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Dr Barrett’s goal is to provide you with the highest level of personalized care. She is 
committed to helping you on your path to health and healing.  
 
It is important to read all the enclosed information carefully. You may mail or fax 
completed forms prior to your appointment.   This will allow Dr Barrett to help solve 
your problems more efficiently and enhance the quality of your care. Alternatively you 
may bring the forms in with you to your first appointment.   
 

Website and Email 
Information about Dr Barrett and all relevant patient forms are available through her 
website, www.inaturalmedicine.  Dr Barrett’s email; drbarrett@inaturalmedicine.com.  
 

Medical Records 
Medical records can only be released with your authorization. A medical records release 
form is enclosed for your use. You may directly obtain previous medical records from 
other physicians or health care providers. Please contact your physician or other health 
care provider to obtain these records. You can also have the release faxed from our 
office.  Your records should be mailed or faxed to Dr Barrett at Serenity Wellness Center, 
1831 Orange Ave., #B, Costa Mesa, CA 92627, Fax: (949) 548-8233. 
 

Consultations 
Your initial visit will include a 60-minute medical consultation with Dr Barrett. 
Nutritional therapy and laboratory/diagnostic testing are integral components of your 
treatment plan. Test results are used to design your personal health care program as well 
as uncover the root causes of your medical condition. Nutritional supplements are often 
recommended and Dr Barrett will help you select and find the highest quality products.  
 

Consultation Fees 
See “Important Patient Information” document included in this packet for fee 
information. 
 

Confirmation and Cancellation of Appointments 
Due to the overwhelming requests for consultations, there is a 48-hour cancellation 
policy. There is a $25.00 charge for missed appointments.  You may cancel your 
appointment by calling Serenity Wellness Center at (949) 642-3424.  If calling after 
hours, please leave a message.  
 

Payment Options 
Cash, checks or credit cards (MasterCard and Visa) are accepted for services rendered.  
Payment is due on the day of service. Credit card information will be requested prior to 
follow-up phone consultations and will be billed the day of service.  
 

Insurance Information 
Koren Barrett N.D. does not accept insurance or Medicare and we cannot assure you that 
services (office visits, phone consultations or lab tests) will be reimbursed. You will be 
provided with diagnosis and procedure codes to assist you with possible insurance 
reimbursement.  
 
A Message About Arbitration 
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Practice Policies for Patients 



The accompanying form binds both you and Koren Barrett N.D. to a standard arbitration 
procedure in the event a complaint should ever arise. This equitable process avoids the 
delays, uncertainty and expense of jury trial.  By signing this form you are not giving up your 
right as a patient to file a compliant or to seek damages.  Rather, a board of qualified 
arbitrators will resolve any complaints which might arise.  
 
Emergencies 
In the event of an emergency you are responsible to obtain medical attention, call 911 or go 
to the nearest emergency room.   
 

Phone Calls, Messages & Faxes 
Our office hours are Monday – Friday, 8 am to 7 pm PST.  
The phone number for Serenity Wellness Center is (949) 642-3424 
The fax number is (949) 548-8233 
For after hours non urgent questions please leave a message and our office staff will 
return your call on the next business day.  
For after hours urgent questions call Dr Barrett on her roving office line (this rings to her 
cell phone) 949-743-5770.  She will not always be available at this number.   
If you have a medical emergency, call 911 or go directly to the nearest emergency room.  
When leaving a message, please be brief and include the following information:  

Full name  
Reason for call  
Best time to be called back  
Phone number(s)  
Email address (if desired) 

 

Prescription Refill Request 
You can request prescription refills by calling Serenity Wellness. It may take up to 72 
hours to process the refills. Please plan ahead to avoid any interruptions in your 
medications.  Provide us with your pharmacy name, address, phone and FAX number.  
 

Office Location 
Serenity Wellness Center is located in Orange County California.   
Address; 1831 Orange Ave., #B 

Costa Mesa, CA 92627 
Tel: (949) 642-3424 

 

Directions 
From the 55 south…as the freeway ends get in the left hand lane… make a left onto 19th 
street… your 2nd stop sign will be Orange Ave… turn right on Orange Ave… turn right 
on Magnolia and make your first right into Serenity Wellness Center 
 

From the PCH heading north… turn right on Dover… turn left on 17th street… turn 
right on Orange Ave… turn left on Magnolia and make your first right in to Serenity 
Wellness Center 
 
From the PCH heading south… turn left on Superior… turn right on 17th street… turn 
left on Orange Ave… turn left on Magnolia and make your first right into Serenity 
Wellness Center 
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Patient Contact Information 

 

 

 
 

Name of Patient ____________________________________   Date of First Visit ______________ 

Name of Parent(s)/Guardian(s) (if applicable) ___________________________________________  

Relationship to patient _______________________________________________________ 

Address _________________________________________________________________________ 

City ______________________________    State ______________    Zip Code _______________ 

Telephone #  (cell) _____________________________ 

                      (home)  _____________________________ 

           (work) _____________________________ 

Email address____________________________________________________________________ 

Would you like to receive our newsletter? ___ Yes  ___ No 

Age ______    Date of Birth ______________________       Gender: Female _____   Male ______  

Married    Separated          Divorced        Widowed         Single       Partnership   

Live with:  Spouse           Partner____ Parents           Children     Friends     Alone      

Occupation _____________________________    Hours per week _________  Retired ________  

Employer _____________________________________   

       (Work address) ______________________________________________________________ 

 

How did you hear about our clinic? _________________________________________________ 
 
 
Next of Kin or other to reach in an emergency ________________________________________ 
 

Relationship __________________________  Phone __________________________________ 

Address ______________________________________________________________________  
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Important Patient Information 

You are entitled to a copy of this consent after you sign it.   
Please ask our staff for a copy if you want a copy 

APPOINTMENTS 
• There is a 48-hour cancellation policy (please see cancellation policy in Practice 

Policies for Patients). 
• There is a $25.00 fee for missed appointments. 
• As a courtesy to our patients, appointments will be confirmed prior to the 

appointed time.  It is however, the patient’s responsibility to keep the scheduled 
appointment or reschedule. 

• Initial consultation with Dr Barrett - $250.00 for 50 minutes 
• Follow-up appointments to review lab results or treatment programs in person or 

by phone - $125 for 25 minutes. 
• Existing patients are “grandfathered in” at their existing rates until May 2008 

when current rates will apply.   
• There is no charge for reasonable e-mails or phone calls.  For non urgent matters 

that would be best attended to during an appointment Dr Barrett will request you 
either a) schedule an appointment or b) hold your question until your next 
appointment (this generally applies to questions that change the course of care or 
take longer than 5 minutes to respond to either by phone or email).   

 
LAB TESTS 

• Dr Barrett does not provide phlebotomy services at Serenity Wellness Center.  
Any blood draws will be performed at an outside lab facility.   

• After your initial or follow–up consultations, lab tests and/or diagnostic tests may 
be ordered. 

• Testing recommendations and cost(s) per test will be reviewed. 
• Fees for such tests are billed directly by the lab to the patient. In many cases, the 

lab will work directly with the patient’s insurance care provider.  
• Some lab tests take up to 5 weeks to be finalized and sent to the office.    
• Dr. Barrett does not mark up or profit in any way from the sale of lab testing kits 

that she orders for her patients. 
 
BILLING/ISURANCE 

• Payment for the office visit or phone appointment is expected at time of service 
and can be in the form of check, cash or credit card payments. All credit card 
payments will be processed the same day of the visit or phone call. 

• You will receive an invoice at the completion of your visit.  
• Dr. Barrett does not accept insurance or Medicare. You can request a bill of 

services rendered that you can submit to your insurance provider who may 
reimburse you for some or the entire fee at their discretion. Please note that phone 
visits may not be reimbursed by your insurance carrier. 

 
 
 
 

PATIENT INITIALS _______ 
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Important Patient Information 

You are entitled to a copy of this consent after you sign it.   
Please ask our staff for a copy if you want a copy 

 
 
PATIENT AWARENESS AND RESPIONSIBILITY 

• Any therapy, no matter how well appointed, may fail to resolve your symptoms and 
improve your health.   

• Dr Barrett will inform you of the therapies most relevant to your condition both 
conventional and alternative.   

• You have the choice to accept, refuse or terminate these therapies at any time.   
• By agreeing to make every effort to implement an agreed upon program, you will 

receive the full benefit of your visits with Dr Barrett.     
• You are responsible for seeking professional medical attention from Dr. Barrett or 

another facility for a worsening of your condition.   
• You are aware that many medical conditions require additional treatment and that 

follow-up visits are often necessary.   
• You are aware that you may be referred to another physician for treatment when 

needed.    
 
EVENING AND WEEKEND CALLS 

• Dr Barrett does not maintain regular call on the evenings and weekends.   
• If you have a non-urgent question please call during clinic hours or feel free to email 

Dr Barrett directly or call and leave a message at the office and she will respond to 
your question during the work week.   

• If you have an urgent question you may call Dr Barrett’s roving office line which 
rings to her cell phone on nights and weekends 949-743-5770.  She will not always 
be available at this number.   

 
EMERGENCIES 

• In the event of an emergency you are responsible to obtain medical attention, call 911 
or go to the nearest emergency room.   

 
 
 
 
PATIENT SIGNATURE ________________________________ Date______________ 
(or Patient Representative) 
 
Indicate relationship if signing for patient______________________________________ 
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Consent for  aturopathic Treatment 

You are entitled to a copy of this consent after you sign it.   
Please ask our staff for a copy if you want a copy 

 

Dr. Koren Barrett  D 
1831 Orange Ave., #B 
Costa Mesa, CA 92627 

Tel: (949) 642-3424 
Fax: (949) 548-8233 

 
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 and/or other licensed naturopathic doctors who now or in 
the future may treat me while working at or associated with or serving as back-up for the above 
named doctor, whether signatories to this form or not.  I have also read and understand the 
attached NOTICE OF PRIVACY PRACTICES, which discusses my rights under the Health 
Insurance Portability and Accountability Act of 1996.   

 I understand that the methods of treatment are permitted under the California 
Naturopathic Doctors Act,1 which may include but are not limited to nutritional counseling, 
western herbs, homeopathy, nutritional supplements, oral chelation, hydrotherapy, intramuscular 
injections, and IV therapy. 

I have had the opportunity to discuss with the naturopathic doctor named above 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 one follow 
the prescribed recommendations when taking herbs 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 the 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 I consent.  I have also had 
an opportunity to ask questions about the consents 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.  

 
PATIE T  AME, (printed) _______________________________________________________ 
 
PATIE T SIG ATURE                                 ___   Date:  ______              
(or Patient Representative)  
Indicate relationship if signing on behalf of patient __________________________________ 
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Doctor-Patient Arbitration Agreement 
 

A signed copy of this document is to be given to Patient 
Original is to be files in Patient’s medical records 

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether 
any medical services rendered under this contract were unnecessary or unauthorized or were improperly, negligently, or 
incompetently rendered, will be determined by submission to arbitration as provided by California law, and not by a 
lawsuit or resort to court process except as California law provides for judicial review or arbitration proceedings. Both 
parties to this contract, by entering into it, are giving up their constitutional rights to have any such dispute decided on a 
court of law before a jury, and instead are accepting the use of arbitration. 
Article 2: All Claims Must be Arbitrated: It is the intention of the parties that this agreement bind all parties whose 
claims may arise out of or related to treatment or service provided by the physician including any spouse or heirs of the 
patient and any children, whether born or unborn, at the time of the occurrence giving rise to any claim. In the case of 
any pregnant mother, the term “patient” herein shall mean the mother and the mother’s expected child or children. 
All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and 
the physician’s partners, associates, association, corporation or partnership, and the employees, agents and estates of 
any if them, must be arbitrated including, without limitation, claims for loss of consortium, wrongful death, emotional 
distress or punitive damages. Filing of any court by the physician to collect any fee from the patient shall not waive the 
right to compel arbitration of any malpractice claim. 
Article 3: Procedures and Applicable Law: A demand for arbitration must communicate in writing to all parties. Each 
party shall select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be 
selected by the arbitrators appointed by the parties within thirty days of a demand for a neutral arbitrator by either 
party. Each party to the arbitration shall pay such party’s pro rata share of the expenses and fees of the neutral 
arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not including 
counsel fees or witness fees, or other expenses incurred by a party for such party’s own benefit. The parties agree that 
the arbitrators have the immunity of a judicial officer from civil liability when acting in the capacity of arbitrator under 
this contract. This immunity shall supplement, nit supplant, any other applicable statutory or common law. 
Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request 
to the neutral arbitrator. 
The parties consent to the intervention and joinder in this arbitration of any person or entity which would otherwise be 
a proper additional party in a court action, and upon such intervention and joinder any existing court action against such 
additional person or entity shall be stayed pending arbitration. 
The parties agree that provisions of California law applicable to health care providers shall apply to disputes within this 
arbitration agreement, including, but not limited to, Code of Civil Procedure Section 340.5 and 667.7 and Civil Code 
Sections 3333.1 and 3333.2. Any party may bring before the arbitrations a motion for summary judgment or summary 
adjudication in accordance with the Code of Civil Procedure. Discovery shall be conducted pursuant to Code of Civil 
Procedure section 1283.05, however, depositions may be taken without prior approval of the neutral arbitrator. 
Article 4: General Provisions: All claims based upon the same incident, transaction or related circumstances shall be 
arbitrated in once proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, 
the claim, if asserted in a civil action, would be barred by the applicable California statute of limitations, or (2) the 
claimant fails to pursue the arbitration claim in accordance with the procedures prescribed herein with reasonable 
diligence. With respect to any matter not herein expressly provided for, the arbitrators shall be governed by the 
California Code of Civil Procedure provisions relating to arbitration. 
Article 5: Revocation: This agreement may be revoked by written notice delivered to the physician within 30 days, or 
signature. It is the intent of this agreement to apply to all medical services rendered any time for any condition. 
Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is Effective 
as of the date of first medical services. __________ Patient Initials 
If any provision if this arbitration agreement is held invalid or unenforceable, the remaining provisions shall remain in 
full force and shall not be affected by the invalidity of any other provision. 
I understand that I have the right to receive a copy of this arbitration agreement. By my signature below, I acknowledge 
that I have received a copy. 
 OTICE: BY SIG I G THIS CO TRACT YOU ARE AGREEI G TO HAVE A Y ISSUE OF MEDICAL 
MALPRACTICE DECIDED BY  EUTRAL ARBITRATIO  A D YOU ARE GIVI G UP YOUR RIGHT TO 
A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CO TRACT. 
 
_________________________________________ ________________________________________ 
Signature     Authorized Provider Representative 
 
_________________________________________ __________________________________________ 
Date      Date 
 
If this consent is signed by a personal representative on behalf of the patient complete the following:  
 
Personal representative’s name: ___________________________________________ 
 
Relationship to patient: ____________________________________________________
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Consent for Use or Disclosure of Health 
Information 

Our Privacy Pledge 
 

You are entitled to a copy of this consent after you sign it.   
Please ask our staff for a copy if you want a copy 

Section A: Patient giving consent 
 

Name: _______________________________________for_______________________ 
 
Section B: To the Patient- please read the following statement carefully 
Purpose of Consent: By signing this form you will consent to the use and disclosure of your 
protected health information to carry out your treatment, payment, and healthcare operations. 
 otice of Privacy Practices: You have the right to read our Notice of Privacy Practices before 
you decide whether to sign this consent. 
Our Notice provides a description of our treatment, payment, and healthcare operations, the uses 
and disclosures we may make of your protected health information and of other important matters 
about your protected health information. A copy of our notice is available upon request. We 
encourage you to read it carefully before signing this consent. 
We reserve the right to change our privacy practices as described in our Notice of Privacy 
Practices. If we change our privacy practices, we will issue a revised Notice of Privacy Practices, 
which will contain the changes. Those changes may apply to any of your protected health 
information that we maintain. 
You may obtain a copy of our Notice of Privacy Practices at any time by contacting: 

Koren Barrett ND 
1831 Orange Ave., #B 
Costa Mesa, CA 92627 

Tel: (949) 642-3424 Fax: (949) 548-8233 
 
Right to Revoke: You have the right to revoke this consent at any time by giving written notice 
of your revocation submitted to the contact above. Please understand that revocation of this 
consent will not affect action we took in reliance on this consent before we received your 
revocation, and that we may decline to treat you or continue treating you if you revoke this 
consent. 
 
I ________________________________________have had full opportunity to read and consider 
the contents of this consent form and Notice of Privacy Practices. I understand that by signing 
this consent form I am giving my consent to your use and disclosure of my protected health 
information to carry our treatment, payment and healthcare operations 
 
_______________________________   _______________________________ 
Signature      Authorized Provider Representative 
 
_______________________________   _______________________________ 
Date       Date 

If this consent is signed by a personal representative on behalf of the patient complete the 
following: 
Personal representative’s name: _____________________________________________ 
Relationship to patient: ____________________________________________________
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Consent Regarding E-mail Use or Disclosure of Health Information 
 

 

Koren Barrett ND provides patients with the opportunity to communicate by e-mail.  Transmitting 
confidential health information by e-mail however, has a number of risks, both general and specific, that 
should be considered before using e-mail.  

1. Risks: 
a. General e-mail risks are the following; e-mail can be immediately broadcast worldwide 

and be received by many intended and unintended recipients; recipients can forward e-
mail messages to other recipients without the original sender(s) permission or knowledge; 
users can easily misaddress and e-mail; e-mail is easier to falsify than hand written ors 
signed documents; backup copies may exist even after the sender or the recipient has 
deleted his/her copy. 

b. Specific e-mail risks are the following: e-mail containing information pertaining to 
diagnosis and/or treatment must be included in the protected personal health information; 
all individuals who have access to the protected health information will have access to the 
e-mail messages; patients who send or receive e-mail from their place of employment 
risk having their employer reading their e-mail.   

2. It is the policy of Koren Barrett ND that all e-mail messages sent or received which concern the 
diagnosis or treatment of a patient will be a part of that’s patients protected personal health 
information and will treat such e-mail messages or internet communications with the same degree 
of confidentiality as afforded other portions of the protected personal health information.  Koren 
Barrett ND will use reasonable means to protect the security and confidentiality of e-mail 
communication.  Because of the risks outlined above, we cannot, however guarantee the security 
and confidentiality of e-mail or internet communication.   

3. Patients must consent to the use of e-mail for confidential medical information after having been 
informed of the above risks.  Consent to the use of e-mail includes agreement with the following 
conditions: 

a. All e-mails to or from patients concerning diagnosis and/or treatment will be made part of 
the protected personal health information.  As a part of the protected personal health 
information, other individuals, such as Serenity Wellness Center staff, insurance 
coordinators and upon written authorization other healthcare providers and insurers will 
have access to e-mail messages contained in protected personal health information. 

b. Koren Barrett ND will endeavor to read e-mail promptly but can provide no assurance 
that the recipient of a particular e-mail will read the e-mail message promptly.  Therefore 
e-mail must not be used in a medical emergency. 

c. It is the responsibility of the sender to determine whether the intended recipient received 
the e-mail and when the recipient will respond.   

d. Because some medical information is so sensitive that unauthorized disclosure can be 
very damaging, e-mail should not be used for communications concerning diagnosis or 
treatment of AIDS/HIV infection; other sexually transmittable or communicable diseases 
such as syphilis, gonorrhea and the like; behavioral health, mental health; or alcohol and 
drug abuse.   

e. Koren Barrett ND cannot guarantee that electronic communications will be private.  
However, we will take reasonable steps to protect the confidentiality of the e-mail or 
internet communication but Koren Barrett ND is not liable for improper disclosure of 
confidential information not caused by its employee’s gross negligence or wanton 
misconduct.   

f. If consent is given for the use of e-mail, it is the responsibility oft the patient’s to inform 
Koren Barrett ND of any types of information you do not want to be sent by e-mail 

g. Koren Barrett ND is not liable for breaches of confidentiality caused by the patient. 
Any further use of e-mail initiated by the patient that discusses diagnosis or treatment constitutes informed 
consent to the foregoing. 
I understand that my consent to the use of e-mail may be withdrawn at any time be e-mail or written 
communication to Koren Barrett ND 
I have read this form carefully and understand the risks and responsibility associated with the use of e-mail.  
I agree to assume all risks associated with the use of e-mail 
 
PATIENT SIGNATURE _______________________________________________ Date______________
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You are entitled to a copy of this consent after you sign it.  Please 
ask our staff for a copy if you want a copy 

 



Release of Records 
 

 

REQUESTING PARTY:    Today’s Date________________________ 
 

Printed Legal Name _______________________________ Date of Birth____________ 
 

I, the undersigned, hereby authorize: 
 

Name of Agency or doctor ________________________________________________ 
 

Address_________________________________________________________________ 
 

City, State, Zip___________________________________________________________ 
 

Phone________________________________ Fax_______________________________ 
 
TO RELEASE MY INFORMATION TO: 
 
Dr. Koren Barrett ND 
1831 Orange Ave., #B 
Costa Mesa, CA 92627 
 

Tel: (949) 642-3424 
Fax: (949) 548-8233

Information to be released:  
 

_____ALL MEDICAL RECORDS 
_____OTHER____________________________________________________________ 
 
Initial next to “Yes” or “No” for the following protected information to be released: 
Drug/Alcohol Information     Yes______  No______ 
Mental Health Information     Yes______ No______ 
AIDS/HIV Testing & Results    Yes______ No______ 
Sexually Transmitted Diseases Testing & Results  Yes______  No______ 
Communicable Diseases     Yes ______ No______ 
Genetic Testing     Yes______ No______ 
 
and is limited to the time period from ______________ to_______________ 

I understand I have the right to revoke this authorization at any time. I understand if I revoke this 
authorization I must do so in writing. I understand the revocation will not apply to information 
that has already been released in response to this authorization.  Unless otherwise specified, this 
authorization will automatically expire in 90 days. 

 

I understand that authorizing the disclosure of this health information is voluntary. I can refuse 
to sign this authorization. I need not sign this form in order to assure treatment. I understand I 
may inspect or receive copies of the information to be used or disclosed.  I understand any 
disclosure of information carries with it the potential for an unauthorized re-disclosure and the 
information may not be protected by federal confidentiality rules. A copy of this authorization 
shall be as valid as the original. 
 
SIGNATURES: _____________________________________________________ 
 

Requesting Party_________________________________ Date_______________  
 

For__________________________________ Relationship___________________ 
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Koren Barrett  .D. 
 

 

__________________________________________________________________________________________ 
Patient name (Last, First) 

HEALTH HISTORY QUESTIONNAIRE 
 
Successful health care and preventive medicine are made possible when Dr Barrett has a comprehensive 
understanding of her patients. Please complete this questionnaire as thoroughly as possible.  Print all 
information and mark anything you don't understand with a question mark.  If a section or question does 
not apply to you or your child skip it and proceed to the next question. 
 

Y = a condition you have now    = have never had  P = a condition you have had in the past 
 
Are you currently receiving healthcare?  Y    N     
 
If yes, where and from whom?___________________________________________________________ 
If no, when and where did you last receive medical or health care? 
____________________________________________________________________________________ 
 

What was the reason? ______________________________________________________ 
What are your most important health problems?  List as many as you can in order of importance. 
 1)               
 2)               
 3)               
 4)               
 5)               
 6)               
 
Do you have any known contagious diseases at this time?  Y  N  If yes, what?___________________ 
Current Medications 
Please list any prescription or over-the-counter medications you are taking, with dosages. 
1) _________________________________    4) _________________________________   
   
2) _________________________________    5) _________________________________     
 
3) _________________________________    6) _________________________________     
 
Please list any vitamins or other supplements you are taking, with dosages. 
1) _________________________________    5) _________________________________     
 
2) _________________________________    6) _________________________________    
  
3) _________________________________    7) _________________________________  
    
4) _________________________________   8) _________________________________ 
 

Allergies - Are you hypersensitive or allergic to... 
 
Any drugs?               
 
Any foods?               
 
Any environmental?            ______
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Koren Barrett  D 

 

__________________________________________________________________________________________ 
Patient name (Last, First) 

HOSPITALIZAIO  A D SURGERY 

What hospitalizations or surgeries your child has had? 

             year:                       year:   
             year:                       year:    

 X-RAYS A D SPECIAL STUDIES 
X-rays, CAT scans, or other studies your child has had: 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 

IMMU IZATIO S 

Polio     Y  N  Pertussis       Y  N 
Tetanus shot                Y  N  Diphtheria       Y  N 
Measles/Mumps/Rubella  Y  N  Hepatitis B       Y  N 
HIB      Y  N  Influenza       Y   N 
Any adverse reactions to immunizations? Please specify. 
______________________________________________________________________________ 
 

 
FAMILY HISTORY 

    FATHER   MOTHER   SISTERS   BROTHERS 
Age (if living) ______     ______         ______         ______      
Health  ( G=good   P=poor ) ______     ______         ______         ______      
Age at death (if deceased) ______     ______         ______         ______      
 

Check (√) those applicable  
Cancer ______     ______         ______         ______      
Diabetes ______     ______         ______         ______      
Heart Disease ______     ______         ______         ______      
High Blood Pressure ______     ______         ______         ______      
Autoimmune disease ______     ______         ______         ______      
Epilepsy ______     ______         ______         ______      
Mental Illness ______     ______         ______         ______      
Asthma/Hayfever/Hives ______     ______         ______         ______      
Anemia ______     ______         ______         ______      
Kidney Disease ______     ______         ______         ______      
Eczema ______     ______         ______         ______      
Tuberculosis       ______     ______         ______         ______      
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___________________________________________________________________________________________ 
Patient name (Last, First) 

 
Weight:   lbs. Weight 1 year ago:    lbs. 
Height:        
 
 

MEDICAL HISTORY 
Please check those that are applicable. 
Asthma _____  Ear infections ______  Mumps ______ 
Bronchitis _____  Eczema ______   Pneumonia ______ 
Chicken pox _____  Frequent Colds ______  Scarlet Fever ______ 
Croup _____  Measles _______   Tonsillitis ______ 
Diphtheria______ Rheumatic fever______ 
Other ___________________________________ 
Any known exposure to heavy metals (mercury or lead paint) or toxins (pesticides or 
asbestos)? 
 

BIRTH HISTORY 
Born at how many weeks gestation? _________ weeks 
Length of labor _________________________Weight at birth _________________ 
Complications, if any __________________________________________________ 
Previous pregnancies by biological mother: ________ live births _______ miscarriages 
Mother’s age at child’s birth: _________ 
Mother’s health during pregnancy: 
Bleeding _____     High blood pressure _____ 
Cigarette, alcohol or drug use _____   Physical or emotional trauma _____ 
Diabetes _____     Thyroid imbalance _____ 
Amalgam removal or fish intake ____  Chemical exposure _____ 
Other health concerns _________________________________________________ 
As a baby, did your child have any of the following? 
Allergies _____  Blue baby _____  Diarrhea _____  Rashes ______ 
Birth defects _____  Colic _____   Fever _____   Seizures _____ 
Birth injuries _____  Cerebral palsy _____  Jaundice ______  Other ______ 
 
Feeding: Breast fed ____ How long? _______months/years Formula: milk or soy 
 
Age Began: Sitting _____months Crawling _____ months Walking ______ months 
First tooth ______ months Solid foods ______ months 
First words ______ months 

SYMPTOMS 
Please circle: Y= a condition your child has now N= never had P=has had in past 
Dizzy spells _____   Nose bleeds _____   Cries easily _____ 
Heart murmur _____   Body/breath odor _____  Nervous _____ 
Hair loss _____   Constipation _____   Nightmares _____ 
Night sweats _____   Diarrhea _____   Unusual fears _____ 
Headaches _____   Gas _____    Bone/joint pain _____ 
Hearing loss _____   No appetite _____   Flat feet _____ 
Sore throats _____   Stomach aches _____   Acne _____ 
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______________________________________________________________________________ 
Patient name (Last, First) 
 

SYMPTOMS CO T… 
Sensitive to light _____  Vomiting spells _____  Chronic rash _____ 
Motion/car sick _____  Canker sores _____   Eczema _____ 
Sleep problems _____  Excessive fatigue _____  Hives _____ 
Anemia _____   Frequent colds _____   Bloody urine _____ 
Bleeding gums _____  High fever _____   Burning of urine _____ 
Bleeding tendency _____  Cough _____    Frequent urination _____ 
Easy bruising _____   Wheezing _____   Other ________________ 
 
 

DIETARY 

Typical Food Intake 

Breakfast: _______________________________________________________________  
Lunch: _________________________________________________________________  
Dinner: ________________________________________________________________  
Snacks: _________________________________________________________________  
To drink:         
Does your child eat refined sugar? Y   N 
Does your child eat fast food? Y   N 
Does your child eat food with artificial colors or 
preservatives?    Y    N 
Does your child eat artificial sweeteners?  Y   N 
 
 
 
 

Number servings per week 
 Fish____________ 
 Red meat________ 
  Chicken_________ 
Number servings per day 
 Vegetables_______ 
 Fruit____________ 
 Water__________

Please write any additional information (use back if necessary) 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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