[.iveWell

Family Health Centre
NATUROPATHIC HEALTH INTAKE

General Information

Name: Date (D/M/Y):

Name you preferred to be called?: Date of Birth (D/M/Y):

Title: Mr. Mrs. Ms. Miss Dr. Age: Sex: M F or Specify:

Address: City: Postal Code:
Phone: Home Mobile: Work:

Email: Occupation:

Employer: Hours per Week:

Emergency Contact: Relationship: Phone:
Marital Status: Single Married Divorced Widowed Other Children: No Yes, #

How did you hear about us?

Healthcare Providers

Are you currently receiving healthcare? No Yes, from who:
Name Type of Provider Contact Info
1)
2)
3)

Current Health Concerns:

What are the main reasons for your visit today. Describe in detail any specific health condition(s). Include
when it started and where, any associated symptoms, and any treatments used for the condition. Is there
anything that makes this problem better or worse?

1.




Current Medications: Prescription and over-the-counter

Name of Drug Reason for Drug Dose (mg/etc) For How long?

Please check any of the following that you take:

D Antacids (Rolaids/Tums) D Cortisone (cream or pills) D Sleeping Pills

D Antihistamines (ex. Benadryl) D Cough or cold medication D Thyroid Medication
D Aspirin D Diet pills D Tylenol

D Advil D Oral Contraceptives/HRT

Current Vitamins, Minerals and Supplements:

Name of Supplement Reason for Supplement Dose (mg/etc) For how long?

Family History:

Please indicate if any close relative (child, sibling, parent, grandparent, aunt, uncle) has had any health con-
dition(s) including the following, list who:

High Blood Pressure Allergies
Heart Attack Alcohol/Drug Abuse
Diabetes Cancer

Skin disorders Osteoporosis

Depression Mental lliness
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000000

Asthma Other




Childhood llinesses: Check if you had it:

(] Chickenpox (] German Measles (Rubella) (] Rheumatic Fever
(] Coxsackie (J Mono (] Rotavirus
(] Diphtheria (J Mumps (J sSmallpox
(] Fifth's Disease (] Polio (] Typhoid
.

D Tuberculosis D Whooping Cough

Measles (Rubeola)

List any HOSPITALIZATION, and/or OPERATIONS, and when they occurred:

List any ACCIDENTS, and/or MAJOR INJURIES, and when they occurred:

Vaccine History: (Circle if received)

Hep B Hib  Pertussis Tetanus Polio MMR  HPV  Flu  Other:

Any adverse reactions?

Energy
Rate your energy level 1-10:
What time of day is energy level greatest? Lowest?

Do you often feel: (I Tired (] Restless [_JOn Edge O Easily Startled

Stress
Rate your stress level 1-10 for the following (1 low, 10 high):

Family Life Work Finances Love Relationship

Other sources (please specify):



Food Habits

Typical Food Intake for each meal:

Breakfast:

Lunch:

Dinner:

Snacks:

How many cups per day of: Water Coffee

Tea

Other Beverages:

Do you follow any dietary modifications?

Do you have any food cravings?

List any food allergies or intolerances:

Food What happens?

Exercise Habits
Do you exercise? Yes No

If No, why not?

Describe your exercise activities:

Activity Frequency (per week)

Time (per session)

Since When

Are you happy with your current level of fitness?




Bowel Movement Habits: Please check all that apply

Frequency: D 1x/day D 2x/day D Every other day D Other
Colour: D Dark D Brown D Green D White/Grey
Consistency: (] Soft (J Hard (] Pellets (] Watery

Do you see: D Mucus D Bright Blood D Dark Blood D Undigested food
Date of your last colonoscopy:

Urinary Habits: Please check all that apply

Frequency: [ 1-2x/day (] 3-4x/day (] 5-6x/day (] Other
Colour: D Light Yellow D Dark Yellow D Colourless D Other
Character D Clear D Cloudy D Concentrated D Odor

Do you see: D Sediment D Bright Blood D Dark Blood D Other

Do you have: (] Pain (] Urgency (] Dribbling (] Incontinence
Sleep Habits

Normal Bedtime: Normal Wake time: Total Hours:

Do you sleep well/feel rested?

How long does it take you to fall asleep?

Use any electronics before bed? CJ v CJcell | Computer (] iPad/tablet
Do you wake up during the night? No Yes, how often?

If waking, do you know why?

Have a regular sleep schedule? Yes No Shift work? Yes No Travel Often? Yes No

Do you take anything to help you fall asleep?

Any dreams or nightmares that stand out?

Sleep Position: I Leftside Right side (J stomach [ Back

Last time you changed your mattress/pillow?

D 3/4 Recumbent




Social Habits

Main interests and hobbies:

Community involvement and volunteering:

Enjoy your work? Yes No, explain:

Do you spend time outdoors? Yes No  How many hours per week?

Do you have any pets? Yes No  If yes, what?

Do you smoke tobacco? Yes No If yes, how much and for how long?

Do you smoke/ingest cannabis? Yes No If yes, how much and for how long?

How many hours of television/screen time do you have each day?

How many vacations do you take per year? When was your last vacation?

Have supportive relationships? Yes No, explain:

Name of spouse/partner? How long have you been together?

Other people in your household, please list names and ages:

Are you sexually active now? Yes No, If no, when were you last sexually active?

Sexually active with: Men Women Both

Do you use contraceptives?  Yes No  If yes, what form?

GENERAL HISTORY

For the following list please circle “N” for symptoms/conditions you are now or currently experiencing. Cir-
cle "P" for symptoms/conditions you have had in the past.

HEAD EYES SKIN MUSCLE/JOINT
Head Injury N P Impaired Vision N P Rashes N P Muscle Pain N P
Headaches N P Eye pain N P Eczema N P Joint pain N P
Migraines N P Redness N P Psoriasis N P Osteoarthritis N P
Vertigo/Dizziness N P Tearing N P Vitiligo N P Back/Neck pain N P
Concussion N P Dryness N P Dryness N P Joint Swelling N P
Hair Loss N P Blurred vision N P Hives N P Muscle Spasm N P
Dandruff N P Spots/Floaters N P Boils N P Weakness in limbs N P
Lump in throat N P Flashing lights N P Acne N P Gout N P
Facial flushing N P Glaucoma N P Warts N P Broken Bones N P
Swollen Lymph nodes N P Cataracts N P NOSE
Discharge N P
EARS Frequent Colds N P
Infections N P
Impaired hearing N P Nasal Stuffiness N P
Infection N P Loss of smell N P
Ringing N P Nose bleeds N P
Dizziness N P Nasal Polyps N P
Discharge N P Sinus Infections N P



General Patterns (continued)

MOUTH/THROAT

Bleeding Gums
Sores in Mouth
Gum Problems
Periodontal Disease
Thrush

Sore Throat

Hiccups

Enlarged Lymph Nodes

Loss of Taste
Difficulty Swallowing
Excessive Thirst
Bitter taste

Sour Taste
Weakness in Voice

Hoarseness in Voice

DIGESTION
Trouble Swallowing
Nausea

Vomiting
Heartburn
Indigestion
Bloating
Abdominal Pain
Excessive Gas
Belching

Ulcer
Hypoglycemia
Diabetes -Type 1
Diabetes—Type 2
Jaundice/Hepatitis
Colitis/Crohns
Constipation
Diarrhea
Hemorrhoids

Eating Disorder
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RESPIRATORY
Cough

Wheezing
Coughing Blood
Laboured breathing
Shortness of Brreath
Pain on Inhalation
Asthma

Bronchitis
Pneumonia
Emphysema
Tuberculosis

Sternal Pain

Heaviness in Chest

URINARY
Urgency

Infection

Pain with Urination
Dribbling

Leaking

Frequency at Night
Incontinence
Burning Pain
Urinary Tract infection
Kidney Infection
Kidney Stones
Reduced Urine Flow

STD's
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NEUROLOGIC
Fainting
Numbness
Tremors

Pins & Needles
Loss of Balance
Paralysis

Memory Loss
Nervous

Speech Problems
Irritability

Brain Fog
Anxiety

Depression

HEART

High Blood Pressure
Low Blood Pressure
Chest Pain
Palpitations

Heart Murmur
Rheumatic Fever
Difficulty Breathing
Leg Cramps
Thrombophlebitis
Edema of legs/ankles

Cold hands/feet

MALE

Hernia

Enlarged Prostate
Prostatitis
Discharge

Low libido

Erectile Dysfunction

Herpes

Gonorrhea/Chlamydia

Syphillis

Last Prostate Exam:
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FEMALE
Bleeding b/w periods
Pain during period
Pain before period
Pain after period
PMS

Menopause

Low Libido

Yeast Infections
Vaginal Dryness
Abnormal Discharge
Pain with Intercourse
Difficult Conceiving
Endometriosis
Uterine Fibroids
Ovarian Cysts
Cervical Dysplasia
Hysterectomy
Fibrocystic Breasts
Herpes
Gonorrhea/Chlamydia
Syphillis

Age of first menses:
Length of cycle:
Excessive Flow:
How many pads:
Which days:
Pregnancy (s) #:
Miscarriage (s) #:
Abortion (s) #:
Menopause:

Age of Onset:

Last Pap Smear:

P
-
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Yes No

Yes No



General Patterns (continued)

GENERAL ENDOCRINE BLOOD

Weight Gain N P Hyperthyroid N P Anemia

Weight Loss N P Hypothyroid N P Easy Bruising
Insomnia N P Chronic Fatigue N P Easy Bleeding
Fatigue N P Type 1 Diabetes N P Pinpoint bruising
Night Sweats N P Type 2 diabetes N P Varicose Veins
Profuse Perspiration N P Thyroid Caner N P Spider Veins
Weakness N P Addison’s Disease N P Hepatitis A/B/C
Mood Swings N P Cushings Syndrome N P HIV

Feeling "“Stuck” N P Graves Disease N P

Lack of Motivation N P Hashimoto's Thyroiditis N P

Agitated N P Hypoglycemia N P

Spontaneous Sweating N P Hyperglycemia N P

Temperature Exposure

When exposed to the following do you feel:

Cold Temperature Better Worse

Warm Temperature Better Worse

Cold Drinks Better Worse

Warm Drinks Better Worse

Pressure Better Worse

Toxicity Exposure

Do you work in the presence of toxic fumes or chemical? Yes
Do any of your hobbies involve toxic materials? Yes
Are you currently exposed to second hand smoke? Yes

Miscellaneous

How does your condition affect you?
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No
No

How motivated are you to make changes in your health and lifestyle?

What do you think is the root cause(s) of your condition?

What do you enjoy most in your life?

What are your immediate and long term health goals?




PATIENT CONSENT FOR COLLECTION, USE, AND DISCLOSURE OF PERSONAL INFORMATION

Privacy of your personal information is an important part of our Centre while providing you with quality naturopathic
care. We understand the importance of protecting your personal information. We are committed to collecting, using
and disclosing your personal information responsibly. We will try to be as open and transparent as possible about the
way we handle your personal information.

Our privacy policy outlines what our Centre is doing to ensure that:
® Only necessary information is collected about you;
e We only share your information with your consent;

e Storage, retention & destruction of your personal information complies with existing legislation & privacy protocols
How our Centre collects, uses and discloses patients’ personal information:

Our Centre understands the importance of protecting your personal information. To help you understand how we are
doing that, we have outlined here how our Centre is using and disclosing your information. This Centre will collect, use
and disclose information about you for the following purposes:

® To assess your health concerns

e To provide health care

® To advise you of treatment options

® To establish and maintain contact with you

e To send you newsletters and other information mailings

® To remind you of upcoming appointments

® To communicate with other treating healthcare providers

e To allow us to efficiently follow-up for treatment, care and billing
e To complete claims for insurance purposes

e To comply with legal and regulatory requirements of our regulatory body, the Board of Directors of Drugless Thera-
py: Naturopathy acting under the authority of the Drugless Practitioners Act

e To invoice for goods and services
® To process credit card payments
e To collect unpaid accounts

® To assist this Centre to comply with all regulatory requirements

At LiveWell Family Health Centre, we use e-mail and other firms of electronic communication to conduct regular busi-
ness with our clients. We never share this information with any individual or third party outside our Centre.

Please sign the following statement:

| give permission to LiveWell Family Health Centre to send me statements, receipts, appointment reminders/calendars,
upcoming events notices, newsletters and/or other health information via e-mail.

| understand that my patient file will be kept confidential according to the principles outlined above. | also understand that the infor-
mation in my file will not be shared with anyone outside this Centre unless it is required by law or written consent to share the infor-
mation with another person (i.e. another healthcare practitioner) has been given by me.

Patient’s name:

Patient’s Signature (Guardian if under 18):

Naturopathic Doctor: Witness Signature:
Date (M/D/Y):




INFORMED CONSENT TO NATUROPATHIC TREATMENT

Welcome to the naturopathic clinic of Live Well Family Health Centre. Naturopathic Doctors use the
principles and practices of Naturopathic Medicine and other supportive therapies to assist the body's
own ability to heal and to improve the quality of life and health through natural means.

You will find that Naturopathic Medicine has some similarities and many differences in comparison to
regular medical treatments. Most of our treatments are less invasive and have few side-effects, yet
many of our natural treatment methods are very powerful and some side-effects and complications may
occur. The extensive training that a licensed and regulated Naturopathic Doctor (ND) receives helps
ensure patient safety. The licensed and regulated practitioners of this clinic will inform you of any risks
that are involved with certain therapies as they arise, but on rare occasions there may be unforeseen
risks.

It is important that the information you include on the intake form is complete. This will help us prevent
unwanted drug and/or supplement interactions and prevent us from prescribing products that may ex-
acerbate any existing conditions. It is also important to notify us if you are pregnant, suspect that you
may be pregnant, or are breastfeeding.

As a patient, you will receive information about your diagnosis and/or treatment, alternative courses of
action, costs, expected benefits, risks, side-effects, and in each case the consequences of not having the
diagnosis and/or treatment acted upon. Some of the risks may include, but are not limited to: aggrava-
tion of pre-existing conditions and symptoms; allergic reactions to supplements and herbs (please ad-
vise us of any allergies); pain, fainting, bruising, or injury from venipuncture or acupuncture; muscle
strains and sprains, and/or disc injuries from spinal manipulations; potential for stroke or emboli is a con-
cern in cervical manipulation.

Cancellation Policy

Please ensure that you give us at least 24hrs notice in the event that you should need to cancel or re-
schedule and appointment. For appointments cancelled within 24hrs, or for missed appointments,
50% of the cost of the missed appointment will be charged. You are responsible for ensuring that you
are keeping track of your appointments. Special consideration may be given in unforeseeable circum-
stances.

| understand the risks of Naturopathic treatment as stated above and know that | may ask the
Naturopathic Doctor to explain any risks to specific treatments as they come up. | also under-
stand that | may refuse any treatment that is offered to me at any time. | will rely on the Naturo-
pathic Doctor to exercise his/her best judgment in my best interests based on his/her present
knowledge of my condition and the proposed treatment method.

| confirm that | have read this agreement and consent to any treatments (other than the exemp-
tions listed below) from my Naturopathic Doctor, and | understand that | can withdraw my con-
sent to any treatment at any time. | also understand that | will be responsible for any fees in-
curred during care and treatment at this clinic.

Exemptions to treatment:

Patient’s name:

Patient’s Signature (Guardian if under 18):

Naturopathic Doctor: Witness Signature:

Date (M/D/Y):




