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Dear prospective patient:

Welcome to Flatirons Naturopathic Clinic.  My mission is to provide natural medicine to my patients and empower them to achieve optimal health.  

Before you come to the office for the first time please read the following information.  Enclosed is a one page ‘Financial Policy and Statement of Acknowledgement’ sheet, and the seven page intake form.  The intake forms are more involved than most; they will provide important information to help assess your particular healthcare needs.  Please complete the intake forms as much as possible before your appointment.  This will give us more time to discuss the details of your case in person.  Please bring your ‘Financial Policy and Statement of Acknowledgement’ and your forms to your first visit.   I only schedule four to five patients per day in order to have the time to focus intensively on each case. I strive to give each patient a clear understanding of the problem and specific details about how to work with the treatment to make it as successful as possible.
Naturopathic Medicine is offered in this office.  This practice is based on the principles of ‘do no harm’ to the body, find and treat the cause of disease, and allow the body to heal itself.  Treatments are therefore therapeutics that will support the body’s innate ability to heal.  I use nutrition, botanical medicine, classical homeopathy, hydrotherapy, lifestyle counseling, and other techniques based on the needs of the patient.  

Thank you for choosing this office for your healthcare, you are making a commitment to your mind, body, and spirit.  I look forward to meeting and working with you.  Please let me know if you have any questions.  
Sincerely,

Shelese Pratt N.D.

263 2nd Ave Suite 100B

Niwot, CO 80544
O 303.652.0978         C 303.819.6129          F 303.652.0576          drpratt@drprattnd.com

Financial Policy and Statement of Acknowledgement

Please read the following and sign below after you have had any questions answered and understand this statement to your satisfaction.  Remember to bring this form in with the intake form for your first appointment

Financial Policy

Payment in the form of cash or check is preferred at the time of your visit, though credit cards, with the exception of American Express, are accepted as well. Returned checks incur a $25 charge to your balance. If you need to reschedule or cancel your appointment, please give 24 hours notice. 
Cancellations made with less than 24 hours notice may incur a charge of 50% of the appointment fee. If the appointment cannot be filled, the entire amount of the visit is due.  An initial appointment usually lasts from 1 ½ - 2 hours depending on the details of the case.  Follow up appointments are usually 1 hour. 
Because I believe that understanding and active involvement of the patient is by far the most important factor in healing, I will be available for follow-up phone consultations whenever a question or problem arises.  I will not charge for brief, simple phone consultations.  More complex or lengthy phone consultations will be charged at a rate of $25 per 15 minutes. Patients at our Stamford, CT Office and out of town patients at our Boulder, CO Office are required to make a deposit on their scheduled sessions at the time of scheduling.
My current fee schedule is as follows. 
First Office Visit- Adult 
$145 (Boulder, CO)         $200 (Stamford, CT)
First Office Visit- Child
$145 (Boulder, CO)         $200 (Stamford, CT)  
Return Office Visits

$145 (Boulder, CO)         $200 (Stamford, CT)    
Natural Health Care

I offer services in natural health care.  I have completed intensive studies in the area of health sciences.  After receiving my Biology degree at the University of Colorado in 1997, I attended the National College of Naturopathic Medicine (NCNM).  NCNM offers 4-year doctorial program training in medical sciences, natural therapeutics and clinical practice.  I received my Doctorate in Naturopathic Medicine and certificate in Homeopathy from NCNM in 2004. Any services offered by me are not intended to substitute those offered by a licensed medical doctor.  Often, I work in partnership with other medical practitioners to offer the most comprehensive care possible.  Referrals are made if further workup and treatments are necessary.
I have read and understand the above statement to my satisfaction.  I certify that I have had the opportunity to have any and all questions answered about this information.  I understand that Dr. Pratt is not a licensed medical doctor and freely seek the services which she offers as a Naturopathic Physician.  I also understand that payment is expected at the time of service.

SIGNATURE__________________________________         DATE________________ 

263 2nd Ave Suite 100B

Niwot, CO 80544
O 303.652.0978         C 303.819.6129          F 303.652.0576          drpratt@drprattnd.com

Name: _____________________   Address: __________________________________

Age: ____

Date of Birth: ______   Telephone: (___) _______________   Email: _______________

Please bring this completed questionnaire to your appointment.
A. Infancy and Early Childhood

1. Please describe any illnesses, trauma, and hospitalizations.  Any birth complications such as forceps, C-section, incubator care? 

2. What developmental areas were you precocious in? Delayed in? I’m referring to milestones such as walking, talking, toilet-training, etc.  What do you your parents consider the most difficult part of taking care of you when you were a baby?  When you were a toddler and pre-schooler?

3. Did you suffer any unusual reactions to immunization (high fever seizure, prolonged irritability, sleep difficulties, etc.)?

4. For how long were you breast-fed?

B. School Age Years

1. Describe any injuries, accidents, or illnesses that occurred in your school-age years.

2. Describe any learning disabilities or special talents that were evident in school.

3. In general how did you feel about teachers, classmates, and school?

C. Adolescence

1. Describe any health problems that emerged between ages 12 and 20.

2. How would you compare your ‘adolescent rebellion’ with that of your peers? 

D. Adulthood
1. Describe illnesses or troublesome symptoms that have developed since age 20.
2. Please describe any adverse reaction to any medication (natural, over the counter, or prescription).
3. List all medications, vitamins, and supplements you are currently or have recently taken.  If you have ever taken any homeopathic medicines, list them and describe any effects.

4. List any surgeries you have received, and whether you suffered any adverse effects.
5. Who are your current health care providers (M.D., D.C., massage therapist, oriental medicine or MSOM, etc.)?
6. On average how much caffeine do you drink daily? (coffee, tea, coke, etc.)
7. How much do you smoke or have you smoked in the past?  If you quit how long did you smoke before you quit?
8. How much wine, beer, or liquor do you drink per month?  Do you or have you ever had a drinking/drug problem?
E. Family History

1. What illnesses have affected your parents and grandparents?  Who had what? Please include illnesses such as mood disorders and addictions.

2. List any illnesses affecting siblings, aunts, or uncles.

3. Please circle any of the following illnesses known to have affected your parents or grandparents:

Epilepsy/convulsions    Severe flu     malaria    gonorrhea   
 Tuberculosis    cancer    syphilis

F. Emotional/ Mental

Circle all of the following specific fears/phobias which apply to you. 

Darkness, being alone, thunderstorms, earthquakes, spiders, snakes, rats, dogs, other animals, public speaking, approaching people, being in a group, claustrophobia, open spaces, accidents, heights, robbers, rape, infection and germs, cancer, other disease, failure, poverty, health of family members.

Others: _________________________________________________________________
Circle symptoms which apply to you:  

Worry a lot; Fastidious/ perfectionist for order, for cleanliness, for time and punctuality, in everything; Easily angered and let it out, easily angered and hold it in, easily angered with myself, easily angered with others; Impatient when people are stupid, when people are inefficient, when people move too slowly; I hate to stand in lines, drive in traffic; I am critical/ judgmental of myself, others; I am ambitious.

I weep (circle phrases which best apply to you): 

Easily, often, at the slightest thing, not in front of other people, not in years, never.

I suffer from (circle all that applies): 
Grief from loss of loved one, loss of relationship, loss of business, possessions, social position.  Wish to die.  Considered/ Attempted suicide by drugs, alcohol, drowning, auto accident, jumping, other.  Difficulty making decisions about big things, about little things.  Forgetful.  Poor concentration.

G. Food Preferences
On the table circle any foods you crave (even if you don't eat them):

	Alcoholic drinks
	Eggs, soft boiled
	Lemonade
	Lemons

	Bananas
	Meat fat
	Limes
	Mints

	Bitter drinks (coffee)
	Fat ham
	Meat
	Pork

	Bread
	Bread and Butter
	Fish
	Cookies

	Herring
	Raw Meat
	Smoked Meat
	Salty fish

	Sauces
	Cheese
	Eggplant
	Salty things

	Milk
	Fruit
	Chicken
	Seasoned Foods

	Soup
	Chocolate
	Cold Milk
	Acid Fruit

	Olives
	Sour Foods
	Green Fruit
	Oranges, Orange Juice

	Hot Foods
	Cucumbers
	Raw Onions
	Cold Food

	Delicacies sweet and spicy tidbits
	Strange things during pregnancy
	Want something but do not know what
	Sweet things in general but not chocolate

	Eels
	Oysters
	Ice
	Ice cream

	Pepper
	Tomatoes
	Indigestible things
	Chocolate

	Juicy things
	Vegetables
	Vinegar
	Tea

	Sugar
	Yogurt
	Warm drinks
	Eggs, hard boiled

	Sweet and Salty Foods
	Mustard
	Pasta
	Warm foods


Draw a line through any foods you cannot stand.

What are your biggest food cravings?

What are some foods you really can't stand?

H. Sleep
Circle symptoms that apply to you: 
Insomnia, grinding teeth, sleepwalking, difficulty falling asleep, restlessness, restless legs, nightmares, snoring, night sweats, unusual sensations, on waking on falling asleep, wake unrefreshed, irritable, slow to wake up.

Sleep position: 

Right side, left side, abdomen, back, knee-chest, arms above head, arms under head.

I. Climate and Temperature Preferences

Circle the answer which applies to you 

Do you feel hot or cold?  Wear more or less clothes than most people?

Do you feel most comfortable indoors or outdoors?

Do you prefer direct sun or shade? 

Circle the climate/ location(s) in which you feel best and a line through conditions that make you feel worst.

	Hot and dry (desert)
	Hot and humid (tropics)
	Cool and damp
	Seashore

	Mountains
	Cool and dry
	Raining
	Stormy weather

	Spring
	Summer
	Autumn
	Winter

	Change of season
	Other:
	
	


On average how thirsty are you? 
Always drinking, drink more than average, average, less than average.

Do you prefer (circle): 

Ice-cold drinks, cold drinks without ice, room temperature drinks, warm drinks, hot drinks.

J. Circle the time of day you feel the worst:  
Morning, mid-morning, early afternoon, late afternoon, early evening, late evening, night.

Circle the time of day you feel the best: 
Morning, mid-morning, early afternoon, late afternoon, early evening, late evening, night.

Circle if applies:  
Complaints occur predominately on one side or part of the body:  left, right, upper, lower.

K. Head to Toe Scan

Circle any symptom listed below which has caused significant discomfort:

Neurological: 

History of head injury, dizziness, vertigo, blackout, fainting, frequent or severe headache, numbness, weakness of a single part of body, difficulty thinking, concentration difficult, difficulty understanding, difficulty speaking, poor coordination, memory problems, seizures, other involuntary gestures, tics, Other:________

Eyes: 
Vision problems, pain, tearing, redness, itching, frequent styes, things seem wrong color, floaters, perceptual problems, double vision, wandering eye, eyelid spasm, eyes tiered, sensitivity to light, to bright objects.

Ears: 
Hearing problems, pain, discharge, itching, bleeding ringing in the ears, other sounds or sensations

Nose: 
Discharge, stuffiness, itching, post-nasal drip, sinus infection, unusual smells, loss of smell, nosebleeds, sneezing, colds usually go into chest

Mouth and Throat: 
Dental problems, canker sores, dryness, bad breath, pain, sensitivity to hot or cold foods, sore throat, hoarseness, voice problems, difficulty swallowing, painful swallowing, unusual taste sensation of foreign body on tongue or stuck in throat, burning, scratching, tickling, lips cracked, lips bleeding, biting cheeks, unusual salivation, gum disease

Chest: 

Pain, soreness, angina, palpitations, irregular or skipped heartbeat, shortness of breath, persistent cough, cough up blood, wheezing, asthma, pneumonia, deep breaths difficult, sighing, irregular breathing, stitching pain, ache, heart attack

Stomach and digestion: 

Burning, gas, pain, heaviness, bloating, bad reaction to certain foods, nausea, vomiting, hiccoughs, constipation, diarrhea, staining at stool, hemorrhoids, unusual smell or consistency of stool, blood in stool, get up at night to stool, tired after eating, discomfort right after eating, discomfort awhile after eating, anal warts, condylomata, rectal fissures

Abdominal pain/discomfort/bloating:

Relieved by belching, passing gas, eating, fasting

Diarrhea: 

Loose stools, frequent stools (morning, daytime, night).  How often? 

Rectal Pain: 
Before stool, during stool, unrelated to stool

Urinary: 

Burning, stinging, urgency, frequency, getting up at night, discharge, feeling of incomplete emptying, constant urging, incontinence, unusual odor, sugar in urine (diabetes)

Female: 
Heavy menstrual flow, pain/cramping with menses, missed periods, irregular bleeding, menses too long, menses too short, vaginal discharge, unusual odor, pain with intercourse, pelvic infection, endometriosis, fibroids, abnormal pap smears, low sex drive, high sex drive, lack of orgasms, frequent masturbation, premenstrual bloating, irritability, sadness, food cravings, warts, papilloma, herpes, breast pain, breast cysts, nipple soreness, difficulty nursing, infertility, menopausal problems

Number of Pregnancies: _____  Number of Births: _____  Number of miscarriages:_____

Number of C-sections:_____  Number of Abortions:_____
Age of first period:_____  Duration of Period:_____  Number of days in cycle:_____

Type of Birth control:_________________   Age of menopausal symptoms:_____  

History of abnormal pap:_____  History of hormone replacement:_____ if so how long? 
Male: 
Testicular pain, testicular sensitivity, growths on genitals (warts, pailloma), herpes, other infections, unusual discharge, pain in prostate, hernia (hiatial, inguinal), low sex drive, high sex drive, difficult erections, painful erections, lack of orgasm, frequent masturbation, impotence, pain with orgasm, blood in semen, infertility.

Neck and Back Pain: 
Circle location: neck, mid-back, low back, sacro-iliac.

Circle character of pain: ache, sore, spasm, cramp, sharp.  History of back injury, neck injury, Sciatica.

When did this Start:_________

Arms and legs: 

Pain, numbness, weakness, cramping, spasm, poor healing of injuries, joint swelling, joint redness, joint pain, limited flexibility, gout, stiffness, restless legs, twitches, jerking, poor circulation, cold feet, cold hands, varicose veins, swelling of lower legs, pitting edema, weak ankles, multiple ankle sprains, biting nails, problems with nails, feet get hot, uncover them at night, feet perspire, strong odor

Skin: 

Rash, itching, crawling sensations, hives, eczema, psoriasis, poor healing, cysts, boils, excessive sweating, odor to sweat, vitiligo (loss of pigment), burning, stinging, high sensitivity to pain, low sensitivity to pain, scalp problems (itching, dandruff, loss of hair, perspiration)

L. Is there any other information you think might be helpful?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please fill out a diet diary on the back of this page.  Thank you for your time, this information will be very helpful.
