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Naturopathic Intake Form 
Dr. Kim McKenzie, ND, DC 
Please return these completed forms a week before your appointment via fax, mail or you can drop it off at the 
Centre. This allows Dr. McKenzie to review them thoroughly before your appointment, so that you can make the 
most of your time with him. Our mailing address and fax number is shown below, but if you received this form via e-
mail, please note that you will not be able to reply to the e-mail that was used to send this, . If you have any 
questions please feel free to call our office at any time. 

Please note: We review the information on these forms very carefully, and need the time to do so. If they are 
submitted late, it places strains on our time, efforts and administrative procedures. Because of this, there is a 
$25.00 rushed processing fee applied to submissions received later than 2 business days prior to your scheduled 
appointment time. 

    Patient Information     _____         
Name: ______________________________ Referred by: ____________________________ 

Address: ____________________________________ Occupation:_____________________ 

City: ____________________ Province: _____________ Postal Code: __________ 

Date of Birth: (M): _______ (D):______ (Y): ______ Age: ______Sex: _______ 

Phone (home): __________________ Phone (business): ___________________ 

Phone (mobile): ____________________ e-mail: _____________________________ 

Marital Status (circle)   Single   Married   Separated   Divorced   Widowed 

Number of children: ________ Ages of children: ______________________ 

If the patient is a child:  

Mother’s name: ________________________ Father’ name __________________________ 

Parent’s Occupations: Mother ______________    Father ________________ 

Mother’s Employer: ____________________ Father’s __________________ 

Have you received naturopathic care previously? Y /N  

If so, when?_______  Name of Practitioner: ____________________________ 

For what reason? _________________________________________________ 

Have you received chiropractic care previously? Y /N  

If so, when?_______  Name of Practitioner: ___________________________ 

For what reason? _________________________________________________ 

Are you currently under the care of a medical doctor or other health care practitioner? Y/N 

If yes, please name practitioner: _____________________________________  

For what reason? _________________________________________________ 
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UStatement of Acknowledgement      
 
The health care system in Ontario is under scrutiny. In order to clarify our position as health 
care practitioners, and our mutual responsibilities in your health care, we ask for your 
cooperation in signing this statement of acknowledgement. 
 

1. That you understand that Naturopathic and/or Chiropractic practitioners are not Medical 
Doctors; that we use non-invasive, natural methods of assessment and treatment of body 
dysfunctions. 

2. That you understand that the methods utilized in this practice have a proven clinical 
foundation, yet may not be accepted practice by standard (allopathic) medicine. 

3. That you understand that we are required by our licensing boards to perform a physical 
examination on each new patient. This will be adhered to unless a full report is sent by the 
referring practitioner and that report is accepted by the attending practitioner. 

4. That you understand that treatment and/or referral to other health practitioners is based 
upon the assessment of your health revealed through personal history, physical 
examination, laboratory testing and other appropriate methods of evaluation. 

5. That you understand that the practitioner reserves the right to determine which cases fall 
outside their scope of practice, in which event an appropriate referral will be 
recommended. 

6. That you are not an agent of any private or governmental agency attempting to gather 
information without so stating your intentions. 

7. That you are accepting or rejecting this care of your own free will. 

8. That you understand that the ultimate responsibility for your health care is your own, and 
that we are here to support you in this. We reserve the right to discontinue our services 
where it is apparent that your expectations and what we provide are not in agreement. 

9. That you understand that fees are payable at the time of the appointment by the patient or 
guardian. There is a fee for completion of any insurance forms. 24 hours notice is required 
for appointment cancellation, otherwise you will be responsible for the full fee. Any 
special financial agreement may be made with your practitioner. 

 
 
I, _________________________________ have read, understood and acknowledge the above. 
                       (print name) 
 
 
Signature: ____________________________________ Date: ____________________ 

   (guardian if applicable) 
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UNaturopathic Informed Consent for Care by Dr. Kim Mckenzie 
 
Naturopathic and medical physicians, chiropractors, dentists and other primary care health practitioners 
are required to advise patients that there are or may be some risks associated with their treatments. 

Naturopathic Medicine addresses the treatment and prevention of diseases by natural means. Naturopathic 
doctors assess the whole person, taking into consideration the physical, mental, emotional and spiritual 
aspects of the individual. Gentle, non-invasive techniques are generally used to stimulate the body's 
inherent healing capacity. 

A number of different approaches are used by Dr. McKenzie which are in harmony with naturopathic 
principals. These include but may not be limited to: dietary guidance and nutritional supplementation, 
botanical or herbal medicines, homeopathy, oriental medicine and acupuncture, bio-energetic medicine, 
hydrotherapy, physical medicine and exercise recommendation and lifestyle counseling. 

There are some health risks with treatment from Naturopathic Medicine. These include, but are not 
limited to: 

 Aggravation of pre-existing symptoms and conditions from re-activation of the body's corrective 
healing capacities by homeopathic and energetic medicines. 

 Allergic or hypersensitive reactions to herbs or supplements. 

 Pain, bruising or other injury from venipuncture, intramuscular injections, soft tissue therapy or 
acupuncture needling. 

 Fainting from acupuncture or accidental burning of the skin from the use of moxa. 

 Rib dislocations or fractures or muscle and ligament sprains and strains following spinal 
adjustments. 

 Injury to a vertebral artery following cervical (neck) spinal adjustments. Such injuries may cause 
a stroke, sometimes with serious neurological impairment or other serious injury. The chances of 
this happening are extremely remote-evaluated at less than 1 incident per 1 million treatment 
sessions. 

It is now the policy of the Licensing Board of Drugless Therapy - Naturopathy requiring all Naturopaths 
to obtain this signed consent form from their patients. Please read and sign the following: 

I request and consent to the performance of naturopathic procedures and therapies as found appropriate 
by Dr. McKenzie except for (please list any exceptions you want): 

 I have discussed or have had the opportunity to discuss with Dr. McKenzie the nature and 
purpose of my naturopathic care and I consent to this care offered me. 

 I do not expect Dr. McKenzie to be able to anticipate and explain all risks and complications and 
I rely on him to exercise good judgment during the carrying out of this care. 

 I authorize Dr. McKenzie to treat my condition through the use of Naturopathic methods and I 
understand that the results of this approach treatment are not guaranteed. 

I have read the above and consent. I have had the opportunity to ask questions about its content to my 
satisfaction. I intend this consent form to cover the entire course of my care from Dr. McKenzie. I 
understand that I am free to withdraw my consent and to discontinue participation in these procedures at 
any time. 

 
________________________ ____________________________ 
Print name of Client  Signature of Client or Guardian 

 
________________________ ____________________________  ____________________ 
Print Name of Witness  Signature of Witness   Date 
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Confidential Health and Lifestyle 
Questionnaire  

Please complete this questionnaire with care. Your answers will help us determine the most 
effective mode of care for you. Please print clearly throughout. Thank you. 

 
UHealth History      _____________ 
 What is your main reason for being here?  

 If there is a specific condition, how long has it been occurring? ____________ 

 Have you had similar problems before? ______ If so, please explain below: 
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________ 

 Do you have any relatives with similar problems? _____ If so, who? _____________ 

    List any practitioners seen for this reason 
___________________________________________________________________________________
___________________________________________________________________________________ 

 List diagnoses, types of treatments, medications, etc. 
_________________________________________________________________________________
_________________________________________________________________________________ 

 List any medications you are presently taking and doses 
_________________________________________________________________________________
_________________________________________________________________________________ 

 Have you had any x-rays in the last 3 years? _____ If so, please list areas 
_________________________________________________________________________________
_________________________________________________________________________________ 

 Have you lost any days of work recently? ______ Please list dates 
_________________________________________________________________________________ 

 What do you feel is causing any health problems you may have? 
_________________________________________________________________________________
_________________________________________________________________________________ 

 When did you last feel well? _______________________________________________ 

 Please indicate the occurrence of the following and give details and dates: 

o Hospitalization ____________________________________________________ 

o Surgery___________________________________________________________ 

o Accidents _________________________________________________________ 

o Major illness _______________________________________________________ 

o Loss of consciousness _______________________________________________ 

o Seizures ___________________________________________________________ 
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ULifestyle    __________________ _________ 
 Birth date ________________ Weight ______ Height ______ Blood type _______ 

 Are you satisfied with your present weight? _________ 

 Have you ever had a weight problem? ________ 

 Are you constipated? ___________ Number of bowel movements a day _______  

 Do you exercise regularly? ______ How often? _____________________________ 

What type of program? _________________________________________________ 

 What are the things which you find stressful? 
_________________________________________________________________________________
_________________________________________________________________________________ 

 Do you meditate or use any relaxation exercise? __________________________________________ 

 Do you have regular sleeping habits? _______ How many hours per night? ______ 

Early riser? _____ Difficulty falling asleep? ______ Nightmares? __________ 

 Do you drink coffee? ______ No./Day ______ Black Tea? _____ No./ Day ______ 

 Do you smoke? ______ If yes, how long? _______ No./ Day _______ Inhale? ______ 

 Do you drink alcohol? _____ Daily amount _______ Weekly amount ______ Special 
occasions_____ 

What types? __________________ 

 Do you have any hobbies? ______ If yes, please list _______________________________________ 

 

UFamily History   __________________ _________ 
Is there a history of any of the following in your family? Please circle and then list relationship of family 
member. 

Alcoholism ___________ Depression ___________ Stomach Ulcers _______ 

Allergies ___________ Diabetes _____________ Stroke _______________ 

Arteriosclerosis _______ Epilepsy _____________ Tuberculosis__________ 

Arthritis _____________ Heart Disease_________ Yeast Infections _______ 

Asthma ______________ Hyperactivity_________ Venereal Disease _______ 

Bed wetting __________ Kidney Disease ___________  

Candida Albicans______ Learning Disability________  

Cancer _______________ Mental Disease ___________  

Cataracts _____________ Muscular Dystrophy________  

Celiac ________________Multiple Sclerosis __________ 

Colitis ________________Schizophrenia ____________ 
U  
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Systems Survey____ _________________  _________ 

 

 

 

General 
    □  □  □   Alcoholism 

     □  □  □   Allergy 

     □  □  □   Cancer 

  □  □  □   Chills 

  □  □  □   Convulsions 

     □  □  □   Dizziness 

     □  □  □   Diabetes 

     □  □  □   Epilepsy 

      □  □  □   Fainting 

       □  □  □   Fatigue 

      □  □  □   Headache 

     □  □  □   Hyperactivity 

   □  □  □  Learning Disabilities 

       □  □  □  Loss of Sleep 

    □  □  □  Loss of Weight 

      □  □  □  Mental Disorders 

     □  □  □ Nevous/Depression 

    □  □  □  Neuralgia 

     □  □  □  Numbness 

       □  □  □  Sweats 

     □  □  □  Tremors 

Genito-Urinary 
       □  □  □  Bed-wetting 

      □  □  □  Blood in urine 

      □  □  □  Frequent urination 

      □  □  □  Inability to control  
Kidneys 

   □  □  □  Kidney Infection 

      □  □  □  Kidney Stones 

     □  □  □  Painful Urination 

   □  □  □  Prostate Trouble 

      □  □  □  Pus in Urine 

      □  □  □  Venereal Disease 

Women Only 
      □  □  □  Congested Breasts 

     □  □  □ Cramps of Backache 

   □  □  □  Excessive Menstrual Flow 

    □  □  □  Hot Flashes 

   □  □  □  Irregular Cycle 

  □  □  □  Lumps in Breast 

    □  □  □  Menopausal Symptoms 

      □  □  □  Painful Menstruation 

     □  □  □  Pre-Menstrual Tension 

     □  □  □  Vaginal Discharge 

    □  □  □  Yeast Infection 

 

Muscle & Joint 
□  □  □ Arthritis 

□  □  □ Bursitis 

□  □  □ Foot Trouble  

□  □  □ Hernia 
□  □  □ Low Back Pain 
□  □  □  Lumbago 
□  □  □  Neck Pain/Stiffness 
□  □  □  Pain Between Shoulders 

 
Pain / Numbness in: 

□  □  □ Shoulders 
□  □  □  Arms 
□  □  □  Elbows 
□  □  □  Hands 
□  □  □  Hips 
□  □  □ Legs 
□  □  □  Knees 
□  □  □  Feet 

□  □  □  Painful Tailbone 
□  □  □  Poor Posture 
□  □  □ Sciatica 
□  □  □  Spinal Curvature 
□  □  □  Swollen Joints 
 

Eyes, Ears, Nose 
& Throat 

□  □  □  Asthma 
□  □  □  Colds 

□  □  □ Crossed Eyes 
□  □  □  Deafness 
□  □  □  Dental Decay 
□  □  □  Earache 
□  □  □  Ear Discharge 
□  □  □ Ear Noises (clicking, 

ringing) 
□  □  □  Enlarged Glands 
□  □  □  Enlarged Thyroid 

□  □  □ Eye Pain  
□  □  □  Failing Vision 
□  □  □  Far Sightedness 
□  □  □  Gum Trouble 
□  □  □  Hay Fever 
□  □  □ Hoarseness 
□  □  □  Nasal Obstruction 
□  □  □  Near Sightedness 

□  □  □ Nosebleeds 
□  □  □  Sinus Infection 
□  □  □  Sore Throat 
□  □  □  Tonsillitis 

 

Cardiovascular  
□  □  □  Hardening of Arteries 
□  □  □ High Blood Pressure 
□  □  □  Low Blood Pressure 
□  □  □  Pain Over Heart 

□  □  □  Poor Circulation 
□  □  □ Rapid Heart Beat 
□  □  □  Slow Heart Beat 
□  □  □  Stroke 

□  □  □  Swelling of Ankles 
 

Respiratory 
□  □  □ Chest Pain 
□  □  □  Chronic Cough 
□  □  □  Difficult Breathing 

□  □  □  Spitting-up Blood 
□  □  □ Spitting-up Phlegm 
□  □  □  Wheezing 
 

Gastro-Intestinal 
□  □  □  Belching or Gas 

□  □  □  Colitis 
□  □  □ Colon Trouble 
□  □  □  Constipation 
□  □  □  Diarrhea 

□  □  □  Difficult Digestion 
□  □  □ Distension of Abdomen 
□  □  □  Excessive Hunger 
□  □  □  Gall Bladder Trouble 

□  □  □  Hemorrhoids 
□  □  □ Hepatitis 
□  □  □  Intestinal Worms 
□  □  □  Liver Trouble 

□  □  □  Nausea 
□  □  □ Pain Over Stomach 
□  □  □  Poor Appetite 
□  □  □  Ulcers 

□  □  □  Vomiting 
□  □  □  Vomiting of Blood 
 

Skin 
□  □  □ Boils 
□  □  □  Bruise Easily 
□  □  □  Dryness 

□  □  □ Hives or Allergy 
□  □  □  Itching 
□  □  □  Skin Ereuptions/Rash 

□  □  □  Varicose Veins 
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Please check the appropriate box for any of the following symptoms which you now have, or have 
had previously. We need as many facts as possible about your health to assist us in your care. 
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UFood and Symptom Daily Diary _____________ _________ 
Please keep a record of everything you put into your body – food, drink, medication, supplements, 
smoking, etc. Please include water. Please note the approximate amount and the time of day for an 8 day 
period. Please do not change your eating habits just yet – we need to know what your diet consists of now 
before changes are made. Also list any symptoms you experience and the time of day they occur. These 
symptoms need not be related to eating. 

Day 1  Date: _______________________  

Time Food/Beverage Symptoms 

Day 2  Date: _______________________  

Time Food/Beverage Symptoms 
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Day 3  Date: _______________________  

Time Food/Beverage Symptoms 

 

Day 4  Date: _______________________  

Time Food/Beverage Symptoms 
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Day 5  Date: _______________________  

Time Food/Beverage Symptoms 

 

Day 6  Date: _______________________  

Time Food/Beverage Symptoms 
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Day 7  Date: _______________________  

Time Food/Beverage Symptoms 

 

Day 8  Date: _______________________  

Time Food/Beverage Symptoms 

 Overall, please list your 5 favourite foods: 

1. ______________   2. ______________   3. ______________   

4. ______________   5. ______________   

 Overall, please list your 5 favourite drinks: 

1. ______________   2. ______________   3. ______________   

4. ______________   5. ______________   



 

Dr. Kim McKenzie, ND, DC     West End Holistic Health Centre 
2826 Dundas St. West, Toronto, Ontario M6P 1Y7     Ph (416) 763-3211     Fax (416) 763-6628 

 



 

Dr. Kim McKenzie, ND, DC     West End Holistic Health Centre 
2826 Dundas St. West, Toronto, Ontario M6P 1Y7     Ph (416) 763-3211     Fax (416) 763-6628 



 

Dr. Kim McKenzie, ND, DC     West End Holistic Health Centre 
2826 Dundas St. West, Toronto, Ontario M6P 1Y7     Ph (416) 763-3211     Fax (416) 763-6628 



 

Dr. Kim McKenzie, ND, DC     West End Holistic Health Centre 
2826 Dundas St. West, Toronto, Ontario M6P 1Y7     Ph (416) 763-3211     Fax (416) 763-6628 



 

Dr. Kim McKenzie, ND, DC     West End Holistic Health Centre 
2826 Dundas St. West, Toronto, Ontario M6P 1Y7     Ph (416) 763-3211     Fax (416) 763-6628 

 



 

Dr. Kim McKenzie, ND, DC     West End Holistic Health Centre 
2826 Dundas St. West, Toronto, Ontario M6P 1Y7     Ph (416) 763-3211     Fax (416) 763-6628 



 

Dr. Kim McKenzie, ND, DC     West End Holistic Health Centre 
2826 Dundas St. West, Toronto, Ontario M6P 1Y7     Ph (416) 763-3211     Fax (416) 763-6628 

A Few Things to Know Before Visiting Us  
(Please detach these last 3 sheets and keep for your own reference) 
 
UChemical Allergies______________________    
 
Many people who visit (and work at) the West End Health Centre have chemical allergies. 
These allergies can be triggered by perfume, cologne, hand cream, after-shave, cigarette smoke, 
hairspray etc. These reactions can range from mild to very severe.  We ask that you avoid 
wearing any products that may cause an allergic reaction when you are at the centre. This 
includes clothing items that have perfume or cologne on them, that was applied days before 
your visit without being washed. We thank you for helping us to make the Centre a safe 
environment for everyone. 

 
UFootwear at the Centre______________________    
Everyone visiting the Centre is asked to remove their outdoor footwear upon entering. This 
helps us to minimize outdoor pollutants and grime in the office. You will be allowed to walk 
around the centre in your socks, but bare feet are not allowed. We will provide you with clean 
“booties” if you arrive in footwear that does not require socks (such as sandals) or you can bring 
along your own pair of socks if you wish. 

 

UParking ______________________________    
Metered parking can be found on the streets around the Centre, including Dundas St. directly in 
front of the Centre. The cost is very reasonable. There is also a metered parking lot located on 
the East side of Keele St. just South of Dundas St. (across from the Fire Station). 
 

UDirections and Map_____________________________________ 
See next page for 2 maps showing the location of the Centre.  
 
Directions from 401  
Take 401 to the Black Creek Drive exit (near Hwy. 400). Continue South on Black Creek Drive until you 
reach Weston Rd. (approximately 5 km). Turn left onto Weston Rd. After about 1.5 km, the name of the 
road changes to Keele St. Continue along Keele St. approximately  1 km until you reach Dundas St. Turn 
left on Dundas and you will find the Health Centre on the left-hand side a few hundred feet from the 
corner of Dundas and Keele. The address is 2826 Dundas St. and our phone number is (416) 763-3211. 
 
Directions from QEW/Gardiner Expressway Eastbound 
Take the QEW/Gardiner and exit onto Lakeshore Blvd./Hwy. 2. Continue along Lakeshore Blvd. until 
you get to Parkside Drive. Drive North on Parkside Drive. After about 2 km, Parkside Drive’s name 
changes to Keele St. (at Bloor) Continue North along Keele St. for approximately 1.25 km until you reach 
Dundas St. Turn right on Dundas St. and you will find the Health Centre on the left-hand side a few 
hundred feet from the corner of Dundas and Keele. The address is 2826 Dundas St. and our phone 
number is (416) 763-3211. 
 
Directions from QEW/Gardiner Expressway Westbound 
Take the Gardiner Expressway and exit onto Dunn St., go up the ramp to LakeshoreBlvd and continue 
along Lakeshore Blvd. until you get to Parkside Drive. Drive North on Parkside Drive. After about 2km, 
Parkside Road’s name changes to Keele St. (at Bloor) Continue North along Keele St. for approximately 
1.25 km until you reach Dundas St. Turn right on Dundas St. and you will find the Health Centre on the 
left-hand side a few hundred feet from the corner of Dundas and Keele. The address is 2826 Dundas St. 
and our phone number is (416) 763-3211. 
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U Appointment Fees (1)(Effective July 1, 2010)________________ 
 

Initial Consultation & 
Examination 

# of time units* Fee (including HST) 

Naturopathic (2)  6 units $334.50+$43.50 = $378.00 
Report of Findings (3) 3 units $184.50 + $24.00 = $208.50 
Chiropractic 2 units $130.00 (HST exempt) 
 

Subsequent Visits # of time units* Fee (including HST) 
Naturopathic  1 unit 

2 units 
3 units 
4 units 

$61.50 +8.00 = $69.50 
$123.00 + $16.00 = $139.00 
$184.50 + 24.00 = $208.50 
$246.00 + $32.00 = $278.00 

Naturopathic Extended (4) 1 unit $79.65 + 10.35 = $90.00 
Chiropractic 1 unit 

2 units 
$61.50 
$123.00 

 
 

Additional Services  # of time units* Fee (including HST) 
Remedies  Priced Individually 
Computerized Microcurrent 1 unit $25.00 
Far Infrared Therapy 1 unit $10.00 
Energy Balancing/Detox 
Footbath 

 $35.00 each or a series of 10 
for $285.00 

Body Composition Analysis  $15.00 
Hair Mineral Analysis, Elisa Allergy 
Testing and other outsourced blood, 
saliva, hormone etc. tests 

 Priced Individually 

 
 
* 1 unit is booked per 15 minute interval. 

(1) Certain extended health insurance plans contribute to these fees. Please enquire at your place of work. Please note 
that all of our fees, where applicable, have the HST included. Chiropractic services are exempt from HST. 

 (2) Initial naturopathic visit includes: Consultation, physical examination, assessments with applied kinesiology 
(muscle testing), traditional oriental medicine, N.E.S. reading and iridology. Blood type testing can be done if this is an 
unknown. 

(3) Naturopathic report of findings includes review of all findings and assessments, urine analysis, and the initiation of 
recommendations and therapies. 

(4) Extended visits include: Additional time requirements or services added beyond the scheduled visit (such as reading 
other lab or x-ray reports or internet review) 
 
 

Payment _____________________________________ 
Payment is due at the end of each appointment. For your convenience, you may pay using Cash, 
Interac, Visa, MasterCard or personal cheque. Please discuss any special financial circumstances 
with Dr. McKenzie.  

 
Please note: Chiropractic fees are no longer covered by OHIP effective December 1st, 2004.  
 
 
 


