Naturopathic – MSK Acupuncture
File #: _______________
Date: ________________

General Information
How do you wish to be addressed in our office?
 First name

 Mr

 Mrs

 Miss

 Ms

 Dr

How do you wish to be contacted by our office? Email  Phone 
Last name:___________________________________ First name:_________________________________
Date of birth (D/M/Y):_____________________________________________________________________
Address:_______________________________________________________________________________
Town/City:____________________________________ Province:________ Postal Code:______________
Home Phone: (

)_____________________________ Cell Phone: (

Email:_______________________________________

_______

)____________________________
Initial here to consent to email
communication from the clinic

How would you describe your gender identity?________________________________________________
Gender at birth:  M

F

Occupation:_____________________________________________________________________________
Medical Dr. Name:_____________________________ Phone: (
Have you had previous acupuncture?  Y

N

)________________________________

With whom?______________________________

How did you hear about us?________________________________________________________________
Reason for consulting the office:
 I have a specific problem and require help only with this problem.
 After my specific problem has been relieved, I am interested in strategies to insure the problem does not
return.
 After my specific problem has been resolved and I understand methods to insure it does not return, I am
interested in strategies to improve my general health.
 I have no symptoms and I feel well. I am interested in strategies to help me to continue to feel well or even
better.
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Medical Information
Please list any current prescription or over the counter medication, including contraceptives/birth
control or fertility medications
Medication name
Dosage
Reason
Duration of use

Current Supplements (multivitamins, herbs, vitamins, minerals etc.)
Supp. and brand name
Dosage
Reason

Duration of use

Please list any current or past illnesses, surgeries or conditions, include diagnosis date:
1. __________________________________________________________________________________
2. __________________________________________________________________________________
3. __________________________________________________________________________________
4. __________________________________________________________________________________
5. __________________________________________________________________________________

Please list any known or suspected allergies/sensitivities:
1. __________________________________________________________________________________
2. __________________________________________________________________________________
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Please check any and all that are applicable to you:
 Seizure disorder

 Pregnant

 Fear of needles

 Alcohol intoxication

 Numbness/paralysis

 Diabetes

 Pacemaker

 Embedded electrical devices

 Anxiety

 Recent scars or open wounds

 Exhaustion

 Clotting disorder

 Heart arrhythmias

Please list any other therapies or practitioners you are seeing for your health concern (e.g.
chiropractor, osteopath, physiotherapist, etc. )
1. ______________________________________________________________________________________
2. ______________________________________________________________________________________
3. ______________________________________________________________________________________

Chief Health Concerns
Please list the reasons, in order of importance, you are seeking acupuncture treatment(s):
1. __________________________________________________________________________________
2. __________________________________________________________________________________
3. __________________________________________________________________________________
4. _________________________________________________________________________________

Pain/Tension:
Please describe any pain or tension that you have in your body:
Location

Nature of pain

What makes it better?

What makes it worse?

How long?
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INFORMED CONSENT TO NATUROPATHIC CARE
Naturopathic Medicine is the treatment and prevention of diseases by natural means. Naturopathic
Doctors (ND’s) 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.
ND’s use a variety of therapeutic approaches, either alone, or in combination. These approaches include
nutritional and lifestyle counselling, nutritional supplementation, Traditional Chinese Medicine (TCM) and
acupuncture, botanical medicine, homeopathy, hydrotherapy and physical medicine. Your ND will take a
thorough health history, perform screening physical examinations and request laboratory testing when
necessary.
It is very important that you inform your ND of any disease you are suffering from, any known allergies
you have, and any medications or over-the-counter drugs you are currently taking. Please advise your ND 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.
There are some slight health risks associated with acupuncture. These include but are not limited to:

•
•
•
•

Pain, bruising or injury from acupuncture or moxa
Vasovagal response (feeling faint or dizzy)
Organ puncture (with deep needling)
Aggravation of pre-existing symptoms

STATEMENT OF ACKNOWLEDGEMENT
I,_________________________________(please print name) understand that the form of medical care I will
be receiving is based on Naturopathic principles and practices. I hereby acknowledge that I have been
informed and understand the recommended diagnostic and therapeutic procedure(s)/plan and have discussed
them with my ND to my satisfaction. I also recognize that even the gentlest forms of therapies have potential
side effects and I release my ND from any responsibility or side effects. I acknowledge and confirm I have
been informed of the diagnostic/therapeutic procedures with respect to potential risks and side effects,
expected benefits, financial costs and the likely consequences of not having/following the provided
recommendations and what alternative course(s) of action are available to me. I understand that this record
will be kept confidential and will not be released to others unless so directed by myself or unless required by
law. If seeing more than one practitioner at Waterdown Village Chiropractic and Wellness Group, I imply
consent for them to share and discuss my file as deemed necessary by the practitioners to ensure that I
receive the most appropriate care for my condition.
I also acknowledge that:
1. Any treatment or advice provided to me as a patient of Naturopathic Medicine is not mutually exclusive
of any treatment or advice that I may now be receiving or may in the future receive from another
licensed health care provider.
2. I am at liberty to seek or continue medical care from a physician, surgeon, or other health care provider
qualified to practice in Ontario.
3. My ND has not suggested or recommended to me to refrain from seeking or following the advice of
another licensed health care provider.
4. The treatment and therapies rendered or recommended by my ND may be different from those usually
offered by a medical doctor or other licensed health care provider.
5. I acknowledge that full payment is required at the time services are provided or supplements are
purchased.
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I declare that my ND has explained to the best of her ability, the treatment or services that I may receive and
hereby authorize and consent to treatment. I intend this consent to apply to all my present and future
naturopathic treatments.
Patient Name (print):__________________________________ Date:________________________________
Signature:__________________________________________
Parent/Guardian signature (if under 16 years old):________________________________________________

CANCELLATION POLICY
While the clinic does provide regular appointment reminders, I acknowledge that I am responsible for my
attendance and that 24 hours’ notice is required should I wish to cancel or reschedule my appointment. If less
than 24 hours’ notice is given, or if I fail to show for my scheduled appointment, I understand that one of the
following charges will be applied to my account:
• A cancellation fee of $25.00 should I cancel an appointment with less than 24 hours’ notice
• A full appointment fee should I not show for my scheduled appointment without notice
Please initial to confirm that you have read the cancellation policy and agree to pay any outstanding balances
owing.____________ (Initial here)

