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Personal Information: 

 

Last Name:  

 

First Name:  

 

Date:                 

 

E-Mail:       

 

Date of Birth (DD/MM/YY):  

 

Marital Status:  

 

Gender:         

 

Occupation:  

 

For females only: 

• Are you currently on birth control pills? □ Yes □ No (Type: __________________) 

• Are you currently pregnant?    □ Yes □ No 

• Are you currently lactating or breast feeding? □ Yes □ No 
 

Contact Information: 
 

Address:_______________________________________________     Apt/unit#____________  

City:______________    Province:________________________      Postal Code:_____________ 

Home Phone (s)_____________ Cell Phone (s): _____________Work Phone (s): ____________ 

May we leave voicemails at the above phone numbers? If so, please select which ones.  
No confidential information is left on voicemails. □ Home  □ Cell               □ Work 
 

Emergency Contact: 
Primary Contact: ______________________         Relationship: _________________________ 
 

Phone number(s) for emergency contact:  ___________________________________________ 
 

Other Healthcare Providers: 
Name: ___________________________                     Name: __________________________  

Specialty: ________________________         Specialty: ________________________ 

Phone: __________________________         Phone: __________________________ 

Last visit: ________________________         Last visit: ________________________ 

When was the last time you had blood work done?  __________________________ 
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Goals: 
Please state your primary reason for attending our clinic.  Please list the first time you noticed the 

condition and describe any factors that you feel might have played a role in its onset. 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

What long-term expectations do you have from working with our clinic? 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
 

What behaviors or lifestyle habits do you currently engage in regularly that you believe support 

your health? (Please list) 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

What behaviors or lifestyle habits do you currently engage in regularly that you believe are self-

destructive lifestyle habits? (Please list)  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

 

Medical History: 
How would you describe your general state of health?  □ Excellent   □ Good     □ Fair      □ Poor 

 

Do you have any dietary restrictions (religious, vegetarian, vegan, etc)? 

______________________________________________________________________________ 

 

Do you exercise regularly (3 or more times per week)?  Yes or No 

 

Please list any conditions, illnesses, injuries, hospitalizations and approximate dates. 

______________________________________________________________________________

______________________________________________________________________________ 

Do you have any allergies? (medication, substance, environment, food allergies, etc): 

_____________________________________________________________________________ 

 
 
 
 
 
 

mailto:info@ndmedic.com


                                                 Page 3/9 

           
 

www.NDmedic.com    |    Email: info@ndmedic.com |    Tel: (416) 684-5514    

Confidential Health Appraisal: 
For the following, please place a ✓ in the space if you currently have the symptom, a P if it has 

been a problem in the past. 

 

General wellness    
 Low stamina   Double vision 
 Low ambition   Blurring 
 Fatigue   Sensitive to light 
 Energy drop during the day   Cataracts 
 When?   Glaucoma 
 Poor Sleep   Failing vision 
 Insomnia   Frequent conjunctivitis/ styes 
 Feel un-refreshed on waking 

 
  Spots in front of eyes 

 Unexplained weight gain/loss   Dark circles under eyes 

   

 

 

 

 

 

 

   
HAIR  EARS 

 Thin   Loss of hearing 

 Excess loss   Ringing in the ears 

 Graying   Wax build up 
 Excess growth   Frequent earaches  
 Prematurely gray 
 Grows slowly  NOSE 
 Thinning eyebrows, underarm, pubic hair   Itching 
    Loss of smell 
SKIN / NAILS   Discharge 
 Dryness/Cracking   Sneezing 
 Itching   Sinusitis 
 Pimples/ Acne   Polyps 
 Boils  _____

____ 

Prone to nose bleeds 
 Blotchy/ White Patches    
 Eczema  MOUTH / LIPS 
 Psoriasis   Jaw clicks 
 Dandruff   Cold sores 
 Increased pigmentation   Lips cracking 
 Easy bruising   Canker sores 
 Spots on nails   Peculiar taste in mouth 
 Nails brittle/ split   Bad breath 
____

___ 

Bite nails   Impaired taste/ smell 
 Fungal infection of nails    
   TEETH 
EYES   Cavities 
 Watering   Loose teeth 
 Burning   Dentures/ Bridges 
 Redness   Root canal 
 Dryness   Sensitivity to hot/cold 
 Discharge   Bleeding gums 
 Itching   Gum disease 
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TEETH  NEUROLOGICAL 
 Grinding teeth   Headaches 
 Braces   Migraines 
    Forgetfulness 
RESPIRATION   Convulsions / seizures 
 Hay fever    
 Asthma  GASTRO - INTESTINAL 
 Coughing   Poor appetite 
 Bronchitis   Large appetite 
 Shortness of breath   Heartburn 
 Frequent sore throats   Indigestion 
 Frequent colds/ coughs   Belching 
 Phlegm   Excessive flatulence 
 Pneumonia   Bloating after eating 
    Nausea/ Vomiting 
CIRCULATION / BLOOD   Ulcer 
 Dizziness   Constipation 
 Cold hands/ feet   Diarrhea 
 Swelling hands/ feet   Hemorrhoids 
 Varicose veins   Cravings 
 Low/ high blood pressure   Strong thirst 
 Anemia   No thirst 
 Fainting   Stomach pain, burning, aching after 

eating     Digestive problems subside with 

rest relaxation CARDIOVASCULAR   Hungry shortly after eating 
 Heart disease   Anal itching 
 Palpitations   Pain under right side of rib cage 
 Angina   Fatty foods cause indigestion 
 Heart murmurs   History of worms/parasites 
 Chest pain/heaviness   Number of daily bowel movements 
     

MUSCULO-SKELETAL  URINATION 
 Weakness   Dribbling 
 Stiffness   Difficult 
 Aches   Increased frequency of urination 
 Twitching   Blood in urine 
 Cramps   Painful urination 
 Numbness/tingling   Urination at night 
 Prone to sprains   Unable to hold urine 
 Joint pain   Kidney stones 
 Joint swelling   Bladder infection 
 Bursitis    

 Arthritis    

 Unsteady/losing balance    
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FOR MALES  FOR FEMALES 

 Frequent / urgent urination   Age at first period 

 Weak /delayed urinary stream   Length of cycle  

 Urge to urinate several times per night   Length of period 

 Dripping after urination   Irregular periods 

 Lack of sex drive   Bleeding between periods 

 Impotence 

 

  Menstrual clots 

 Difficulty attaining / maintaining 

erection 

  Breast tenderness 

 Painful testicles   Irritability / mood swings 

 Genital rash   Bloating during period 

 

 
 Low sperm count   Cramping 

 Low sperm motility    Vaginal discharge 

    Ovarian cysts  

    Uterine fibroids 

    Sexually transmitted illness 

    Breast lumps 

    Yeast infections 

    Age of Menopause 

    Number of pregnancies 

   

 
 
 
 

 Number of live births 

 

 
   
Administrative Question: 

How did you hear about NDMedic Naturopathic Care? _______________________________ 

 

Medications: 
Please list any prescription medications, over the counter medications, vitamins or other 
supplements you are taking with dosages and frequency: 
 

 

 

_____________________________________________________________________________ 

Please indicate Yes (Y), No (N), Past (P) regarding the use of the following: 

Are you currently taking… 

Pain killers?             Y   N   Past  

Antibiotics?             Y   N   Past 

Antacids?  Y   N   Past     

Laxatives?             Y   N   Past 

Tobacco?  Y   N   Past                                      (How many:_____________________) 

Alcohol?  Y   N   Past                                      (How much:_____________________) 

Caffeine?  Y   N   Past                                      (How much:_____________________) 

Recreational drugs? Y   N   Past                                      (How much:_____________________) 

Diet Pills?  Y   N   Past 
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Family History: 
 

  

 Father Mother Brothers Sisters Maternal Paternal 

G. 

Mother 

erer 

G. 

Father 

G. 

Mother 

G. 

Father 

Age (if living)         
Health (G=good, 

P=poor) 

        
Anemia         
Asthma, Hives         
Cancer         
Cystic Fibrosis         
Diabetes         
Epilepsy         
Rheumatoid 

Arthritis 

        
Osteoarthritis         
Heart Disease         
High Blood 

Pressure 

        
Kidney Disease         
Mental Illness         
Alcoholism         
Stroke         
Other         
Cause of Death         
Age (at death) 
OFFICE USE 
ONLY: Provider 
Signature: 
_____________
_____________
_____________
_ Date: 
_____________
_____ 
 

  

 

Office 

use 

only:  

  

 

 

 

 

OFFICE 
USE 
ONLY: 
Provide
r 
Signatu
re: 
______
______
______
______
______
______
____ 
Date: 
______
______
______ 
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Informed Consent to Naturopathic Treatment  

Naturopathic medicine is the treatment and prevention of diseases by natural means. Naturopathic 

doctors assess the whole person by taking into consideration the physical, mental, and emotional 

aspects of the individual. Gentle, non-invasive techniques are generally used in order to promote 

healing. Depending on your case, the physical may include, with your consent, more specific 

examinations such as breast, prostate, rectal, or external genital exams.  

It is very important that you inform your naturopathic doctor of any disease you are suffering from, 

any allergies you have, and any medications or over the counter drugs that you are currently taking. 

Please advise your naturopathic doctor if you are pregnant, suspect you are pregnant, or if you are 

breastfeeding. As a patient, you will receive information about your diagnosis, your treatment, and 

alternative courses of action. You will also be advised of the material effects, costs, expected 

benefits, risks, side effects, and consequences of not acting upon your diagnosis or treatment.  

 

Please initial beside each of the follow statements as appropriate: 

 

______     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 I may look at my medical record at any time and can request a 

copy by paying the appropriate fee.  I have read and understand the privacy policy of this office. 

 

______     I understand that the Naturopathic Doctor will answer any questions that I have to the 

best of her ability.  I understand that results are not guaranteed.  I do not expect the doctor to be 

able to anticipate and explain all risks and  complications.  I voluntarily consent to the 

diagnostic and therapeutic procedures mentioned above, except for (please list any exceptions) 

_______________________________________________. 

 

______     I understand that any treatment provided for me by Dr. Farnoush Khodarahmi, ND is 

not mutually exclusive of any treatment or advice that I may be receiving now or in the future from 

another licensed health care provider and that I am at liberty to seek or continue medical care from 

a physician or other health care provider qualified to practise in Ontario. 

 

______     I understand the fee schedule and agree to pay billings promptly. 

 

______     I understand that I may purchase any recommended supplements/remedies from the 

dispensary at the office or from any retail store of my choice. 

 

I have read and understand the above stated information and policies.  I consent to treatment by 

Farnoush Khodarahmi, ND modified as indicated above.  I understand that I am free to withdraw 

my consent at any time. 

 

Patient Name (please print)    ___________________  Date:  _______________________ 

Signature of Patient (or Guardian) _________________________  

Signature of Naturopathic Doctor: _____________________________ 
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Consent for the Collection, Use, and Disclosure of Personal Information  

We understand the importance of protecting the privacy of your personal information and we are 

committed to collecting, using, and disclosing your personal information responsibly. All staff 

members who come into contact with your personal information are aware of the sensitive nature 

of the information that you have disclosed to us. As such, we strive to ensure that:  

• Only necessary information is collected about you. 

• We only share your information with your consent. 

• Storage, retention, and destruction of your personal information complies with existing 

legislation and privacy protection protocols. 

• Our privacy protocols comply with privacy legislation, the standards of our regulatory body, 

and the law.  

We will collect, use, and disclose information about you for the following purposes: • To assess 

your health needs and advise you of treatment options. 

• To communicate with you and remind you of upcoming appointments. 

• To communicate with all other health care providers in your health care team.  

• To allow us to efficiently follow-up for treatment, care, and billing. 

• To assist in complying with all regulatory requirements and the law, including requirements to 

advise authorities of child abuse and to report diseases and individuals who may be an imminent 

threat to themselves or others. 

• To invoice for goods and services, process payments, and collect unpaid accounts.  

If a new purpose arises, we will seek your written approval in advance. We will not, under any 

circumstances, supply your insurer with your confidential medical history. In the event that this 

kind of request is made, we will forward the information directly to you for review, and for your 

specific consent.  

PATIENT CONSENT:  

I have reviewed the above information that explains how my naturopathic doctor will use my 

personal information. Should the need arise, I agree that my naturopathic doctor can email me 

and I understand that this is not considered a secure form of communication. I agree that my 

naturopathic doctor can collect, use, and disclose my personal information for the purposes listed 

above.  

Please note that all cancelations must be made by 3:00 PM on the day prior to the visit. Failure to 

notify on time, will result in a full visit charge. 

 

__________________.                             ___________________ 

Print Name Signature                                     Date (MM/DD/YY)  
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 Monday Tuesday Wednesday Thursday Friday Saturday 
BREAKFAST 

 
 

  
 

 

 

 

 

    

SNACK 

 

 

 
 

      

LUNCH 

 

 

 
 

      

SNACK 

 

 

 
 

      

DINNER 

 

  

      

Water intake (L)       
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