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Welcome to Thrive Natural Medicine! 
You can read more about us and the services we offer at www.thrivenatmed.com.

Attached are forms to complete before your appointment.  Please bring these completed forms with you at the time of your appointment, along with any medications, herbs, and/or supplements you are currently taking, and copies of any recent laboratory test results (within the past 2 years, or any you feel are important). 

Your new patient exam lasts an hour and a half, and includes an extensive intake and treatment plan. The cost is $210.  You may also receive supplements on your first visit (i.e. vitamins, herbs, homeopathics, etc.) for an additional charge.  We do not accept returns or give refunds on any supplements or medications provided. Payment is due in full at the time of the visit. If you have insurance, we will provide you with a superbill to submit to your insurance requesting reimbursement for the office visit. You may or may not receive partial reimbursement, depending on your insurance provider and your particular plan. 

Thrive is located at 2840 Park Avenue, Suite A, in Soquel, Ca 95073. If you need further directions, or if you have any questions regarding the information presented or requested in this form, please don’t hesitate to call our office at (831)515-8699.

We look forward to partnering with you in your health!

Please be sure to read our Cancellation Policy on the following page.


















Appointment Date:_____________________Time:__________________





Cancellation Policy

We are excited to work with you and we reserve your appointment time especially for you.  Often times, we prepare for your visit days in advance.  We ask that you honor our time and commitment to you by adhering to our cancellation policy.  If you give us short notice or don’t show up to our appointment, we cannot use that time to help other patients in need.

The following is our cancellation policy:

For a New Patient Appointment, we require 48-hour (two business days) notice of cancellation and rescheduling.  For example, if your appointment is on a Monday, you would need to cancel or reschedule by Thursday morning at the latest. In the event that you cancel or reschedule outside of that window, the $50 deposit you make at the time you schedule your new patient appointment will be applied to a $150 cancellation fee.

For all other appointments we require 24-hour notice (one business day) for both canceling and rescheduling. The cancellation fee for less than 24-hour notice is the cost of the visit, to be paid in full before further treatment is given.

Patients who receive IV therapy will be responsible for the cost of the preparation and materials for their IV if an IV appointment is missed.

The cancellation fee will be collected automatically and applied to the credit card used for your New Patient Intake deposit.

Patients who arrive late may or may not be seen depending on the Doctor’s availability and will be charged for the full duration of their scheduled visit. 

Thrive makes reminder calls 2 business days before your appointment, however, each patient is responsible for keeping their scheduled appointment. Waiting until the reminder call to cancel or reschedule is unadvisable as that call sometimes falls after the cancellation window has closed.

Should you have any questions regarding these policies, please contact us at 831-515-8699. 












Insurance
Naturopathic Clinic care is covered under many policies by medical insurance providers. Please call the number on the back of your insurance card and ask if your specific policy covers Naturopathic care.  If you have insurance coverage for naturopathic care, we will be happy to submit a superbill for you.   We require payment in full at the time of service. We accept Visa, MasterCard, American Express, check or cash. 
 
Here's how to increase your chances of getting coverage for alternative treatments:
1) Check Your Policy
If you're seeking coverage for complementary and alternative medicine, start by carefully studying your health insurance plan. Since many plans have considerable limits to their coverage, you should also call your insurance company and ask the following questions before you begin treatment:
· Does my plan only cover services determined to be medically necessary?
· Does complementary care need to be pre-authorized or pre-approved?
· Does my plan limit the conditions it will cover?
· Will I need to see a practitioner in your network?
· Is coverage available for care provided by out-of-network practitioners?
· Is there a co-payment?
2) Know Your Visit Limits
Many insurance companies restrict the number of visits that will be covered within a certain period of time. Because alternative therapies often require a series of sessions in order to complete treatment, it's important to be aware of your visit limits prior to pursuing complementary care.
3) Make a Case for Your Coverage
If your insurance company is unwilling to cover the complementary care you're seeking, consider asking your primary-care physician to give you a prescription (including your diagnosis and the suggested frequency of treatment). You can also attempt to convince your insurer that your desired complementary care is more cost-effective than such standard medical treatments as surgery and medication.
 
If you have any questions please feel free to contact me.
 
Thanks,
 
Hailey Kephart
Office Manager
info@thrivenatmed.com 

Supplement Policy

As part of the wellness plan for our patients, the doctor may recommend supplementation in the form of herbal tinctures (herbs distilled in grain alcohol or glycerite), homeopathics(oral, topical, or injectable), or vitamin/mineral supplements. Most of these products are readily available for purchase through Thrive’s apothecary, or can be special ordered for the patient as needed. 

At Thrive we research the highest quality and most cost effective supplements currently available on the market, many of which are only sold to doctors (not commercially available to the public or retail merchants like health food stores). It is our goal to provide supplements that are free of additives, fillers, environmental toxins, and other allergens. Our top priority is to provide the highest quality at the best price for our patients.
 
Supplement orders are placed twice a week, with quick turnaround, so it’s best to call in refills at least 1 week in advance to avoid a break in your routine. Prepayment is required for all refills/orders, and can be tendered with cash, check, or credit card. Credit card information can be kept on file for phone orders or given verbally per transaction. Once the supplement arrives or the tincture has been made, the patient will be notified via telephone. If an order has not been picked up within a week of arrival, we cannot guarantee that it will continue to be available. Please call us if you need to extend your pickup date.

Herbal tinctures are uniquely formulated for each patient. A $1 credit will be applied to a refill, if the patient reuses their original bottle. To take advantage of this credit, the bottle must be dropped off at the time of order, and can generally be picked up within one business day. Again, please call in advance (when you’re running low) to ensure we have all appropriate ingredients in stock.

Prescription medications will be called in to the patient’s preferred pharmacy or the nearest local compounding pharmacy. The patient is responsible for paying the pharmacy directly for any medication(s) in this case. The best way to order a refill for a prescription of this kind is to have the pharmacy fax a refill request to the doctor (f.831-480-7896).

Legally, we are unable to offer refunds or returns on any supplements from our apothecary.















Lab Test Policy

Thrive offers a wide variety of labs, both conventional and specialty. Collection methods include saliva, urine, stool, and blood. Most salivary, urine, and stool tests are take home tests. If this is the case, the patient will get a test kit from the doctor, take it home, collect the sample(s), and mail the kit in to the lab (in a prepaid package via UPS or FedEx). For these tests, the patient is responsible for payment directly to the lab(check or credit card information must be included).

For blood tests, the doctor may draw the patient’s blood in the office ($30 standard blood draw fee), or refer the patient to a Labcorp facility with a requisition(order form).  For these labs the patient will either pay the lab or the doctor directly for the actual test, depending on the type of test. We do not mark up lab prices, in an effort to keep costs as low as possible for our patients.

Insurance sometimes covers lab fees. This depends on an individual’s insurance carrier and particular plan. The patient will need to check with their insurance company in most cases to see if reimbursement will be rendered. Sometimes this depends on the type of doctor ordering the lab. If the insurance company can ensure coverage(through an MD), the doctor may suggest that the patient’s primary care practitioner run the labs instead (if the PCP is willing). For patients paying out of pocket, they’ll find our lab costs to be much cheaper than most. Thrive belongs to a laboratory co-op, which gives us the ability to pass on discounted rates to our patients. 

The time needed to process different labs varies greatly from a few business days to a few weeks. When test results are ready, they will be sent to the ordering doctor for review. Once they have been reviewed, the doctor will arrange a follow up appointment to go over these findings with the patient. (This follow up appointment is not included in the initial cost of the lab.) The patient will be issued a copy of the results for their own records during the follow up appointment. 

For information on available tests and pricing information, please speak with your doctor. 




















Date: _____________________

Personal History:
Name: ___________________________________________Age: ______ Date of Birth_____/_____/______
Gender: __ M __ F   Sexual Orientation: M ____F____ Other (please specify):____________________
Primary Phone: _________________________ Secondary Phone: ________________________________ 
E-Mail:___________________________________________________________________________________
Address: _______________________________________________________________________________________
 Street and Number                                                                City                              State                 Zip

Weight: _________ Height: _______ Heritage: _____________
Highest Level of Education: _____________________________
Parents’ Name(s):_________________________________________________________________________
Parents’ Phone(s):_________________________________________________________________________
Emergency Contact ________________________________  Phone _______________________________
Insurance Carrier:________________________________________________________________________

List Yes (Y), No (N), or Past (P) regarding the use of the following:
Antacids: Y N P 	Steroids: Y N P	
Smoking: Y N P	Packs per day / Number of years __________
Analgesics: Y N P	Laxatives: Y N P	
Coffee: Y N P	Cups per day if Yes / Past: _______________
Soda: Y N P	Ounces per day if Yes / Past: __________________________
Alcohol: Y N P	How often & how much if Yes / Past: ___________________________
Any Alcohol Addiction: Y N P	Any Alcohol Treatment: Y N P
Recreational Drugs: Y N P	Any Drug Addictions: Y N P	
Any Drug Treatment: Y N P






Exercise
How often do you exercise? _______________________________________________________________
What type of exercise?____________________________________________________________________  
For How Long? ___________________________________________________________________________
Hobbies: ________________________________________________________________________________________
How did you hear about us, or who referred you? (so we can thank them) ______________________
What do you expect from this visit? ________________________________________________________________________________________
Health Concerns: 
List in order of importance your primary health concerns:	How long have these problems persisted?
	1) _____________________________________	__________________________________
	2) _____________________________________	__________________________________
	3) _____________________________________	__________________________________
	4) _____________________________________	__________________________________
	5) _____________________________________	__________________________________
	6) _____________________________________	__________________________________
	7) _____________________________________	__________________________________
	8) _____________________________________	__________________________________

Under what conditions do your problems usually get worse?	Under what conditions do they improve?
	1) _____________________________________	__________________________________
	2) _____________________________________	__________________________________
	3) _____________________________________	__________________________________
	4) _____________________________________	__________________________________
	5) _____________________________________	__________________________________
	6) _____________________________________	__________________________________
	7) _____________________________________	__________________________________
	8) _____________________________________	__________________________________

Medical History:
Your primary physician:
	Physician’s Name: __________________________________________
	Address: __________________________________________________	
	Phone # ___________________________________________________

List any major illnesses, hospitalizations and/or operations you have had (include year): ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Have you had any recent vaccinations?   ___________________________  If so, did you have any reactions? _____________________________________________________________________________
When was your most recent physical exam? __________________________________________________________________________________________
Have you ever had a DEXA (bone) scan?  If so, when?  __________________________________________________________________________________________When was your most recent blood work and by what doctor? __________________________________________________________________________________________Do you currently see other healthcare practitioners such as an Acupuncturist, Nutritionist, Chiropractor, etc?  _____
	If so, whom? _______________________________________________________________________

Sleep/Energy
How many hours of sleep per night? ___________	
If you wake, how often & why? ____________________________________________________________
Do you have a difficult time falling or staying asleep?  _______________________________________
Nightmares: Y N P 	   Wake Refreshed: Y N P     Snore: Y N P      Must nap during the day: Y N P
At what time of day is your energy the best? ____________  What time is it the worst?_____________




Diet
Have you gained or lost over ten pounds in the past year?    Yes ____	No ___  Gained ____	Lost ____
	If yes, was the gain/loss on purpose?	 Yes ____      No _____
Do you have any known food allergies/sensitivities to foods? _________________________________________________________________________________________
Digestion
How often do you have a bowel movement? ________________________________________________
Heartburn: Y N P     Ulcer: Y N P     Constipation: Y N P     Diarrhea: Y N P     Hemorrhoids: Y N P

Medications
What medications are you currently taking?
Medications	Dosage/How Often?          For What?	How Long?		
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Who prescribes your medications?  __________________________________________________________________________________________
List any supplements and/or vitamins & dosages that you are currently taking:
Supplement/Vitamin	Dosage/How Often?          For What?	How Long?		
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________		
(*Please bring the supplements you are currently taking to your first appointment.)


Counseling History
Are you currently receiving counseling?      Yes ____   No ____
If yes, please briefly describe:
_________________________________________________________________________________________
Have you received counseling in the past?   Yes ____   No ____
If yes, please briefly describe: __________________________________________________________________________________________
Please list the major sources of stress in your life: ____________________________________________________________________________________________________________________________________________________________________________________
Family History
				Maternal           Paternal	
	Father	Mother	Siblings	Grandparents  Grandparents		Children

Age If Living:	______	______	________	___________	________		______
Age at Death:	______	______	________	___________	________		______
Cause of Death	______	______	________	___________	________		______


				Maternal           Paternal	
	Father	Mother	Siblings	Grandparents  Grandparents		Children
High Blood Pressure: Y  N	Y  N	Y  N	Y  N	Y  N		Y  N
Heart Attack/Stroke:  Y  N	Y  N	Y  N	Y  N	Y  N		Y  N
Heart Disease:	      Y  N	Y  N	Y  N	Y  N	Y  N		Y  N
Asthma/Allergies:      Y  N	Y  N	Y  N	Y  N	Y  N		Y  N
Mental Illness:	      Y  N	Y  N	Y  N	Y  N	Y  N		Y  N
Auto-Immune Dz:	      Y  N	Y  N	Y  N	Y  N	Y  N		Y  N
Diabetes:	      Y  N	Y  N	Y  N	Y  N	Y  N		Y  N
Osteoporosis:	      Y  N	Y  N	Y  N	Y  N	Y  N		Y  N
Cancer	      Y N	Y N	Y N	Y N	Y N		Y N	
Other	__________________________________________________________________



Symptoms
Circle the behaviors and symptoms that occur to you more often than you would like them to:
aggression	   	elevated mood	        	loneliness	
alcohol dependence 	fatigue		memory impairment 
anger		feeling out of control	mood shifts 
antisocial behavior 	frequent sickness    	numbness
anxiety 		eating disorder     		panic attacks 
avoiding people		hallucinations		phobias/fears
chest pain		hear voices in head		poor concentration 
depression		heart palpitations		recurring thoughts
disorientation		high blood pressure	sexual difficulties   
distractibility		hopelessness		sleeping problems
dizziness		impulsivity		suicidal thoughts
disorganized thoughts	irrational behavior 		trembling
drug dependence	   	judgment errors 	          	violence
		lack of emotion 		worrying
			
	   		          	   	           	   	                                                       Other (specify): __________________________________________________________________________
__________________________________________________________________________________________                          
Review of Systems:
Please check all that apply to you currently:
General: hot  cold  chills  fever  sweats      night sweats  weight loss   weight gain   fatigue      sleep problems   Insomnia 

Skin: skin lesions  rashes  Hives  Psoriasis/Eczema   Dry   Cancer   Color changes   Lump   Itching  Warts/Moles   Perspiration   History of skin trouble  bruising  sores not healing  excoriation  redness  Other:______________________________________________

Head: Headache  Dandruff   Oily Hair  Dry Hair   Migraine   Head Injury   Hair Loss   History of loss of consciousness  Seizures  Other:_______________________________________

Nose/Sinuses: Frequent Colds   Congestion   Polyps   Nosebleeds   
Post Nasal Drip   Seasonal Allergies   Sinusitis  Decreased smell  Runny nose  
Septal deviation   Other:_______________________________________________________________

Eyes: Dry eyes   Watery eyes   Double Vision   Glaucoma   Eye Strain   Itchy Eyes    Blurry vision  Cataracts  Styes   Discharge   Dark under eyelids   Light Sensitivity   Vision changes  Other:________________________________________________________________

Ears: Discharge  Hearing changes  Ringing in the ears/Tinnitus  Pain    
Excessive Ear Wax  Other:_____________________________________________________________

Mouth/Throat: Canker sores   Sore throat   Dentures   Loss of taste   Cold Sores   
Gum Disease   Cavities   Hoarseness Tenderness   Lesions   Coated Tongue
Other:_________________________________________________________________________________  

Neck: Stiffness  Loss of motion   Swollen Glands  Tension   Injury  Pain 
Other:_________________________________________________________________________________

Lungs: Cough   Shortness of Breath on exertion  Shortness Of Breath sitting  
Shortness Of Breath lying down   Wheezing   Tuberculosis  Bronchitis   Pneumonia   Asthma    COPD  Painful breathing   Coughing up blood
Other:________________________________________________________________________________
  
Heart: High blood pressure   Low blood pressure   Arrythmia   Edema   Murmurs   Palpitations   Chest Pain/Angina  Congestive Heart Failure  Claudication    
 Stroke/TIA   Coronary Artery Disease  Cyanosis  Dizziness   Leg pains   Cramps  
Other:_________________________________________________________________________________ 

Digestion: Heartburn   Indigestion/ Abdominal pain   Bloating   Nausea   Vomiting   Change in appetite   Pancreatitis   Change in Bowel Movement Frequency   
Change in stools   Diarrhea   Constipation   Hemorrhoids   Gall Bladder Disease  
Liver Disease  Ulcer   Food intolerances   Bloody Stools  Clay colored stools  
Vomiting Blood    Hernias  Jaundice  Painful swallowing 


Esophagogastroduodenoscopy (EGD):  No   Yes:    
If so, when & what were the findings?__________________________________________
Colonoscopy:  No   Yes 
	If so, when & what were the findings?__________________________________________

Urinary: Absent Urination  Pain on Urination Blood in Urine 
 Frequent Urination  Urination frequently at Night  Discharge  Change in frequency      Hesitancy  Incontinence  Chronic UTIs  Sexually transmitted infection  Kidney Stones
Other:________________________________________________________________________________

Males: 
Testicular pain   Testicular swelling  Hernia  Discharge  Impotency  
Sexually active  Sexually transmitted infection  Prostate Disease  
Do you have Sex with Men, Women, Both?____________________________________________
Have you ever had a prostate exam?  Y N   If so, when & what were the findings?      
 __________________________________________________________________________________

Females:  
How many times have you been Pregnant?_______ How many births?________
How many abortions?______ How many miscarriages?_______  
Complications    Birth Difficulties 
Menses: 
Frequency_________________	Duration_______________________	
Blood Flow__________________________________________________ 
When was the first day of your last menses?  __________________
Are you menstrual cycles regular? ________________  Do you experience PMS symptoms?  _______  
If so, please list them. ___________________________________________________________________
Date of last Pap Smear _________________
Have you ever had an abnormal Pap?  ______  If so, when? _________________
Menstrual cramps  Menstrual pain  PMS  Food Cravings   Sexually transmitted infection  Heavy bleeding   Decreased libido  Vaginitis  Breast tenderness   Breast Lumps   Edema   Irritability   Depression   Low libido   High libido

Females continued…
Sexually active  	Self Breast-exams      
Do you have Sex with Men, Women, Both?____________________________________________
Birth Control/Contraception (type/duration)________________________________________
Menopause: Menopausal since_____________________  
Hormone Replacement Therapy type/duration_________________________   
 Vaginal dryness  Pain with intercourse Hot flashes  Wt gain  irritability  Night sweats- how drenching?______________________________________  
Breasts: discharge  enlargement  pain  tenderness dense tissue 
prior surgery or biopsy   swelling   lumps
Other:___________________________________________________________________________________
Date of last your last Mammogram__________________
How many Mammograms have you had?  _________
Have you ever had Breast Thermography? _______  
If so, where and when?  _______________________________________________________________
Any family history of breast cancer? ________   If yes, whom? ______________________________


Musculoskeletal:   Weakness   Stiffness   Tremors   Arthritis   
Leg Cramps   Pain   Joint pain  Muscle pain  Nervousness  Anxiety  Vertigo    Weakness/Atrophy
Other:___________________________________________________________________________________

Neurological: Paralysis   Tingling   Numbness   Seizures   Sciatica   Light headedness
 Dizziness
Other:___________________________________________________________________________________ 

Endocrine: hot or cold intolerance  Excess Thirst  Excess Hunger  anemia  
excessive bruising  excessive bleeding  diabetes  thyroid problems   sugar cravings   
weight change change in appetite  slow metabolism   fast metabolism
Other:_________________________________________________________________________________

Psychological:  Depression  Suicidal   Anxiety   Eating disorder  Anger   Irritability   High strung/tense   Fear   Panic  Psych Hospitalizations   Memory changes
Other:___________________________________________________________________________________

Any other information you feel is important to share:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


		












Informed Consent Form

I, (or the patient named below for whom I am legally responsible), hereby request and consent to receive naturopathic medical care by the above named California licensed Naturopathic Doctor.  
 I understand that the methods of treatment are permitted under the California Naturopathic Doctors Act,[footnoteRef:1] which may include but are not limited to nutritional counseling, western herbs, homeopathy, nutritional supplements, oral chelation, hydrotherapy, intramuscular injections, and IV therapy. [1: ] 

I have had the opportunity to discuss with the Naturopathic Doctor the nature and purpose of Naturopathic treatments and procedures. I am aware that all existing methods of diagnosis and treatment, including Naturopathic healthcare, pose some level of risk.  Within the general healthcare setting, the possible outcomes of these practices by a Naturopathic Doctor range from minor to fatal. 
The herbs, homeopathic medicines and nutritional supplements (which are from plant, animal, mineral and other sources) that have been recommended, are considered safe when taken as instructed in the practice of naturopathic medicine.  It is extremely important that you follow the prescribed recommendations when taking herbs, homeopathic medicines and nutritional supplements because they may be toxic when taken in large doses.  I understand that some herbs and supplements may be inappropriate during pregnancy, and I will immediately notify the doctor if I become aware that I am pregnant. 
I will immediately inform the doctor if I experience any gastrointestinal upset (nausea, gas, stomachache, vomiting or similar condition), allergic reactions (hives, rashes, tingling of the tongue, headache or similar condition), or any unanticipated or unpleasant effects associated with treatment or the herbs or other supplements prescribed by the doctor. I understand that while this document describes the most common risks of treatment, other side effects and risks may occur.  In order to properly treat your medical condition, the doctor must be contacted promptly if an adverse reaction or condition occurs.  In any event, if an emergency medical condition arises, please seek treatment immediately from a trauma center or call 9-1-1.  
I have read, or have had read to me, the above information and consent.  I have also had an opportunity to ask questions about its content, and by voluntarily signing below I agree to the above-named procedures.  I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek diagnosis and treatment. 

PATIENT NAME, (printed)________________________________________________________

PATIENT SIGNATURE 				                            ___ Date: 	______             
(or Patient Representative)
Indicate relationship if signing on behalf of patient  			 

I agree to provide a 24 hour notice of cancellation for all follow-up appointments. $100 will be charged for new patient exams if cancellations are made with less than a 48 hour notice.

Initial:_______
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