
If you are interested in our Limited Income Discount please contact the clinic prior to your appointment.   

For Office Use Only:          Income Verified [    ]  Date:                                                                Date to be Re-Verified:                       

 

 

 

Today’s  date:                                                                                                                                PLEASE COMPLETE AND SIGN              New Patient     □     Updated info: □ 

ACCOUNT#                                             PATIENT INFORMATION                              FCOF               RCOF 

 Last  name:                                                                   First name:                                                    Middle Initial:          Marital status:   Single    Mar    Partner  

                             Div     Sep        Wid   

Is this your legal name?             If not, what is your legal name?                               Social Security no.:                          Birth date:                   Age:          Sex: 

 Yes  No     M  F 

Street address (Mailing address for statements)                                                           City:                                                                  State:                                 Zip:                                            

                                                                                                                                 

Email address:                                                                                                                                                                                    Evening phone no: 

 Prefer to receive messages:        Day#   Evening#   Email      None                                                                              (              ) 

Employer  Daytime phone no.: 

 (              ) 

Chose clinic because/referred to clinic by:         Location                   Family                        Friend                         Insurance plan                    Physician                                                                                                      
 Seminar or event                          Yellow Pages                       Other   

NAME OF  PERSON WHO REFERRED YOU (if applicable): 

PRIVATE HEALTH INSURANCE INFORMATION 
(If you are using Insurance, fill out this box and give your insurance card to the receptionist.) 

Name of primary insurance plan:                                             Address:                                                                               City:                                 State:        ZIP Code:            

 

Subscriber’s  name:                                  Subscriber’s  S.S.  no.:              Birth date:                    Group no.:                       Policy/ID no.:                      Copay/insurance: 

                                                                                                                                                                                                                                     
 

Patient’s  relationship  to  subscriber:           Self           Spouse           Child           Other 

IF YOU HAVE A SECONDARY INSURANCE YOU WOULD LIKE US TO BILL PLEASE NOTIFY THE RECEPTIONIST. 

 

MOTOR VEHICLE ACCIDENT  OR  WORKER’S  COMPENSATION INSURANCE INFORMATION 
Work comp        MVA                                        (Please give your insurance card to the receptionist.) 

Name of insurance plan:                                             Address:                                                                               City:                                 State:        ZIP Code:            

 

Claim  representative’s  name:                                      Phone  no.:                                                                                                                      Attorney’s  name:                                           Phone no.: 

                                                                                     (        )                                                                                                                                    (        )                                                                                                                                               
 

Date of injury:                                                                      Claim number:                                                                             Injured body part: 

 

Employer at time of injury name:                                                                                                                         
 

IN CASE OF EMERGENCY 
Name of local friend or relative:                                                                                                                             Relationship to patient: Phone no.: 

 (        )  

SIGNATURE  
The above information is true to the best of my knowledge.   I authorize my insurance benefits be paid directly to the physician. I understand that I am 
financially responsible for any balance per the credit policies of Nature Cures Clinic.  I also authorize Nature Cures Clinic or insurance company to release 
any information required to process my claims. 

 

Patient or Guardian signature:                                                                                                                                                                                  Date: 



 

Name:-

____________________________________________________________________ Date:______________________ 

Completion of this informed consent form is necessary to offer services to all patients. By signing this document you are 
providing informed consent, understanding and agreement to the content. Some items may not apply to your current 
situation; however, in order to provide comprehensive care during this and future visits, we request that you complete this 
consent in its entirety. Failure to do so will result in our inability to treat you. You have the privilege of revoking this consent, 
by providing written notice, at any time.  

 CONSENT FOR TREATMENT   
 
____________ (Initials) I hereby grant my permission and informed consent to Nature Cures Clinic to perform such tests, 
treatments and procedures as ordered by the medical staff (including naturopathic physicians, nurse practitioners, certified 
nurse midwives, acupuncturists), for diagnostic and/or therapeutic purposes. Including, but not limited to, physical evaluation 
and assessment, blood draws, lab work, STD testing, naturopathic methods of care and Chinese medicine.  
 
____________ (Initials) I understand that my care and treatment may include a variety of disease-specific prevention, 
procedures, education, risk-reduction services, nutritional recommendations, botanical medications, acupuncture, prescription 
medications, dietary supplements, homeopathic remedies, Chinese herbal blends, and/or physical medicine techniques in 
accordance with the respective scope of practice of the provider(s) seen at Nature Cures Clinic.  
 
____________ (Initials) I acknowledge that I have the right to ask questions and discuss to my satisfaction: 
1) my suspected diagnosis(es) or condition(s) 
2) the nature, purpose, goals, and potential benefits of proposed care 
3) the inherent risks, complications, potential hazards or side effects of a treatment or procedure. 
4) the probability or likelihood of success 
5) reasonable available alternatives to the proposed treatment or procedure 
6) potential consequences if treatment or advice is not followed   
 
____________ (Initials) By initialing, I authorize Nature Cures Clinic to communicate with the following individual about 
my health care which may include information about my medical diagnosis, eligibility status and appointments.  
 
 
____________________________________________________________________________________________________  
First Name      Last Name      Relationship 

 
____________ (Initials) I"understand"that"payment/in/full,"for"all"services"and"products"I"receive"from"Nature"Cures"
Clinic"and"its"practitioners,"is"required"at"the"time"of"service.""
"
"____________ (Initials) I"understand"that"Nature"Cures"Clinic"may"submit"my"bill"to"my"insurance"carrier"and"that"I"
am"responsible"for"all"services"not"covered"by"my"insurance"company,"as"well"as,"any"co/pay,"coinsurance"or"
deductible"required"by"my"insurance."
"
____________ (Initials) I understand that if I would like Nature Cures Clinic to bill my insurance then I am responsible for 
filling out completely the ‘checking benefits’ form available online, in the clinic or by email request, bringing it and my 
insurance card to Nature Cures Clinic. If I do not check my benefits, Nature Cures Clinic will not bill my insurance. 
"
____________ (Initials) I"understand"that"my"insurance"plan"may"pay"only"a"portion"of"the"charge"for"my"care"and"
treatment"at"Nature"Cures"Clinic"and"I"understand"that"I"am"responsible"to"pay"for"any"balance"on"my"account.""
"

 FINANCIAL RESPONSIBILITY   

 
CONSENT & ACKNOWLEDGMENT 
FOR TREATMENT and SERVICES 

"



____________ (Initials) I"understand"that"if"there"is"a"remainder"on"my"account,"Nature"Cures"Clinic"will"bill"me"after"
receiving"payment"and"explanation"of"benefits"from"my"insurance.""

 
____________ (Initials) I understand that I will be charged a $60 missed appointment fee if I do not cancel a scheduled 
appointment at least 24 hours in advance of the scheduled time. Recurrent late cancellations may result in discharge from this 
practice.  
 
____________ (Initials) I understand that if I fail to show up to an appointment (“No Show”), I will be asked to put down a 
deposit of $100 to reschedule.  Further “no shows” will also result in $60 fee and may result in discharge from this practice.   
 
____________ (Initials) I understand that there are no refunds or credits on any supplements, opened or unopened. 
  
____________ (Initials) I understand that if I would like Nature Cures Clinic to bill my insurance then I am responsible for 
determining the extent of coverage prior to my first appointment. Nature Cures provides a ‘checking benefits’ form (available 
online, in clinic and by email request), which guides patients through calling their insurance company to determine their 
coverage. This form must be filled out completely prior to my first visit. If I need assistance, Nature Cures Clinic staff may 
assist me upon request, at least 24 hours prior to my appointment. 
 
____________ (Initials) I understand that I may be responsible for my co-pay to be paid prior to me being seen by a health 
care practitioner. 
 
 ____________ (Initials) I understand that Nature Cures Clinic is a Cell Phone Free Zone. I agree to silence my cell phone 
and step outside the clinic door to place or take any calls."

We recognize that each patient has unique health care needs and we encourage a partnership between the patient and the 
health care team. We encourage patients or their legally designated representative to participate in discussions and decisions 
about their treatments, options, alternatives, risks and benefits. 
 
Rights 
____________ (Initials) I"understand"that as a patient of Nature Cures Clinic, I have the right to expect: 
CARE that is safe, high quality, respectful and considerate of your personal, spiritual, cultural and religious beliefs and 
values. 
INFORMATION that is understandable and complete, including rights, health status, treatment and care options, and who is 
providing care. 
PARTICIPATION in the decisions about my care, treatment and services 
CONFIDENTIALITY and privacy  
COMMITMENT to safety and security in an environment that preserves dignity, including freedom from abuse and neglect, 
as well as my right to voice complaints and grievances without being subject to reprisal. 
PROMPT RESPONSE to requests for assistance, concerns and complaints. 
 
Responsibilities 
____________ (Initials) As a patient of Nature Cures Clinic, I have a responsibility to: 
INFORM caregiver staff of my past and current medical history, including changes in condition, medications, or providers  
ASK questions about my care and treatment, particularly if instructions are not clear  
PARTICIPATE in my plan of care by cooperating with care  
RESPECT others by adhering to clinic policies regarding safety and comfort. 
NOTIFY staff if I am unable to keep a scheduled appointment. 
PROVIDE INFORMATION regarding insurance coverage and payment plans. 
TELL US how we can provide better care or service to you and your family. 

Patients may want to use email or other electronic formats to facilitate communication. Federal regulations impose a "duty to 
warn" patients of risks associated with unencrypted email. Nature Cures Clinic wants to ensure patients have been advised 
that email communications could potentially be read by a third party. Upon receipt and documentation of this notification, 
the patient has the right to request communication via email. 

 CLINIC POLICIES    

 RIGHTS AND RESPONSIBILITIES    

 AGREEMENT FOR ELECTRONIC CORRESPONDENCE    



Risks of using email: 
 
____________ (Initials) I understand clearly that the following risks of using email include, but are not limited, to:  
Email may be forwarded, printed, and stored in numerous paper and electronic forms. 
Email may be sent to the wrong address by either party.  
Email may be easier to forge than handwritten or signed papers. 
Copies of email may exist even after the sender or the receiver has deleted his or her copy. 
Email service providers have a right to archive and inspect emails. 
Email may be intercepted, altered, or used without detection or authorization. 
Email may spread computer viruses. 
Email delivery is not guaranteed. 
!! 
Patient Agreement & Guidelines for use of email: 
____________ (Initials) I understand and agree to: 
not use email for medical emergencies or in sending time-sensitive information to providers.  
to follow up with my healthcare provider(s) or staff if I have not received a response to an email within a reasonable time 
period.   
Inform Nature Cures Clinic office staff of any changes to my email address. 
inform my healthcare provider or staff in writing if I decide to discontinue using email communications. 
!!____________ (Initials) Patients who send email messages agree to follow these guidelines: 
A subject line that describes the question or concern 
Clearly state a question or concern briefly 
Clear patient identification, including patient name, telephone number and how/when best to reach you, in the body of the 
message. 

 
____________ (Initials) By initialing, I acknowledge receipt of the Notice of Privacy Practices from Nature Cures Clinic. 
The Notice of Privacy Practices provides information about how we may use and disclose your protected health information.  
We encourage you to review it carefully. It is available in our clinic and on the website under “Privacy Policy”. The Notice of 
Privacy Practices is subject to change.  If the Notice is changed, you may obtain a revised copy by visiting our website at 
www.NatureCuresClinic.com or on request from our staff. 

By signing below, I agree to the terms and information above. I am giving this informed consent of my own free will. I fully 
release Nature Cures Clinic, LLC, as well as their Members, Providers, employees, and agents (i.e.: volunteers, students) 
harmless from any and all damages, losses, liabilities (joint or several), payments, obligations, penalties, claims, litigation, 
demands, defenses, judgments, suits, proceedings, costs, disbursements or expenses (including without limitation, fees, 
disbursements and expenses of attorney, and other professional advisors and of expert witnesses and costs of investigation 
and preparation) of any kind or nature whatsoever resulting from, relating to or arising out of my receipt of services.  

I have had the opportunity to ask any questions and have had them answered in a language that I understand. I further agree 
to abide by the terms of this consent. I understand that this document remains in effect until I revoke my consent in writing. I 
also understand that I am free to revoke my consent at any time.  

_______________________________________________________________________________________________  
Signature of Client or Parent / Guardian or Power of Attorney       Date  

_______________________________________________________________________________________________  
Witness Signature             Date  

 ACKNOWLEDGMENT OF RECEIPT    

 TERMS OF CONSENT    
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N
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linic N

ew
 Patient Intake Form

W
hat are the prim

ary health concerns? List as m
any as you can and in order of im

portan
ce.

_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________

W
hat are the prim

ary expectations you have for your visit today at our C
linic?

_____________________________________________________________
_____________________________________________________________
_____________________________________________________________

Is this your first visit to a N
aturopathic P

h
ysician?_____ or A

cupuncturist?_____
W

ho referred you?_______________________________________________

G
eneral In

form
ation:

H
eight _________

W
hen during the day is your en

ergy and alertness best?______ W
orst__

____
B

lood T
ype_______

P
rim

ary interests and hobbies______________________________________
P

rim
ary form

 of exercise, if any______________________________________
H

ow
 O

ften_____________________________________________________

N
am

e___________________________________         D
ate __________________

H
om

e P
hone___________________         D

O
B

 ________________  
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D
ear N

ew
 Patient:

a.  P
lease read

 and fill in
 all of the inform

ation that pertains to you.
b.  O

n pages 2 through 11, under ea
ch category, check all sym

ptom
s that 

you experience either acutely or chronically
.

U
se the colum

n on the left side of the page.
T

he colum
ns to the right of the page w

ill be used by your ph
ysician at re-exam

.
c.  Add

 and total all of the boxes you checked.
d.  D

ate today's day.

P
hysical

_______
C

holesterol
_______

P
rostate

_______
M

am
m

ography
_______

P
ap S

m
ear

_______
B

lood (w
hich test?)

_______
H

IV
/S

T
D

_______

D
ia

betes
A

llergies
R

heum
atic fever

V
ein condition

H
eart disease

C
V

A
 (stroke)

T
hyroid disorder

T
uberculosis

A
sthm

a
P

neum
onia

E
m

physem
a

C
hicken pox

H
ig

h blood pressure
G

onnorhea
B

leeding tendency
P

olio
S

yphilis
M

easles
N

ervous disorder
M

igraines
M

eningitis
H

IV
M

onoucleosis
O

ther liver illnesses
E

pilepsy
H

ig
h fever

M
ultiple S

clerosis
O

ther heart illnesses
P

aralysis
C

ancer
Jaundice

O
ther kidney illnesses

G
laucom

a
M

um
ps

H
epatitis

O
ther lung illnesses

            TEST                        D
A

TE                                       TEST R
ESU

LTS
___________________________________________________________________

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________

___________________________________________________________________
___________________________________________________________________

Please indicate if you have (or have been tested for) any of the follow
ing:

___________________________________________________________________
___________________________________________________________________

O
ther

_______

IM
M

U
NIZATIO

N
S? 

_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
___________________________________

SU
RG

ER
IES? 

_________________________________________
_________________________________________
_________________________________________
_________________________________________
_________________________________________
___________________________________
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1.  Pain:

W
hat m

akes the pain better?
W

hat m
akes the pain w

orse?
S

oft pressure
S

oft pressure
H

ard pressure
H

ard pressure
C

old
C

old
H

eat
H

eat
E

xercise
E

xercise
R

est
O

ther
O

ther

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

S
harp

F
ixed

B
urning

M
oving

C
ram

ping
A

ching
D

ull
O

ther:_______________________

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

O
n the figures below

, please m
ark clearly any areas of 

pain and indicate any scars.

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

2.  Describe your pain:

3
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3.  Kidney Function:
(O

verall tem
perature)

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

C
old hands

C
old fingers

C
old toes

C
old feet

S
w

eaty hands
S

w
eaty feet

H
ot body tem

perature sensation
C

old body tem
perature sensation

A
fternoon flushes

N
ig

ht sw
eats

H
eat in the hands, feet &

 chest
H

ot flashes any tim
e of the day

T
hirsty

P
erspire easily

Lack of perspiration
T

aking w
ater to bed

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

4.  Lung, Kidney Function:
(O

verall energy)

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

S
hortness of breath

D
ifficulty keeping eyes open (day tim

e)
G

eneral w
eakness 

E
asily catch colds

Low
 energy

F
eel w

orse after exercise
D

aily chronic fatigue &
 m

alaise

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.
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5.  Liver, Spleen, Heart Function:

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

D
izziness

S
ee floating black spots

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

6.  Heart Function:

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

A
nxiety

S
ores on tip of tongue

R
estlessness

M
ental confusion

A
lternating chest to shoulder pain

F
re

quent dream
s

W
ake up feeling tired

C
offee? H

ow
 m

uch per w
eek?_______

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

7.  Spleen Function:

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

 
Low

 appetite
A

brupt w
eight gain

A
brupt w

eight loss
A

bdom
inal bloating

A
bdom

inal gas
spleen function continued next page...

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.
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7.    Spleen  Function,  continued…
R

e-Exam
 1

R
e-Exam

 2
R

e-Exam
 3

R
e-Exam

 4
R

e-Exam
 5

R
e-Exam

 6
G

urgling noise in stom
ach

F
atigue after eating

P
rolapsed organs?  W

hich?_________
B

ruise easily?
O

ver-th
inking

W
orry

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

8.  Lung Function:

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

N
asal discharge (color___________)

C
ough

N
ose bleeds

S
inus congestion

D
ry m

outh
D

ry throat
D

ry nose
D

ry skin
A

llergies (w
hich?_________________)

A
lternating chills/fever

S
neezing

H
eadache (location______________)

O
verall aches in body

S
tiff neck

S
tiff shoulders

S
ore throat

D
ifficulty breathing

S
m

oke cigarettes (am
ount_______)

S
adness

M
elancholy

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.
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R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

Loose stools
C

onstipation
Incom

plete stools
D

ia
rrhea

B
lood in stools

M
ucous in stools

U
ndigested food in the stools

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

B
urning sensation after eating

Large appetite
B

ad breath
C

anker sores (m
outh)

B
leeding, sw

ollen or painful gum
s

H
eartburn

A
cid regurgitation

U
lcer (d

iagnosed?)
B

elching
H

iccoughs
S

tom
ach pain

V
om

iting

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

    Sm
all/Large Intestine Function

9.  Spleen, Stom
ach,

10.  Stom
ach Function:
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N
EW

 PATIEN
T H

EALTH
 H

ISTO
R

Y Q
U

ESTIO
N

N
AIR

E

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

B
odily sensation of heaviness

M
ental heaviness

M
ental sluggishness

M
ental fogginess

S
w

ollen hands
S

w
ollen feet

S
w

ollen joints
C

hest congestion
N

ausea
S

noring

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

12.  Liver Function (eyes):

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

Itchy
B

loodshot
H

ot
D

ry
W

atery
G

ritty
B

lurry vision
D

ecreased night vision
N

ear-sighted
F

ar-sighted

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re
-exam

, check the box 
if a sym

ptom
 is 90%

 im
proved or better.  P

ut a circle in the box for any new
 sym

ptom
s.

11.  Dam
pness

        trapped in the Body:
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N
EW

 PATIEN
T H

EALTH
 H

ISTO
R

Y Q
U

ESTIO
N

N
AIR

E

13.  Liver, G
all Bladder Function:

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

A
lternating diarrhea &

 constipation
C

hest pain
T

ight sensation in the chest
B

itter taste in the m
outh

A
nger easily

D
epression

F
ru

stration
Irritability
S

kin rashes
H

eadache at the top of the head
T

ingling sensation
N

um
bness

M
uscle tw

itching
M

uscle cram
ping

M
uscle spasm

s
S

eizures
C

onvulsions
Lum

p in the throat
N

eck tension
S

houlder tension
Lim

ited range-of-m
otion (neck)

Lim
ited range-of-m

otion (shoulder)
H

ow
 m

uch alcohol / day?_________
R

ecreational drugs (w
hich?_________)

H
ig

h-pitched ringing in ears
G

all stones (history or current)
S

T
D

's (w
hich?_________________)

U
nable to adapt to stress 

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.
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N
EW

 PATIEN
T H

EALTH
 H

ISTO
R

Y Q
U

ESTIO
N

N
AIR

E

14.  Kidney, 
Urinary Bladder Function:

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

F
re

quent cavities, teeth problem
s

E
asily broken bones

S
ore knees

W
eak knees

C
old sensation in the knees

Low
 back pain

M
em

ory problem
s

E
xcessive hair loss

Low
-pitched ringing in the ears

K
idney stones

B
ladder infections

Lack of bladder control
W

ake during the night 2 (or m
ore ) tim

es
to urinate?
F

ear
E

asily startled

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

15.  Libido:

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

N
orm

al
H

ig
h

Low

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.
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N
EW

 PATIEN
T H

EALTH
 H
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R

Y Q
U
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N

N
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E

16.  Urination (Bladder Function):

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

C
olor (p

lease check):
P

ale____; D
k Y

ellow
____; C

le
ar____

R
eddish

C
lo

udy
S

canty
P

rofuse
S

trong odor
B

urning
P

ainful
D

ischarge
D

ifficult
U

rgent
F

re
quent

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

Y
es

N
o

D
o you have a regular m

enstrual cycle?
_______ A

ge of first m
enstruation

Y
es

N
o

A
re you pregnant?

_______ A
verage num

ber of days in flow
Y

es
N

o
D

o you have bleeding beetw
een periods?

_______ A
verage num

ber of days in entire cycle
Y

es
N

o
D

o you have a vaginal discharge?
_______ N

um
ber of children

_______ N
um

ber of pregnancies
_______ A

ge of m
enopause (if applicable)

C
olor (choose one):

norm
al, pale, bright red, brow

n
rust, dark purple, other

Am
ount of flow

 (choose one):
norm

al, heavy, light
Pain/C

ram
ps (choose one):

dull, sharp, other
Vom

iting (check if yes):
N

ausea (check if yes):
__________

__________
__________

__________
__________

__________
__________

__________
__________

__________

__________
__________

__________
__________

__________
__________

__________
__________

__________
__________

__________
__________

__________

__________
__________

__________
__________

__________
__________

__________

FFO
R

 LO
NG

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

D
ay 7

D
ay 1

D
ay 2

D
ay 3

D
ay 4

W
O

M
EN O

NLY

D
ay 5

D
ay 6

__________
__________

__________
__________

__________

Please fill in the m
enstrual chart:
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EW

 PATIEN
T H
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R
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W
om

en O
nly:

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

N
ausea

V
om

iting
F

ood cravings
W

ater re
tention

B
reast sw

elling
B

reast tenderness
H

eadaches
M

igraines
D

ull pain (w
here?_________)

S
harp pain (w

here?__________)
D

epression
Irritability
A

nxiety
O

ther (e
xplain____________)

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

R
e-Exam

 1
R

e-Exam
 2

R
e-Exam

 3
R

e-Exam
 4

R
e-Exam

 5
R

e-Exam
 6

S
w

ollen testes
T

esticular pain
Im

potence
P

rem
ature ejaculation

F
eeling of coldness or

N
um

bnesss in external genitalia
O

ther?

Total B
oxes C

hecked:
Total

Total
Total

Total
Total

Total
D

ate:____________
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______
D

ate:______

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

FO
R LO

N
G

 TER
M

-C
AR

E PATIEN
TS O

N
LY: O

n the day of your re-exam
, check the 

box if a sym
ptom

 is 90%
 im

proved or better.  Put a circle in the box for any new
 

sym
ptom

s.

M
en O

nly:
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Required Benefits Form for All Patients Using Insurance 
 

Patient Name___________________________ Insurance ID#______________________ 
 

Nature Cures Clinic is happy to bill your insurance for your visit; however, it is the patient’s 
responsibility to be aware of her/his coverage and co-pay, as well as any deductible and maximums.  
Please follow steps 1-8 when calling to find out benefits and eligibility. 
 
First, Call the number on your insurance card listed for customer service, benefits and 
eligibility, or subscriber services and ask the representative the following questions.  Online benefits and 
insurance handbooks will not give the same information as a live representative.  
 

1. When did my coverage begin and when is it valid thru? 
Beginning Date of Coverage_________ Ending Date of Coverage____________ 
 

Does my insurance plan follow a Fiscal or Calendar year schedule? ___________ 
 

2. Do I need a referral from my primary care provider (PCP) for alternative services? 
___Yes               ___No 
 

3. Is the naturopathic doctor or acupuncturist I want to see In-Network or a preferred provider with my 
insurance? 

___Yes  ___No 
 

4. What are my benefits for the following services? *Be sure to find out the benefits that apply to the 
doctor you are seeing; there will be different benefits depending on whether the provider is In or Out-
of-Network with your insurance company and whether your plan includes Out-of-Network benefits. 

Specialties/Procedures: 
Naturopathic:  % Covered_______ ;Co-pay/ Co-Insurance______; Year Max_____ 
 
Acupuncture:  % Covered_______ ;Co-pay/ Co-Insurance______; Year Max______ 

 
 Labs/Imaging % Covered_______ when billed to an In-Network Lab. 
 
  

 5.  Is there a Co-pay per visit or per specialty?  Please circle which one.  
 

 6.  What is my deductible for the year and has any or all of it been met? 
 

Deductible $_______ Amount of Deductible met so far $________ Date____ 
 
Are any of the specialties listed above subject to this deductible? ____Yes ____No 
 
If so, which specialties? ______________________________________________ 
 

 
8. What was the name of the representative I spoke with________________ Date_____ 

 
Please bring this form with you to your appointment. If you have trouble getting the information you need, please feel 
free to call the clinic for assistance. Thanks so much! 
*Please be aware that this is not a guarantee of payment, if an insurance company gives you inaccurate information they may 
not honor the benefits that were quoted. 
 
            Revised 4/2014 

Nature Cures Clinic, LLC 
1020 SW Taylor St. Suite 330 
Portland, OR 97205 

503-287-4970 


