

To my new patients: 

This new patient package will get you ready to visit me in an effective way so I can do my best to assess and help you in improving your health and well being.

As you may already know, the principles of naturopathic medicine include:

· Finding and treating the cause of the problem(s)

· Viewing each person as a whole person – mind, body, and spirit

· Educating the person to effectively prevent occurrence or recurrence of problems

· Recognizing and maximizing your own innate healing ability 

These principles help guide my suggestions for you.  I recognize that each of us are unique individuals - we learn and react in ways that make each of us who we are.  In keeping with this, each person’s treatment plan is unique as well.  After an initial visit and assessment and preliminary testing, I will work with you to develop a plan to optimize your health and healing ability.  Note, just as we have great abilities to achieve goals in our lives, so does our body have the potential to heal, and renew to great health.

I look forward to working with you.

Rahim B. Habib BSc, ND

Also included in this new patient package you’ll find:

· The Naturopathic Services Fee Guide

· Upcoming Courses & Events – enroll to learn more about improving your personal & family health

· The patient agreement – please have this signed before your first visit

· Adult/Child intake form – please have this accurately filled for your first visit

· Food and Activity Diary – please have this filled and brought to your second visit

· Consent to Assess and Treat

Note: -make sure to provide your email address for informative newsletters, information on upcoming events, and new features to the clinic

Child
FEES 

Richmond Hill Office: 905-597-7201;  Toronto/North York Office: 416-497-4477 Ext. 251      
NOTE:  Naturopathic services are covered under most employee/extended health insurance plans.  To claim reimbursement, simply submit the receipts directly to your insurance company.

	All prices in Canadian dollars.  Prices do not include the 5% G.S.T.

	Naturopathic Assessment  OR
Acupuncture Assessment 

(1st visit)
	$120/hr (~60 min)

	Program Visit (2nd visit)
	$120/hr (~60 min)

	Treatment Visits

 (also see below)

See articles on injections and far-infrared sauna detoxification
	$60 (up to 45 min)  - Except: peat bath/poultice/castor oil/injections
-Acupuncture

-Bowen

-Castor Oil Pack – plus $5 materials fee

-Hydrotherapy

-Mind-Body Relaxation

Peat bath/poultice - $75 each
Injection Therapies – individualized cost

Far-Infrared Sauna Detox/Pain Therapy - $200 for 10, $300/month unltd*

	15/30/45 minute Consultation OR seasonal assessment
	$30.00 / 60.00 / 90.00

	Annual Physical Exam
	90.00 (45 minute visit)

	Injections

-intradermal

-intramuscular

-intravenous

(see article on injections)
	-B-vitamins (eg: B12), homeopathic, mistletoe, Echinacea, ‘flu-shot’ alternative – $20.00 plus cost of fluid

-Glutathione – small/regular/large - 45.00 / 55.00 / 70.00

-Meyers IV ‘Cocktail’ – 70.00

-Vitamin C IV drip – 90.00 and above depending on dosage

-other combinations are based upon individual prescription

	Acute Care Visit (Eg: colds, flu, rehab adjunct..)
	$30.00 per 15 minutes

	Home Visit
	$150/hr + travel consideration

	Telephone Consultation
	Same rate as above.  No fee for calls less than 5 minutes.

	In-house Preliminary Testing
	-Urine Acidity - $2.00

-Urine Dip (acidity, glucose, infection, concentration, vitamin C) – 5.00

-Urine Indican (digestive toxicity) – 15.00

-Urine Koenisburg (metabolic stress) – 5.00

-Urine Oxidata (free radical/antioxidant status) – 25.00

-Hair analysis (toxic/deficient metals/minerals) - $80.00

	Advanced Laboratory Testing
	Inquire regarding prices of advanced tests on blood, urine, saliva, stool

Eg: IgG food intolerance/allergy test, stool tests, urine organic acids, etc.

NEW: Genetics Testing – liver detoxification, cardiovascular, bone


Programs Offered:
· Comprehensive Detoxification Program – customized to individual

· Holistic Stop Smoking Program - $475 (1st & program visits, 5 treatment visits) 

· Stress Management Program - $350 (1st visit & 5 treatment visits)

Note: these programs do not include the GST or cost of tests

Treatments Available (inquire at front desk for more information on these):

Acupuncture, Bowen, Castor Oil Pack, Botanical (Herbal), Homeopathy, Hydrotherapy, Lifestyle/Nutrition Counseling, Reflexology, Relaxation, Far-Infrared Sauna Detoxification, Medicinal Hyperthermic Peat Bath/Poultice, Injection Therapies
Nutritional, Botanical & Homeopathic Preparations

For your convenience, supplements recommended by your naturopathic doctor are available for purchase here at the clinic.  They may be available from other medical supply, pharmacies, or health food stores. 






 




Effective: August 2008
Your Agreement with Rahim B. Habib, BSc, ND

To my patients:

For us to provide you with the best naturopathic care possible, and to get you better as quickly as possible, we feel that you should be involved and informed.  The following outlines the details about your treatment.

Appointments:
Appointments should be made and/or confirmed at the end of each visit.  Your next appointment will be recorded for you for easy reference – though please record the date where you know you will see it, such as on your calendar/organizer.

Lateness, Cancellations & No Shows:
Please give at least 24 hours notice should you need to cancel or change your appointment.  Failure to cancel or change your appointment in a timely manner will result in a charge.  Unfortunately, patients who are late for their appointments cannot be guaranteed treatment for that day although best efforts will always be made.

Treatment Program/Schedule:
Your treatment program has been designed specifically to maximize your recovery.  It is in your best interest to adhere to your treatment program/schedule we have created together.  Failure to do so may hinder your recovery.  If you have concerns with the program, please discuss it with me for clarification or options.

Payments:
Naturopathic services are not covered by the provincial Ontario Health Insurance Plan (OHIP) and you are responsible for the full payment at the end of each visit.  Please note that this policy applies to all individuals, including WSIB and Motor Vehicle accident patients.  Payment options include Cash, Cheque, VISA, or Mastercard.  Make cheques payable to “Rahim Habib” or “Four Seasons Naturopathic Clinic for Detoxification & Healing”  Fortunately, more and more private/employee insurance plans are covering naturopathic services – please check to see whether your plan covers it, or bring it in for us to review it with you.

Treatment Costs:
Refer to the Fee Guide in your new patient package, or ask for the guide at the front desk.

Agreement:
“I acknowledge that I have read and understand this agreement, and guarantee full payment for all services that I receive.  I also understand that any unpaid balance is subject to a 1.5% charge per month on the outstanding balance.”

______________________  _______________________  ___/___/_____________

Parent/Guardian Signature

   Printed Name

         Date (mm/dd/yyyy)

Rahim B. Habib or Representative
Name:_____________________________________ 
Three Day Consumption and Activity Diary

Starting Date:_______________________________

	Time of Day
	Day 1

_______________
	Day 2

_______________
	Day 3

_______________
	Notes on your Routines and Patterns

	
	
	
	
	

	Energy

(1-10)

& Lows
	
	
	
	

	Daily Over-view
	
	
	
	


Instructions: list all items you consume/chew/drink under each 24 hour day column (don’t forget night snacks!), include condiments, the time you eat/drink & item sizes (cups/tsp/oz/g/ml).  Include times you actually feel hungry.  Ex: 2pm - medium baked potato with 3 tsp sour cream with pinch of chives & salt.  Write your routines (eg: 6am wake, shower, make breakfast, 8am eat at work, noon exercise, etc) & eating patterns for the week.  Rate your average daily energy level out of 10, & time(s) of low energy.   Under daily overview write time and type of: exercise, sleep quality, digestion & bowel movements, emotions, stress and triggers & other signs from your body.  Continue information on the back.
Bowel Transit Time Test: eat a ¼ cup serving of corn/peas with a meal, note the time you ate it, & then the time you notice the corn/peas in your stool.

NATUROPATHIC INTAKE FORM -- CHILD
The information requested is personal, yet crucial to your proper full assessment.

All information is kept confidential unless you request otherwise.

Childs Full Name: ________________________________________________
Today’s Date: _____________________

Preferred Nickname: ______________ Date of Birth: (mm/dd/yy)____/____/_____
Age: ____
Gender: M  F    
Parent/Guardian Names: ____________________________________________________________________________

Relationship to the Child _____________________________________________________________________________

Complete Address: _________________________________________________________________________________
City: ___________________________________________
Postal Code: __________________________

Tel #s: Home (       )___________________
Work (        )____________________  Cell (____)_____________________
Email Address: _____________________________________  May we email you?  (clinic updates, newsletter)  Yes
No

Emergency Contact Name: ___________________________Relation: _________________   Tel: (      )_______________
Emergency Contact Address: _______________________________________________________________________

Parent/Guardian Occupation: __________________________
Employer: ______________________________________

Childs Other Current Health Care Providers (name, occupation, phone & fax number, address):

           Initials:

1. ______________________________________________________________________________________

2. ______________________________________________________________________________________

3. ______________________________________________________________________________________
Please initial in the boxes above right, which health providers we have your permission to contact
How did you hear about us? (articles, friends, health care provider, etc.,)______________________________________

Source of Referral: _______________________________________________________________________________

Do your employee benefits or extended health care plan cover naturopathic services (may be listed under ‘Paramedical Services’)?
Yes
No



Please give this sheet to the front staff before you see the naturopathic doctor.
What are your or your child’s main health concerns? _______________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Prenatal Health

What was the health of the mother and father before conception?

Ages of the parents at conception:  

Was this a planned pregnancy? 

Did the mother have any miscarriages?

What methods of birth control were used?

How was the mother’s health during pregnancy – mental, emotional, physical?  __________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

Did the mother experience any of the following during pregnancy?


cramps


high blood pressure

physical or emotional trauma


edema


infections


spotting


gestational Diabetes
nausea



vomiting

How was the mother’s diet during pregnancy?

Did the mother receive any prenatal medical care?

Was the mother on any supplements, remedies or medications during pregnancy?


Was the mother exposed to any of the following during pregnancy:


alcohol


recreational drugs
air travel
X-rays

cigar/ette smoke

ultrasound

fish consumption  - eg: tuna – specify amount, type, frequency:

toxins (eg: lawn pesticides, solvents, air pollution, etc.)
Birth History

What was the length of the pregnancy?

How long was the labour:

Were there any complications during pregnancy or labour? 

Was the birth:
Vaginal     C-section     Induced

Emergency

Was the birth: 
at home

in hospital
in a birthing centre

Were any of the following used:

Forceps

Drugs

Epidural
Suction

How was the emotional support for the mother during labour?   

What was the mother’s overall feeling regarding the birth?

Neonatal History

At birth, what was your child’s weight: 




            Height:




            APGAR Score: ________  
   


Did your child experience any:


anemia


convulsions

fever


birth injuries

cradle cap

jaundice


birth defects

diaper rash

rashes


cyanosis

diarrhea

respiratory distress


constipation

feeding difficulties
vomiting

Diet History

Was your child breastfed?  If yes, for how long:

At what age was formula started?  What was the type of formula?  

Did your child have colic? 

What foods were introduced before 6 months:

What foods were introduced between 6-12 months:


Were there any reactions to the foods:


Does your child have any known food allergies/intolerances:


Does your child have any dietary restrictions? 

How is your child’s appetite? 

What are your child’s favorite/least favorite foods: 

Health & Development

How was your child’s health in the first year?

At what age did your child first:  sit up  





crawl  





stand 





walk





talk

When did your child’s first tooth come out?

Were there any problems with teething?

Is your child toilet trained?  At what age was he/she introduced to this?

What is the general state of your child’s health?

Does your child have any known allergies/sensitivities (environmental, medical)? 


Please list your child’s past illnesses


Please list any major injuries/surgeries/hospitalizations (include ages):


Which vaccinations has your child received (include ages):



Diphtheria



Pertussis

Human Papilloma Virus


Haemophilus influenzae
 b

Pneumonia



Measles



Polio



Mumps




Rubella



Hepatitis



Tetanus

Were there any reactions to the vaccinations?

Please list any medications your child has taken or is currently taking:

 Please list any supplements/remedies your child has taken/is taking:


Sleep

How did your child sleep in the first year? 

What is your child’s usual bedtime and wake up time?

Does your child have trouble falling asleep or waking up?

How many hours a night does your child sleep: 

Does your child nap during the day?  If so, for how long, and how often?


Has your child experienced any of the following:




bed wetting



sleepwalking





move around in sleep


talking in sleep




nightmares/night terrors


teeth grinding

Emotional/Environmental

How would you describe your child’s temperament? 


Is your child in:  school

day-care


homecare

other

How would you describe your child’s behaviour and performance at school: 


Does your child enjoy school?

What are the comments of his/her teachers/assistants?

______________________________________________________________________________

What are your child’s favourite activities? 

Describe your child’s typical day:


Does your child exercise regularly?  If yes, how often?

Does your child prefer to be:
indoors

outdoors

How many hours a day does your child:


read ______

watch TV _____
List any other activities and the length: 


video games ______
computer _____
________________________________

What are your child’s fears?

Does your child make friends easily or with difficulty?

Does your child get along with siblings?

Does your child get along with parents?

How is the emotional climate at home?  

Does anyone at home smoke?  
Yes
No

Is the child exposed to any pets?

How is the home heated?

Do you know of any toxins or hazards the child is regularly exposed to (at home, hobbies, etc)?

 

What type of dental care has the child received, when?: ____________________________________________________________________________________________________________________________________________________________________________________________

Family History

How is the health of the parents? 

How is the health of the siblings?

How is the health of other family members?

Do any family members have any of the following conditions:


alcoholism

depression

kidney disease


allergies

diabetes

mental illness


anemia


drug addiction

seizures


arthritis (juvenile)
epilepsy

thyroid disorders


asthma


headaches

tuberculosis


birth defects

heart disease

venereal disease


cancer


high blood pressure


(
Is there anything else you feel is important that has not been covered?






Thank you for completing this form.  Please return it to the front desk staff. 
Informed Consent to Assessment and Treatment

I hereby request and consent to the performance of physical, functional, and/or vocational assessment/treatment procedures on me by the service provider(s) identified below and/or anyone working as a Naturopathic Doctor, or for the naturopathic doctor at the Four Seasons Naturopathic Clinic for Detoxification and Healing.  I have been informed about the following:

· What the assessment/treatment is;

· Who will be performing the assessment/treatment;

· The reasons why I should have the assessment/treatment; 

· The alternatives to having the assessment/treatment;

· What might happen if I do not have the assessment/treatment; and

· What potential risks and/or side effects exist for the proposed assessment/treatment

By consenting to assessment/treatment, you are authorizing access to your file, personal information, and authorizing payment of services and tests given.  Please ask to review the privacy policy if you have questions about the use of your personal information.

Even the gentlest therapies have their risk of complication in certain physiological conditions such as pregnancy, lactation, in patients who are very young/very old, or in people who take multiple medications, or in patients with severe or very longstanding conditions.  Some therapies must be used with caution in certain diseases such as diabetes, lung, heart, liver, or kidney disease.  It is very important that you are completely open in informing your naturopathic doctor of any disease process currently going on in your body, congenital and genetic issues, and if you are on any prescription medication or over-the-counter (OTC) drugs.  If you are pregnant, suspect you are pregnant, or you are breast-feeding, please inform your naturopathic doctor immediately.

There are some slight health risks to naturopathic treatment.  Theses include, but are not limited to the following:

-aggravation of pre-existing conditions or symptoms

-allergic reactions to supplement or botanical (herbal) preparations

-pain, bruising, or injury from venipuncture or acupuncture

-fainting, organ puncture with acupuncture needles, accidental burning of the skin from the use of moxa

-muscle strains, sprains, disc injuries, stroke/emboli from spinal vertebral manipulation

I understand that my naturopathic doctor keeps a record of services provided to me.  This record will be kept confidential and will not be released to others unless so directed by myself or unless required by law.  I understand that I may look at my medical record at any time and can request a copy of it by paying the appropriate fee.  I understand that my identity will be protected and kept confidential.

I understand that the results of naturopathic treatment are not guaranteed.  I do not expect my naturopathic doctor to be able to anticipate and explain all risks and complications.  I will rely on my naturopathic doctor to exercise good judgment in my best interests, based on the facts and findings then known.  With this knowledge, I voluntarily consent to a physical exam, indicative, diagnostic, and therapeutic procedures, except for (please list): _____________________________________.

I understand the explanations and have no further questions.  My consent is voluntary and I intend this consent form to cover the entire course of assessment/treatment for my present condition, and future conditions, commencing on the date indicated below.  I understand that I may ask questions at any time and that I am free to withdraw this consent in writing, at any time, except for actions already taken.

Informed Consent to Assessment and Treatment
_____________________________
_____________________________
______________________

Patient/Guardian Signature

Naturopathic Doctor 


Date
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