Dr. Natalie Bozinovski MSc., ND
Doctor of Naturopathic Medicine
Patient Intake Form

Thank you and welcome! In order to provide the best naturopathic treatment possible, it is important for us to obtain an accurate and detailed history of your health. If health status changes, please let me know. All of the information provided is strictly confidential. Please try to be as detailed as possible and if you have any questions, do not hesitate to ask. 

Patient Information
Name	____________________________________________________________________

Date of Birth 	____________________________________________________________________

Address	____________________________________________________________________

	____________________________________________________________________

Postal Code	____________________________________________________________________

Primary Phone No.	____________________________________________________________________

Secondary Phone No.	 ___________________________________________________________________

Email Address	____________________________________________________________________
May I contact you by email? 	YES	NO	(please circle)	

May we contact you to remind you of your visits? 	YES	NO	(please circle)
If yes, would you prefer by 	EMAIL		PHONE 	(please circle)

Other Health Care Providers 
1. _____________________________	2. _______________________________
_______________________________		_________________________________
_______________________________		_________________________________
Ph#____________________________		Ph# _____________________________
Fax#___________________________		Fax#_____________________________
May I contact your physician to share your treatment plan?	YES	NO	

What made you choose this clinic? _________________________________________________________________________________________________
What do you know about the naturopathic approach?
_________________________________________________________________________________________________

Emergency Contact 
Name	____________________________________________________________________
Relationship	____________________________________________________________________
Phone Number	____________________________________________________________________

Occupation	____________________________________________________________________
Shift work? 	YES	NO

Allergies	____________________________________________________________________
(food, environmental, medication)

Please include dates for the following (as best you can)

Significant illnesses	____________________________________________________________________

Surgeries 	____________________________________________________________________

Trauma 	____________________________________________________________________

How many courses of antibiotics have you had? __________________________________________

What are your main health concerns? (In order of importance)
1.
2. 
3.
4.
5.

Please list all current medications, dose, and how long you have been taking it:
	Medication Name
	Dose
	How often
	For how long
	Reason

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	



Please list all current supplements (include brand if known), dose, and how long you have been taking it:
	Supplement Name
	Dose
	How often
	For how long
	Reason

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	




Do you exercise? 	YES	NO
If yes, please describe: ________________________________________________________________________
Do you drink water? 	YES	NO		How many cups per day: _____________
Do you drink coffee? 	YES	NO		How many cups per day: _____________
Do you drink pop?	YES	NO		How many cups/cans per day: _______
Do you drink alcohol?	YES	NO		
       What type of alcohol: ___________________________How many servings per day: _________
Do you use artificial sweeteners or consume “sugar free” products?	YES	NO
Do you smoke cigarettes?	YES	NO		How many cigarettes per day: _______
Have you ever used recreational drugs? 	YES	NO
Do you currently use recreational drugs?	YES	NO
Have you smoked in past? 	YES	NO	How much:____________ How long: ____________
What type of alcoholic beverages do you consume? ________________________________________

Any known environmental or occupational exposures? 


How would you describe the emotional climate of your home?


What is your mood like?


How would you rate your stress level?
(best) 1	2	3	4	5	6	7	8	9	10 (worst)
Which area(s) of your life is/are most stressful?


Have you in the past or do you currently take any of the following medications? 
Aspirin        Laxatives        Antacids        Diet pills	   Birth control pills/HRT (please circle)

Alcohol: amount per day or week ____________________________________________
Tobacco: form and amount per day___________________________________________
Caffeine: form and amount per day___________________________________________
Recreational drugs: type and frequency________________________________________

Please indicate what immunizations you have had:
___ DPT (diptheria, pertussis, tetanus)     ___ Haemophilus influenza  B 	         ____ Hepatitis A 
___ Tetanus booster, when? ________    ___ “Flu”			         ____ Hepatitis B
___ MMR (measles, mumps, rubella)      ___ Polio			         ____ Smallpox
Any adverse reactions? (Please describe)

FAMILY HISTORY 
			Who?							Who?
Allergies		______________		Depression		_______________
Alcoholism		______________		Diabetes		_______________
Cancer			______________		Drug abuse		_______________
Heart disease		______________		High Blood pressure	_______________
Stroke			______________		Thyroid		_______________

Other ______________________________________________________________________________________________

What 3 expectations do you have from this visit?


What long-term expectations do you have?


What expectations do you have of me personally as your physician?



What is your present level of commitment to making lifestyle changes to improve your health and wellbeing?
1	2	3	4	5	6	7	8	9	10  (10 = 100%)


What behaviour or lifestyle habits do you currently engage in regularly that you believe support your health? (please list)




What behaviour or lifestyle habits do you currently engage in regularly that you believe are self-destructive lifestyle habits? (please list)




What potential obstacles do you foresee in addressing the lifestyle factors, which are undermining your health and adhering to the therapeutic protocols we will be sharing?



Who do you know that will sincerely support you consistently with the beneficial lifestyle changes you will be making?



What do you love to do?



Is there anything else you would like to add?


Natalie Bozinovski MSc ND

INFORMED CONSENT FOR NATUROPATHIC TREATMENT

Dr. Natalie Bozinovski MSc. ND., uses the following modalities in her practice: diet and nutritional counseling, botanical medicine, homeopathy, acupuncture, physical medicine, and lifestyle counseling.

Even the gentlest therapies can have their complications, especially in certain physiological conditions such as pregnancy and lactation, infants, or those taking multiple medications. Some therapies must be used cautiously in certain disease including but not limited to: diabetes, heart/liver/kidney disease. It is very important that you inform Dr. Natalie Bozinovski MSc. ND., immediately if any of the above applies to you. Because each individual may respond differently to treatment, Dr. Natalie Bozinovski MSc. ND. may not be able to anticipate and explain ALL risks and complications.

There are some risks to treatment using Naturopathic Medicine. These include but are not limited to: aggravation of pre-existing symptoms, allergic reactions to supplements or herbs, pain/bruising/injury from acupuncture, fainting or injury to an organ with acupuncture needles. 

I understand that all information provided during my visit is strictly confidential. Information may only be released upon my written request or as required by law.

I acknowledge that I have the opportunity to discuss with Dr. Natalie Bozinovski MSc. ND. the nature and purpose of naturopathic treatment in general and my treatment in particular. 

I consent to the naturopathic treatments offered or recommended to me by Dr. Natalie Bozinovski MSc. ND. I intend this consent to apply to all my present and future naturopathic care.

I understand I am free to withdraw my consent at any time.



Patient Name (please print): _______________________________________________________________________

Signature: ____________________________________________________________________________________________

Date: _________________________		Witness: ______________________________________________________
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