Adam Prinsen B.Sc,N.D.
 



385 Stewart St. Peterborough, ON K9H 4A9

(705) 748-3877


PREPARATION BEFORE YOUR FIRST VISIT
Please fill out all the forms you were sent as completely, honestly and thoroughly as possible. Bring them with you. Do not wear any perfume, cologne or anything that has a fragrant odor. This helps with your assessment.

PAYMENT OPTIONS

We accept cash or cheque, debit or credit cards. The initial appointment costs $250 +any remedies/supplements/tests that are necessary. It takes approximately 2 hours time.
OUR LOCATION

We are located at 385 Stewart St. which is just south of the intersection of Hunter and Stewart.

(North of Charlotte St and within walking distance from downtown). The office is located on the left side of the house. You will see a sign and a separate entrance.

WHAT TO EXPECT FROM A CONSULTATION

The first visit is approximately 2 hours long (sometimes more or less).  Subsequent visits are anywhere from 0.5 to 1 hour in length. 

Treatment will start on this first visit. After this visit I also develop other aspects of the treatment plan. This treatment plan is introduced to my client step by step so it may be integrated over time. This is to respect a person’s unique ability to adapt to change. The treatment plans often change and evolve as I work with people because they are healing and changing and have different needs. I encourage my clients to express their own ideas, thoughts and desires. 

MISSED APPOINTMENTS
Please give 24hrs notice to cancel or reschedule appointments, otherwise a $40 charge will apply.

Patient Information Form (Adult)
A detailed history is vital to the practice of Naturopathic Medicine. It is a team effort between you and I to investigate the nature and root cause of your dis-ease. Therefore it is helpful to pay attention to what you experience and how you react to it. This includes all areas of your life.  Your uniqueness and individuality will help to determine a treatment plan specifically tailored to you. Your participation and commitment is necessary to the success of this treatment plan.  It is important that you become aware of the connection between your body, mind and stress and their impact on your health and wellness. This is a process and I am here to facilitate that process. 

Full name: ___________________________________
Today’s Date: _____________________
Date of birth: _________________________________
Age: ________

Home address:_________________________________ City______________________________
Postal Code: _________Home phone: (       )__________Work phone: (       )_________________
Email: ___________________________________________________________________ 

Live with: Spouse  Partner  Parents  Friends   Children   Pets   Alone 

Children (name and age):
________________________________________________________________________
Occupation: ___________________   Employer: _________________________________          

Referred By: ____________________________
Emergency Contact Name: _______________________  Relationship: ______________________

Tel: (___)__________________  

Family Medical Doctor:  _______________________________

What are your health concerns in order of importance to you?
Complaint


  
      Since


Causes 
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
What medication (Include prescription drugs and over the counter drugs) are you currently taking?

Medication                                                          Since                                Any adverse effects?
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

What other types of treatment are you currently following?
Treatment                                                         Since                                            Results
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

What surgery or major injuries/illnesses have you had?
Surgery/injuries/illnesses                                        When                               Complications?
_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Do you have any allergies or food sensitivities?  Please list:

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Have any screening tests been done? ___________________________________________________________________________________

___________________________________________________________________________________

What vaccinations have you received and what adverse side effects have you experienced?

	Vaccination
	                                  Adverse Side Effects

	Tetanus
	

	Pertussis
	

	Diphtheria
	

	Polio
	

	Measles
	

	Rubella
	

	Mumps
	

	Influenza
	

	Hepatitis B
	

	Hemophilus influenzae
	

	Tuberculosis
	


Where have you travelled and when?  Did you suffer any illness as a result? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is your:

Weight now________________  Weight one year ago _______________  Max. Weight ____________

Ideal weight _______________   Height _____________ Any loss of height? ______________

Do you diet often?       Yes _____    No _____

What exercise do you do and how much? __________________________________________________

CIRCLE any of the following you may have had:

abscesses
depression 
heart disease 
   mononucleosis         rheumatic fever
 syphilis

alcoholism
diabetes
hepatitis
   mumps                     rubella
              tonsillitis

allergies
emphysema
herpes genitalia    parasites
          scarlet fever           tuberculosis

anemia

epilepsy
influenza
   pelvic inflam.dis.     sexual abuse          typhoid fever

arthritis

gall stones
kidney disease
   peritonitis
          skin disease
 venereal warts

asthma

goiter

leukemia              pleurisy                     strep. Throat         warts

cancer

gonorrhea
malaria

   pneumonia
          sinusitis

 whooping cough

chicken pox
gout

measles
                PMS

          sunstroke

 worms  

cold sores
hayfever
miscarriage           prostatitis
          stroke                    yellow fever

Family History:

Have any of the above listed conditions affected your relatives?
Relative
age if alive
   age at death



ailments
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Mother (if living give details of health and illness)

__________________________________________________________________________________________________________________________________________________________________________

Father (if living give details of health and illness) __________________________________________________________________________________________________________________________________________________________________________

Siblings and their status of health: __________________________________________________________________________________________________________________________________________________________________________

Spouse/Partner and their health status: __________________________________________________________________________________________________________________________________________________________________________

Children and health status:

__________________________________________________________________________________________________________________________________________________________________________

How much of the following substance are you using?

Tobacco: _________________________________   Alcohol: __________________________________

Coffee: __________________________________    recreational drugs: __________________________

Circle the environmental hazards you have been exposed to (past and present):

chemicals                                   tobacco smoke       other: _____________________________

radiation                                     heavy metals

Do you feel any of the present troubles are due to or connected to: 

-     the use or abuse of alcohol, drugs, coffee, cola beverages 

· excess mental or physical stress

· sexual practices

-     anger, anxiety, bitterness, excitement, fear, worry, injury, loss of sleep, travel, major changes
Comments:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In general:

Is there a pattern to your symptoms (ie. cyclic, repetitive, timely)? __________________

________________________________________________________________________

Does the weather or geographical location affect your symptoms? ______________________

OPTIONAL:
Please take a few minutes and write a short biography of your life. Tell me about what has happened to you to get you where you are today.   This helps me to understand you, and helps you to gain perspective.

The following is a review of systems form.  It helps to jog your memory about symptoms that you may have forgotten about, but are relevant to your case.

Circle the number, which applies, to you. 1 means not so much/poor and 5 means yes/excellent.

	I generally feel relaxed
	1  2  3  4  5

	I sleep well and regularly
	1  2  3  4  5

	I wake rested and refreshed
	1  2  3  4  5

	I feel physically fit and healthy
	1  2  3  4  5

	I feel youthful and flexible
	1  2  3  4  5

	My energy level is good
	1  2  3  4  5

	I exercise three or more times weekly
	1  2  3  4  5

	I walk regularly
	1  2  3  4  5

	I eat healthy food
	1  2  3  4  5

	I take time for leisure activities
	1  2  3  4  5

	I enjoy my work
	1  2  3  4  5

	My relationship with co-workers is open and harmonious
	1  2  3  4  5

	I feel loved and supported by friends and/or family
	1  2  3  4  5

	I see challenges as opportunities
	1  2  3  4  5

	I feel in control of my life and work
	1  2  3  4  5

	I am generally free from pain
	1  2  3  4  5

	I have few health problems
	1  2  3  4  5

	I am committed to personal growth
	1  2  3  4  5

	I allow time for the spiritual dimension of life
	1  2  3  4  5


For the following sections check () the box beside current or recurring symptoms.  If it is a symptom that you have experienced in the past underline it.
GENERAL
Poor appetite


Poor sleep

Fatigue
Fevers



Chills


Night sweats
Sweat easily


Tremors

Cravings
Localized weakness

Poor balance

Change in appetite
Bleed/bruise easily

Weight loss
Weight gain
Peculiar tastes/smell

Strong thirst (hot/cold drinks?)

Sudden energy drop – what time of day? __________________________

SKIN AND HAIR
Rashes


Ulcerations
Hives
Itching


Eczema
Acne
Dandruff

Loss of hair
Recent moles
Change in mole

Skin cancer
Dryness
Nail changes

Night sweats
Lumps
Other: ​​​​​​​​​​​​​​​​​​​​​_________________________________________________________________

HEAD, EYES, EARS AND THROAT
Dizziness

Concussions
Migraines
Glass/contacts

Eye strain
Eye pain
Poor vision

Night Blindness
Colour blindness
Spots in front of eyes
Blurry vision
Cataracts
Double vision

Glaucoma
Blind spot
Dry eyes

Red eyes
Itchy eyes
Ringing in ears

Poor hearing
Earaches
Sinus problems

Nose Bleeds
Loss of smell
Frequent colds or flu
Hayfever
Allergies
Sore throats

Swollen glands
Grinding teeth
Cavities

Excess saliva
Face pain
Sore lips or tongue
Teeth problems
Jaw clicks
Headaches    Where and when? _____________________________________________
Other: _________________________________________________________________

CARDIOVASCULAR
High blood pressure
Low blood pressure
Chest pain
Irregular heart beat
Palpitations

Dizziness
Fainting

Cold hands or feet
Swelling of hands
Swelling of feet

Blood clots

Phlebitis
Rheumatic fever
Difficulty breathing
Murmurs
Anemia

Deep leg pain

Varicose veins
Easy bleeding

Easy bruising

Thrombophlebitis
Other: ___________________________________________________________________

Have you had and ECG? Yes  No   Other heart tests______________________________

RESPIRATORY
Cough



Coughing blood

Asthma
Pleurisy


Wheezing

Bronchitis
Shortness of breath

Emphysema

Tuberculosis
Shortness of breath at night
Pain with deep breath
Pneumonia
Production of phlegm  What colour? _________________ Last chest x-ray___________
Other: __________________________________________________________________

GASTROINTESTINAL
Nausea

Indigestion

Black Stools
Vomiting
Belching

Blood in stools
Constipation
Gas


Rectal pain
Diarrhea
Bad breath

Hemorrhoids
Ulcer

Liver disease

Gallbladder disease
Abdominal pain
Chronic laxative use
Jaundice
Food allergies
Vomiting blood
Rectal bleeding
Bowel movements  How often? ____________________ Is this a change? ______________
Other: _____________________________________________________________________

URINARY
Pain on urination
Frequent urination
Blood in urine
Urgency to urinate
Unable to hold urine
Kidney stones
Decrease in flow
Frequent infections
Do you wake up at night to urinate?   If so, how often? __________________________
Odor to urine   Describe: __________________________________________________
Other: _________________________________________________________________

MALE
Hernia


Testicular pain

Herpes
Impotency

Prostate disease

Testicular masses
Discharge or sores
Sexually transmitted disease

Other: _____________________________________________________________________

Sexual preference Heterosexual     Bisexual     Homosexual

FEMALE
Heavy menses


Light menses


Clots
Painful periods


Bleeding between periods
Irregular periods
Abnormal PAP


Vaginal discharge

Vaginal sores
Sexually transmitted diseases
Vaginal itching


Ovarian cysts
Sexual difficulties

Pain on intercourse

Endometriosis
Breast lumps


Nipple discharge

PMS
Difficulty conceiving
Hysterectomy  Partial     Complete
Menopausal symptoms________________________________________________________
Other: ______________________________________________________________________

Do you do breast self-exams?   Yes   No     Would you like to learn how?   Yes   No

Age of first menses________   Length of cycle________   Duration of menses_________

Number of: Pregnancies_____      Births_____     Adopted children______     Miscarriages_____

                      Abortions______

Date of last menses_______________________      Date of last PAP________________________

Do you use birth control? _____________________ What type and how long? _________________

Sexual preference:     Heterosexual     Bisexual     Homosexual

ENDOCRINE
Heat intolerance

Cold intolerance
Thyroid problem
Excessive thirst

Excessive hunger
Excessive urination
Excessive sweating
Diabetes

Hypoglycemia
Hormone therapy
Excessive fatigue
Rapid weight gain
Rapid weight loss
Loss of height

Other: ________________________________________________________________________

MUSCULOSKELETAL
Neck pain
Muscle pain

Knee pain
Back pain
Muscle weakness
Foot/ankle pain
Hand/wrist pain
Shoulder pain

Hip pain
Arthritis
Sciatica

Broken bones
Other: __________________________________________________________________________

NEUROLOGIC
Seizures

Dizziness

Loss of balance
Area of numbness
Lack of coordination
Poor memory
Concussion

Depression

Anxiety/nervous
Quick temper/irritable
Very susceptible to stress
Numbness/tingling
Fainting

Involuntary movement
Speech problems
Phobias

Mood swings

Insomnia

Have you ever been treated for emotional problems?   Yes     No

Have you ever considered or attempted suicide?           Yes     No

Have you been treated for alcoholism or drug abuse?    Yes    No
INFORMED CONSENT
I would like to take this opportunity to welcome you to Naturopathic Medicine.  In this practice I utilise the principles and practices of Naturopathic Medicine and other supportive therapies to assist you in your healing process and improve your quality of life and health through natural means.

I conduct a thorough case history.  A physical exam, specific blood and/or urinary laboratory reports may be used as part of the treatment work-up.  Privacy of your personal information is an important part of this practice, while providing you with quality naturopathic care.  I understand the importance of protecting your personal information.  I am committed to collecting, using and disclosing your personal information responsibly.  I will try to be as open and transparent as possible about the way I handle your personal information. 

The privacy policy ensures that only necessary information is collected about you and I 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 and standards of our regulatory body, CONO, the College of Naturopaths of Ontario.

I will collect, use and disclose information about you only as necessary for the following purposes:  to assess your health concerns; to provide health care; to advise you of treatment options; to establish and maintain contact with you; to send you newsletters and other information mailings;  to remind you of upcoming appointments; to communicate with other treating health-care providers; to allow us to efficiently follow-up for treatment, care and billing; to complete claims for insurance purposes; to comply with legal and regulatory requirements of our regulatory body, CONO, the College of Naturopaths of Ontario acting under the authority of the RHPA (regulated health professionals act); to invoice for goods and services; to process credit card payments; to collect unpaid accounts; to assist this Clinic to comply with all regulatory requirements: to comply generally with the law; to allow potential purchasers, practice brokers or advisors to conduct an audit in preparation for a practice sale.

Statement of Acknowledgement
Printed name _______________________________________  

As a patient of Adam Prinsen N.D., I have read the information and understand that the form of medical care is based on Naturopathic and other supportive principles and practices. I also recognise that even the gentlest therapies potentially have their complications, especially in certain physiological conditions, in very young children or those on multiple medications.  Hence the information provided is complete and inclusive of all health concerns including risk of pregnancy and all medications, including over the counter drugs and supplements.  The slight health risks of some Naturopathic treatments include, but are not limited to: aggravation of pre-existing symptoms, allergic reaction to supplements or herbs; pain, fainting, bruising or injury from venipuncture or acupuncture; muscle strains and sprains, disc injuries or stroke from spinal manipulations.

I also confirm that I have the ability to accept or reject this care of my own free will and choice and that I am not an agent of any private, local, county, provincial or federal agency attempting to gather information without so stating.  I accept full responsibility for any fees incurred during care and treatment.

I have reviewed the above information that explains how this clinic will use my personal information, and the steps the Clinic is taking to protect my information.  I agree to give my informed consent to the collection, use and/or disclosure of my personal information as outlined above.

SIGNATURE (parent or guardian in case of child)  

 ___________________________________________  

DATE : ____________________________            WITNESS: __________________________________ 

