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Balance

NATUROPATHIC HEALTH CENTRE



 15-3514 Joseph Howe Drive

     Halifax, NS, B3L 4H7

Cancellation Charges: Policy and Rationale

Failure to show up for scheduled appointment: Full Fee
Initial Visit (Adult w/Dr Calder $185, Adult w/Dr Wilcox $165, Student $120, Child $110, Senior $110) + HST

Subsequent visit (Adult $85, Student $70, Child $65, Senior $65) + HST

Appointment cancelled within 24 hours of appointment:
Half Fee

This fee is to cover the practitioner’s time, as these appointment slots will not be filled by other patients in need or on the waiting list. 

A minimum of 24 hours is required for the cancellation of an appointment in order to facilitate the filling of this spot with another patient.

While we do make every effort to contact patients in the days preceding their appointments, this confirmation should not eliminate the responsibility of the patient to take note of and attend their appointments. 

If you need to cancel an appointment, please leave a message on our voicemail at 425-4848 or speak with the receptionist.

We appreciate your understanding and cooperation.

I have read and understand the cancellation policy

____________________________________________________________

Name

____________________________           _____________________

Parent or Guardians signature


Date
Telephone 902.425.4848
       Fax  902.425.6090
         www.BalanceHealthCentre.ca
              info@BalanceHealthCentre.ca
        15-3514 Joseph Howe Drive

              Halifax, NS, B3L 4H7

Children’s Intake Form:  Birth to 5 years old

Please attach a copy of any recent blood work. 
Childs’ Name: ___________________________________ Birth Date: ____________________

Names of Primary Care Takers:


Relationship to Child


(Please check if you are filling out this form)

____________________________________________  ______________________________    (
____________________________________________  ______________________________    (


Mailing Address: _______________________________________________________________

_____________________________________________________________________________

Phone Number:_____________________________
* OK to leave a message?
Y/N

Email address ____________________________________
Emergency Contact:_____________________________
Relation:_________________________

Phone Number:
____________________________
How did you find out about Balance? _______________________________________________

What are your child’s health concerns (in order of importance)?
When did they begin?

_____________________________________________________
___________________

_____________________________________________________
___________________

____________________________________________________

___________________

_____________________________________________________
___________________

​​​​​​​​​

Please List Other Health Care Practitioners that your child sees:

Name



Type of Practitioner
Contact Information
Okay to speak

with them?

________________________
________________
_________________
Y/N

________________________
________________
_________________
Y/N

________________________
________________
_________________
Y/N

Date of last:



· Physical exam

______________________

· Eye exam

______________________

· Hearing test

______________________

· Dental exam

______________________

Medications & Supplementation (include all prescribed or over the counter drugs & supplements taken by child [or mother if breast feeding]):

Medication or Supplement

Dates taken




Taken by



From

To
            Child
           Mother

________________________________  ___________
__________
(

(
________________________________
___________
__________
(

(
________________________________
___________
__________
(

(
________________________________
___________
__________
(

(
________________________________
___________
__________
(

(
________________________________
___________
__________
(

(
Vaccinations:


Age:




Any Reaction?

MMR (Measles, Mumps, Rubella)
______________________________
Y/N

DTP (Diptheria, Tetnus, Pertussis)______________________________
Y/N

Polio



______________________________
Y/N

Hib (Hemophluous Influenza B)
______________________________
Y/N

Hepatitis B


______________________________
Y/N

Flu



______________________________
Y/N

Varicella (Chicken Pox)

______________________________
Y/N

Please list any hospitalizations or surgeries:


Date:

______________________________________________

__________________

______________________________________________

__________________

______________________________________________

__________________

______________________________________________

__________________

______________________________________________

__________________

Current Age:____________Current Weight: ____________Current Length/Height: ____________

Temperature:
Warm (
 Normal ( Cool ( 

Perspiration:
Profuse( Normal (Scant ( Where? _____________________________________

Breast Feeding:

Do/Did you breast feed?
Y/N
Dates:
____________________

How long do you plan to breast feed? _______________________

Is/Was formula used?
Y/N
Dates:
____________________


Brand Name:
________________________________________

Does it contain any (please circle):

Dairy

Soy

Iron

Food Introduction:

Type of Food Introduced

Age

Any reaction?

_______________________
________
___________________________________

_______________________
________
___________________________________

_______________________
________
___________________________________

_______________________
________
___________________________________

_______________________
________
___________________________________

_______________________
________
___________________________________

_______________________
________
___________________________________

_______________________
________
___________________________________

Diet (if eating full meals):


Who cooks for your child?
_____________

(please describe an average day)

Breakfast:____________________________________________________________________________________________________________________________________________________

Lunch:_______________________________________________________________________________________________________________________________________________________

Dinner:______________________________________________________________________________________________________________________________________________________

Snacks:_____________________________________________________________________________________________________________________________________________________

What is your childs’ appetite like?
High ( Normal (
Low ( Is this a change?  Y/N

Any cravings? _____________________________Dislikes? ______________________________

Sensitive to any foods? ______________________________________________________________________________

Beverages (amount): What is your childs’ thirst like?   High (    Normal (    Low ( 

Water: _________

Coffee: ________

Tea (type):
_______________________

Soft Drinks: ____________
Juice (type):  ______________

Other: _____________

Bowel Habits:

Number of BM:
_________ per Day/Week (please circle)

Consistency (circle all that apply):
Soft
Formed
Watery
Other:____________

Describe Colour:
________________________
Undigested foods?
Y/N

Sleep:

# of hours in 24 hours:
___________
# of hours during night:
___________

What is the longest period of time that the child sleeps through?

___________

Does the child nap during the day?
Y/N
For how long?
_______________________

Energy or Activity Level:


1
2
3
4
5
6
7
8
9
10

Very Low








Very High

Does this change throughout the day?
Y/N
How?
_____________________________

Is this a change?
Y/N


If so, since what age?
_________

Development (For Children Under One Year Old):

Rolls Over (


Sits Up (
Reaches for Objects (

Monosyllable words (“Ma, Da”) (
Feeds Self (with hand) (

Looks for a Toy (
Pulls to Stand (


Teething (
Explores Room 
(

Shows Wants (


Plays Paddy Cake or Waves (
Understands Words (

Points (


Stands (



Walks (



2/3 Words ( 


Plays Peek-a-Boo (  

Development (For Children Over One Year Old):

Throws/Kicks (

2/3 Phrases (


Imitates Actions (ie dance) ( 

Jumps (


Sentences (


Feeds Self (with cutlery) (
Pedals Tricycle (

Speech Understandable (
Imaginative ( 

Skips ( 



Count to Ten (


Dresses Self ( 

Toilet Trained (
Pregnancy (please check all that apply):

Second-Hand Smoke

Bleeding

Pre-Eclampsia

Diabetes

Trauma

Antibiotics or other Medications:__________________________________________________________________

Maternal Stress:__________________________________________________________________

Length of Pregnancy:
_______ weeks

Labour (please check all that apply):

Home Birth (


Hospital Birth (

C-Section (
Labour Induction (  

Birth Trauma (

Antibiotics (
Medications:

______________________________________________________

Other Complications:
______________________________________________________

Birth Weight:
__________
APGAR results (if known):
_________Mother’s Age:
__________
Father’s Age:
__________

Environment (please check all that apply):

Second Hand Smoke (

Pets (

Home Renovations ( 
Family Stress (




Have you moved?
Y/N
Age(s):
_____________________________________________________

Day Care/Nanny?
Y/N
Since what age?
__________
How often?
______

Describe your childs’ behaviour:

Please mark any conditions that your child has experienced:

	Condition
	Age
	Condition
	Age
	Condition
	Age

	Rash
	
	Eye Infections
	
	Pneumonia
	

	Eczema
	
	Colic
	
	Flu
	

	Rubella
	
	Abdominal Pain
	
	Chronic Colds
	

	Mumps
	
	Diarrhea
	
	Sinus Infections
	

	Chicken Pox
	
	Constipation
	
	Bed Wetting
	

	5th Disease
	
	Asthma
	
	Headaches
	

	Measles
	
	Whooping Cough
	
	Fractures/Sprains
	

	Allergic Reactions
	
	Croup
	
	Learning Disabilities
	

	Ear Infections
	
	Bronchitis
	
	Other: ______________
	


Family History:

	Disease
	Mother
	Father
	Sibling

Age: ____
	Sibling

Age: ____
	Sibling

Age: ____
	Maternal Grandparents
	Paternal Grandparents

	Heart Disease
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	

	Diabetes (indicate type)
	
	
	
	
	
	
	

	Clotting Disorders (indicate type)
	
	
	
	
	
	
	

	Cancer (indicate type)
	
	
	
	
	
	
	

	Psoriasis
	
	
	
	
	
	
	

	Eczema
	
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	

	Thyroid Disease (indicate type)
	
	
	
	
	
	
	

	Bowel Disorders
	
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	
	

	Multiple Sclerosis
	
	
	
	
	
	
	

	Alcoholism
	
	
	
	
	
	
	

	Anxiety
	
	
	
	
	
	
	

	Depression
	
	
	
	
	
	
	

	Deceased?

(Age & Reason)
	
	
	
	
	
	
	


         15-3514 Joseph Howe Drive

             Halifax, NS, B3L 4H7
  Informed Consent 

I would like to take this opportunity to welcome you and your child to Balance Naturopathic Health Centre.  This clinic utilizes the principles and practices of Naturopathic Medicine and other supportive therapies to assist the body’s own ability to heal and to improve the quality of life and health through natural means. 

Your practitioner will conduct a thorough case history.  If you are working with a naturopathic doctor a physical exam, specific blood and/or urinary laboratory reports may be used as part of the treatment work-up.  Any practitioner you choose to work with will have access to your history to minimize repetition while maintaining complete confidentially. 

Please give us 24 hours notice if you cannot make it to your appointment so that a late cancellation will not be charged to your account. 

Statement of Acknowledgement 

Patient Name ___________________
Parent or Guardian’s Name ___________________

As the parent or guardian of a patient of this clinic, 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 recognize that even the gentlest therapies potentially have their complications in certain physiological conditions or in very young children or those on multiple medications, and hence the information provided is complete and inclusive of all health concerns including risk of pregnancy (of the breastfeeding mother); and all medications, including over the counter drugs and supplements taken by the child (& the breastfeeding mother).  The slight health risks of some Naturopathic treatments include, but 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 from spinal manipulations. 

I also confirm that I have the ability to accept or reject the care of my child by 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 the care and treatment of my child. 

Signature of Parent or Guardian







Date 
 __________________________________________________

_____________________ 

Witness











Date
__________________________________________________
        _____________________

Telephone 902.425.4848
       Fax  902.425.6090
         www.BalanceHealthCentre.ca
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