Emotional trauma ___________________________________________________________________

Workplace chemicals ________________________________________________________________________

Exposure to disease or other harmful substances ___________________________________________________

Other  ___________________________________________________________________________________
Please indicate the general health/well-being of the parents during the pregnancy:

Mother: 
 excellent 
 good  
fair  

poor 

unknown

Father:  
 excellent  
 good 
fair  

poor 

 unknown

Please indicate the general emotional well being of the parents during the pregnancy:

Mother: 
 excellent 
 good  
fair  

poor 

unknown

Father:  
 excellent  
 good 
fair  

poor 

 unknown

How was the mother’s diet during pregnancy?

 excellent 
 good  
fair  

poor 

unknown

early childhood History

______________________________________________________________________________________

Where was the birth? ______________________________________________________

Name of obstetrician/midwife/health care providers: ______________________________

Gestational Age at Birth: 

Preterm (< 37 wks) ____wks  
Term (38-42 wks) ____wks  
Post term (> 42 wks) ___wks

Birth Weight: _______

Length: _______  
Head Circumference: ___________

Please indicate if any of the following interventions were applied:
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Induction
Forceps

 Vacuum extraction

C-section
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Episiotomy
   Pitocin
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 Pain medication
   
Epidural
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Antibiotics
Other __________________________________________________

Were there any birth complications? (ie breech) _________________________________

How long was the labour? _________ 
APGAR Score (0-10) 1min: ___ 5min ____

Please indicate if any of the following were present shortly after birth:

Infections/Fever
 Respiratory Distress 
 Jaundice 
   Poor feeding
 Anemia 
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

 Congenital Defects
 Colic
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 Rashes 
 Seizures
     
Birth Trauma/Injuries      Other: ____________________

developmental and social History
______________________________________________________________________________________

At what age did your child first:

Sit up ______  
Crawl ______  
Walk ______  
Talk ______

At what age did your child begin teething? ______

Were there any difficulties associated with teething? ___________________________________________________


Is your child in: 
   school 
daycare 
homecare 
other   
What grade level? ______

General school/daycare behaviour/performance:________________________________________________________

______________________________________________________________________________________________

How is the child’s behaviour at home? ________________________________________________________________

Does your child have any habits? _________________________ Any fears? __________________________________

Has the child been diagnosed with any learning disabilities? ________________________________________________

Does your child make friends easily? __________________________________________________________________

Child’s interests and favourite activities: _______________________________________________________________

According to your child, do they enjoy these activities? ____________________________________________________

How many hours/week does your child:  Play on the computer or video games? ________   Exercise? ______ 

Watch television? ______ Read?(not for school) ______


Please write a little about your child’s personality? _________________________________________________________

________________________________________________________________________________________________

lifestyle habits
______________________________________________________________________________________

What time does your child usually go to bed? _______  
Wake up? _____________

Does your child nap during the day? Y / N 
What time(s): ______________________

Does your child have nightmares? Y / N 

How often? ________________________

Does your child have any problems associated with sleeping (e.g. trouble falling asleep, grinding teeth, sleep walking, etc) ________________________________________________________________________________________________

Was the child breastfed?  ______________________  
For how long? ________________

Was the child formula fed? _____________________  
Which formula? _______________

Please note any problems with or reactions to feeding: ______________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

When was solid food introduced?  _____________________________________________________________________

Order of food introduction: __________________________________________________________________________

________________________________________________________________________________________________

Please describe your child’s eating behaviours (eg. Good appetite, picky eater, etc.)

________________________________________________________________________________________________

Does your child have any strong food cravings or aversions? _______________________________________________
Is the child exposed to any of the following on a regular basis?

tobacco smoke         pets         old building
         renovations        chemical fumes        new building     

Please describe: ___________________________________________________________________________________    

What is the source of your child’s drinking water?

tap
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 filtered    [image: image8.emf]







 distilled    [image: image9.emf]







   bottled    [image: image10.emf]







 other ___________________

Marital status of the child’s parents:    Married DivorcedSeparated  

How would you describe the emotional climate of the child’s home? ___________________________________________

________________________________________________________________________________________________

Informed Consent for Naturopathic Treatment

PLEASE NOTE THAT THIS FORM MUST BE SIGND PRIOR TO YOUR FIRST APPOINTMENT

Naturopathic medicine is a system of healthcare that takes a holistic and natural approach to assessment, diagnosis, and treatment with a focus on prevention, restoration and health maintenance. Naturopathic doctors assess the whole person, taking into consideration physical, mental, emotional and spiritual aspects of the individual.  Gentle, non-invasive techniques are used in order to stimulate the body’s ability to heal itself. 
Your naturopathic doctor will take a thorough case history, perform a physical examination, including a breast exam and will order blood and urine samples as needed.  If your case requires, the physical may include more specific examinations such as gynecological, rectal, prostate or genital exams.  

A number of the following approaches may be used throughout the course of treatment.

Dietary Recommendations and Nutritional Supplements are recommended to address deficiencies, treat disease processes, and promote health. The benefits may include increased energy, increased gastrointestinal function, improved immunity and general well being.

Botanical Medicine is a plant based medicine that involves the use of herbal teas, tinctures, capsules, and other forms of herbal preparations to assist the body’s immune system in the prevention of disease or in the recovery from injury and/or disease.

Homeopathy is a form of medicine based on the Law of Similars – that is, the use of a tiny dose of the very substance which causes adverse symptoms in healthy people. These minute doses of plant, animal, or mineral origins are used to stimulate the body’s ability to heal itself.  Homeopathy is a powerful tool that affects healing on a physical and emotional level.

Traditional Asian medicine includes the use of acupuncture, botanical formulas, and dietary changes to eliminate disease and to balance body functions. Acupuncture refers to the insertion of sterilized disposable needles through the skin into underlying tissues at specific points on the body. Eastern herbs may be given in the form of pills, tinctures, or decoctions (strong teas) to be taken internally or used externally as a wash. Dietary advice is based on traditional Chinese medical theory.

Physical medicine refers to the use of hands on techniques such as massage, soft tissue and spinal manipulation. Hydrotherapy refers to the use of hot and cold water applications to improve circulation and stimulate the immune system.

Lifestyle counseling involves identifying risk factors and making recommendations to help optimize one’s physical, mental, and emotional health.
It is very important that you inform your naturopathic doctor immediately of any disease process that you are suffering from and any medications/over the counter drugs that you are currently taking. Please advise your ND if you are pregnant, suspect you are pregnant or if you are breast-feeding.   

As a patient you will receive information about your diagnosis and/or treatment, alternative courses of action, the material effects, costs, expected benefits, risks, side effects and in each case the consequences of not having the diagnosis and/or treatment acted upon.  

As with any form of medical intervention there can be health risks associated with treatment by naturopathic medicine. These include but are not limited to:  

• Aggravation of pre-existing symptoms  

• Allergic reactions to supplements or herbs  

• Pain, bruising or injury from venipuncture or acupuncture  

• Fainting or puncturing of an organ with acupuncture needles 

	Initial
	I understand that a record will be kept of the health services provided to me.  This record will be kept confidential and will not be released to others without my consent unless required by law. I understand that my naturopathic doctor may discuss my case with my other healthcare providers.  I understand that I may look at my medical record at anytime and can request a copy of it by paying the appropriate fee of $0.10 per page. 


	Initial
	I understand that the Naturopathic Doctor will answer my questions to the best of her ability. I understand that the results are not guaranteed. I do not expect the naturopathic doctor to be able to anticipate and explain all risks and complications. 


	Initial
	I have read the above information and with this knowledge, I voluntarily consent to all of the diagnostic and therapeutic procedures mentioned above, except for: (please list any exceptions)




  I have read and understand the above-stated policies. I intend this consent form to cover the entire course of treatment for my present condition.  I understand that I am free to withdraw my consent at any time.  
Patient Name (please print) ________________________________________________________
Signature of Patient or Guardian:________________________________ Date:_______________
Naturopathic Doctor: _____________________________  ND Signature: __________________ 
Naturopathic Pricing and Fee Policy
Fee Schedule
	SERVICE
	PRICE
	COMMENTS

	Initial  Pediatric Consultation
	$130
	60 minutes

	1 Hour Follow-up Consultation
	$120 
	60 minutes

	30 minute Pediatric Follow-up 
	$50
	30 minutes

	Phone Consultation
	$30/15 minutes
	Minimum $30 charge. Fees will be charged at time of phone consultation.

	B12 and Folic Acid Injection
	$15
	For existing patients only

	Supplements
	Priced accordingly
	


Pricing Policy
· Phone consultations are available only after an initial consultation has been completed

· Supplements and other natural health products prescribed by the Naturopathic Doctor may be purchased from this clinic, a pharmacy, health food store, other practitioner or a medical supply company of your choice. Patients are not required to purchase supplements from this clinic

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


	Initial
	I understand that a Missed Appointment Fee of $30 will be charged for any missed appointments or cancellations with less than 24 hrs notice. 

We understand that there are unforeseen circumstances and these will, of course, be taken into consideration. Our voice mail is available outside of office hours to take any messages.


	Initial
	I understand that I am responsible for submitting all claims to my extended health care provider. All of the information required to submit my claim for reimbursement will be provided to me.
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