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New Patient Intake Form
Please fill out forms to the best of your ability and bring completed forms with you to initial consultation. If you have any recent medical test results that are relevant, please bring them along to your appointment. Also, please bring any supplements and/or medications you are currently taking.
Contact Information:

Last Name: ________________________First Name________________________Date: ____________
Address: ____________________________________ City: __________________________
Province: ____________________ Postal Code:___________________________________
Telephone: Home (___)________________________ Work (____)____________________
Mobile (____)_______________________Other (____)______________________________
Email Address:_____________________________________________________

Date of Birth: __________________Age: ___________ Gender: Male / Female
Marital Status:_________________ Occupation:___________________________
Number of hours worked per week: _______

Name of Medical Doctor:____________________________________________________
Telephone: (______ )________________Fax: (____)_______________________________
Are you currently under his/her care? Yes / No
If yes, for what condition(s)?________________________________________________
Date of last physical:____________

How or by whom were you referred to this clinic?____________________________
Have been treated by a Naturopathic Doctor before?
If yes, by whom?__________________________ When?__________________________

In case of Emergency:
Contact:
____________________________________________________________________________
 Full Name 						Relation

Telephone (     )_______________________

We will call patients at times, and we wish to ensure your privacy regarding treatment at our clinic. In the event that we are unable to reach you by phone, please indicate where it is appropriate to leave messages for you (please check):

Home machine    With family members    At work    Never leave 

Current Health
What are your primary health concerns? List as many as you can, in the order of their importance to you. (Attach a separate sheet if necessary)
1) __________________________________________________________________________
2) __________________________________________________________________________
3) __________________________________________________________________________

Are you aware of having allergies or sensitivities to any of the following? If so, describe your specific sensitivity and reaction to each one.
Drugs:_____________________________________________________________________
Foods:_____________________________________________________________________
Chemicals:_________________________________________________________________
Animals:___________________________________________________________________
Other:_____________________________________________________________________

Do you frequently use any of the following? (Please check)
 Laxatives
 Pain Relievers
 Antacids
 Appetite Suppressants
 Antidepressants
 Antibiotics
 Birth control pills/implants/injections/patch
 Cholesterol-lowering medication
 Ulcer medication
 Sleeping medication
 Alcohol: Type and amount per week? ___________________________________
 Tobacco: Form and amount per day? ___________________________________
 Caffeine: Form and amount per day? ___________________________________
 Recreational Drugs: Form and frequency? ______________________________
Females only: Are you currently pregnant or suspect you may be pregnant? Yes/No

General Information
Height: ____ Weight: ____ Weight 1 yr ago: ____ 
Maximum weight:_____ When: ____
What time of day is your energy and alertness best? _______ Worst? _______
Primary interests and hobbies: ___________________________________________
Primary form of exercise, if any: __________________________________________
How often?_______________________________________________________________

Please list any significant medical history (this may include major illnesses, surgeries, traumas, etc):
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Review of Systems

Respond to each item using the following legend:
C= Currently  F= Frequently  O= Occasionally  S= Seldom  P= Past  N= Never


	Skin					Head					Gastrointestinal
___	Rashes				___	Headaches			___	Indigestion
___	Eczema				___ 	Migraines			___	Decrease in appetite
___	Psoriasis			___	Dizziness			___	Increase in appetite
___	Hives				___	Trauma to head			___	Increase in thirst
___	Acne				___	Excessive hair loss		___	Food Allergies
___	Itching				___	Dandruff			___	Heart Burn
___	Night sweats								___	Nausea
___	Dryness				Ears					___	Vomiting
___	Change in moles			___	Ringing				___	Excessive belching
___	Change in colour/texture		___	Impaired hearing			___	Excessive passing gas
___	Loss in hair			___	Earache/infections		___	Bloating
___	Skin Cancer			___	Dizziness			___	Jaundice (yellow skin)
___	Warts				___	Discharge			___	Liver Disease
					___	Wax build up			___	Gall Bladder disease/stones
	Eyes				___	Itchy				___	Hernia
___	Near-sighted			___	Tubes				___	Ulcer
___	Far-sighted								___	Irritable bowel syndrome
___	Night/colour blindness			Upper Respiratory		___	Crohn’s disease
___	Eye pain				___	Frequent colds			___	Colitis
___	Glasses/Contacts			___	Wheezing			___	Loose stools
___	Double Vision			___	Tonsillitis			___	Hard stools
___	Blind Spot			___	Swollen neck glands		___	Mucous in stool
___	Cataracts			___	Sinus problems/infections	___	Blood in stool
___	Glaucoma			___	Nasal discharge			___	Black tarry stool
___	Blurry Vision			___	Post nasal drip			___	Yellow/pale stool
___	Dry eyes				___	Seasonal allergies		___	Greenish stool
___	Itchy eyes			___	Nose bleeds			___	Rectal bleeding
___	Tearing				___	Coughing			 ___	Hemorrhoids
___	Red eyes			___	Sputum				___	Rectal fissures
___	Discharge			___	Hoarseness			___	Diverticulitis
					___	Wheezing			___	Abdominal pain
	Mouth/Throat			___	Asthma				
___ 	Frequent sore throat		___	Spitting up blood			Blood/Lymph
___	Sore tongue/mouth		___	Shortness of breath		___	Anemia (low iron in blood)
___	Gum problems			___	       “       while lying down		___	Easy bruising
___ 	Grinding of teeth		___	Pain on breathing		___	Easy bleeding
___	Hoarseness			___	Difficulty breathing		___	Past transfusions
___	Dental fillings #___		___	Bronchitis			___	Lymph node swelling
___	Loss of taste			___	Pneumonia			___	Blood disease
___	Trouble swallowing		___	Tuberculosis			___	Blood Type: _____
___	Cold sores			___	Chest x-rays




Patient Consent To Treatment, Privacy Policy,
and 24 Hour Cancellation Policy

It is important to understand that there are some slight health risks to 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.

I understand that a record will be kept of the health services provided to me. This record will be kept confidential in accordance with the provincial laws and will not be released to others unless so directed by myself unless law requires it.

If required, I understand that my Naturopathic Doctor may discuss my case with other healthcare providers.

I understand that I may look at my medical record at anytime and can request a copy of the file by paying the appropriate fee.

I understand that information from my medical record may be analyzed for research purposes and that my identity will be protected and kept confidential.

I understand that Danielle Marchildon ND and The Better Health Clinic will take all necessary steps to provide adequate privacy of all my medical records.

I understand that the results are not guaranteed. I do not expect the Doctors to be able to anticipate and explain all risks and complications. With this knowledge, I voluntarily consent to Naturopathic care. 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 and to discontinue my participation at any time.

24 Hour Cancellation Policy 
Dr. Danielle Marchildon takes pride in the quality of care she offers her patients. In order to do this she has a strict cancellation policy. Dr. Danielle Marchildon requires a 24-hour cancellation notice prior to your appointment time. If sufficient time is not given, a fee of $30.00 will be required.

Non-Sufficient Funds (NSF) Cheques
Please note that there will be a $20.00 charge on each NSF cheque.

Patient Consent
I have reviewed the above information that explains common health risks, but not limited to as described above, with use of Naturopathic Medicine. I have also reviewed the above information that explains how Danielle Marchildon ND will use my personal information, and the steps Danielle Marchildon ND will take to protect my information. I agree that Danielle Marchildon N.D. can collect, use and disclose personal information about____________________(Print name] as set out above in the information about the Clinic’s privacy policy. I have reviewed and understand the 24 hour cancellation policy and will accept the $30.00 fee for the appointment if appropriate time is not provided.
 (
Print Name: 
Signature: 
Date:
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Agreement for Receipt of Services

Naturopathic Service Fees

Adult Intake (12 years age or  more): (1-1 ½ hr) = $135
Pediatric Intake (Under 12 years age): (1-1 ½ hr) = $115
Followup: Adult: ½ hr-45 minutes = $70
Followup: Pediatric: ½ hr = $55

Initial Acupuncture (1 hr): $100
Followup acupuncture (1/2 hr): $70

B12 injection: $20 each
B12/B Complex injection: $20
Weight Loss Injection (B12/B6): $25

Facial Rejuvenation Acupuncture
Initial Consult: $175.00 (1.5 hrs)
Follow up: $150.00 (1 hr.)

All fees are subject to H.S.T.

I have seen and agree with the fee structure for the services offered by Dr. Danielle Marchildon, ND. I understand that payment in full is expected following each treatment session.


___________________________________________    ______________________
Patient/Parent or Guardian                                               Date


If you require special documentation for insurance purposes, please feel free to ask the receptionist.
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