A Natural Choice
Dr. Heather Boyd-Roberts, N.D.
360-573-CARE (2273)
www.anaturalchoice.org
help@anaturalchoice.org

Name: SS# - - Today’s Date:
Last First Middle
Age: Birth Date Single__Married Div. ___ Sep. Sig. Other ___ Gender: Female Male
Home Address: Home Phone:
Street or PO Box City State Zip Code Cell Phone:
Employer & Address: Work Phone:

When & Where are the best times to reach you?

E-mail Address:

Spouse/Parent: SS# Home Phone:

Spouse Address: Work Phone:
Street or PO Box City State Zip Code

If someone other thawn the PATIENT iy resporsible for payment, complete the following:

Name of responsible party Address:
Relationship to patient: SS# Home Phone:
Employer: Address: Work Phone:
In Case of EMERGENCY
Relative to contact (other than spouse) Phone:
Other person to contact (not relative) Phone:
How do-yow intend to-pay? Cash Check __ Insurance
Reasow for this visit: IlIness Injury Job related injury Auto accident Other
Date of injury or onset of problem Explain symptom

How did you hear about our clinic?

Please sigiv ond retwrn to-the receptionist

| authorize Dr. Heather Boyd-Roberts to furnish my insurance company with all information which the insurance company may request
concerning my present illness or injury with the exception of those results which require specific authorization as determined by law. |
assign to the doctor all money to which I am entitled for medical expenses relative to the services performed from time to time, but not to
exceed my indebtedness to the physician. | understand this office cannot accept responsibility for collecting insurance claims or
negotiating a settlement on a disputed claim. Some services provided are not covered by insurance. Whatever the outcome of my
insurance claim, I am responsible for payment of my account.

I acknowledge that | am financially responsible for all charges and these will be paid at the time of service. If it becomes necessary to
effect collections of any amount owed on this or subsequent visits the undersigned agrees to pay for all costs and expenses, including
reasonable attorney fees. | hereby authorize the doctor to release information necessary to secure payment of benefits.

Signed: Print Name: Date:




A Natural Choice
Dr. Heather Boyd-Roberts, N.D.
360-573-CARE (2273)
www.anaturalchoice.org
help@anaturalchoice.org

IMPORTANT OFFICE POLICIES

In an ongoing effort to serve our patients more effectively and efficiently, we have established the following policies and
procedures.

To assist us in our ability to provide you with excellent care, please read the following information carefully. If you require
clarification or have any questions, please consult with our staff.

1. Clinic Hours:
Our clinic is open from 8:00 to 5:30 PM, Monday, Tuesday, Wednesday, and Thursday. Please note that we are closed on
Fridays.

2. Contacting the Clinic:

a. To contact the clinic receptionist during clinic hours, call 360-573-2273.

b. When the clinic is closed, you may leave a routine message on our answering machine.

c. At times when we are serving multiple patients you will also have to leave a message. We check our messages
daily and take pride in returning your call as soon as we are free or as soon as the answer to your question can
be obtained.

d. To contact the physician call the office and a staff member will make sure your question is answered. If you
need to speak with the physician and the call is extended a charge may apply for the phone consultation.

e. For after hour emergencies call 360-904-0644. If you have a dire medical emergency go to the emergency
room or call 911.

3. Appointment policies:
a. Follow-up appointments are generally scheduled at the end of an office visit so please bring your appointment book.
b. Scheduled appointments that are cancelled less than 24 hours prior to the appointment may be charged to you. We
do not accept cancellations on the answering machine if your appointment is less than 48 hours away.

4. Payment policies:

a. For patients without health insurance, payment in full for all clinic services and products is expected on the day
of service.

b. For patients with health insurance, if your coverage has not been verified prior to your first visit, payment in
full for all clinic services and products is expected on the day of service. If your coverage can be verified prior
to your next visit, you will then be responsible for only your co-pay, non-covered services, and products at that
time.

c. For services covered by insurance we will bill your insurer. Co-payments and percentage due will be expected
on the day of service. Note that insurance companies do not cover supplements and some services and
payment for these is expected on the day of service.

d. Payment may be made by check, cash, and debit card, Visa or MasterCard.

I have read and understand the policies and procedures of Natural Choice Health Care.

Signature: Date:

Print Name: Date:




A Natural Choice
Dr. Heather Boyd-Roberts, N.D.
360-573-CARE (2273)
www.anaturalchoice.org
help@anaturalchoice.org

HEALTH HISTORY Others:

1. Main health concern and other comments:

2. List any supplements you are currently taking and

why:

Answer the followin ions. . e .
swer the following questions 3. Any surgeries, hospitalizations, trauma or accidents

] including elective surgeries such as breast implants or
Recreational Drugs used recently or mole removal:
excessively in the past - Specify

Did you smoke before? If yes, how
long and when did you stop?

Did you drink alcohol excessively
before? If yes, when did you stop?

In the past 18 months have your experienced:
Divorce or separation from a loved one
Death of a loved one

Bankruptcy or major financial hardship
Serious illness or injury

Loss of job

Significant legal challenges

Relocation of home

Rate your stress level on a scale of 1-10 where 10 is

high

What is the main reason for your stress?

<< <=<=<=<=
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If over level 5, what steps are you taking to reduce

your stress level?

List Drug Names and Reason for Taking Including
Over the Counter medication:




A Natural Choice

Dr. Heather Boyd-Roberts, N.D.
360-573-CARE (2273)
www.anaturalchoice.org

help@anaturalchoice.org

5. Please list any history of significant family illness
(e.g. cancer, diabetes, arthritis, osteoporosis, heart
disease, stroke, neurological disease, lupus and auto-
immune diseases, alcoholism etc.). Next to the
condition write the relative who has the condition (ie
self, mother...):

6. Dental Work. Indicate how many of the following you
have:

Silver/amalgam fillings _  Implants _

RootCanals _  Other

Do you need further dental work?

7. Please write 2 days of your typical diet below:
Breakfast

Lunch

Dinner

Breakfast

Lunch

Dinner

8. Circle the following if you:

Diet often

Do not exercise regularly
Are under excessive stress
Irregular eating times

Skip meals

Vegetarian

Are exposed to chemicals
Eat after 7pm regularly

Smoke cigarettes - How many per week?
Drink alcohol - How many per week?
Drink coffee - How many per week?
Drink soda pop - How many per week?
Use sugar - How much each day?

Drink less than 8 glasses of purified water daily? N Y

Eat less than 5 servings of vegetablesand N Y
fruits daily

9. How many meals per week do you prepare at home?

10. How many meals do you eat per week in a sit down
restaurant?

11. How many meals do you eat per week in a fast
food restaurant?

12. Do you have a pacemaker? Y N




A Natural Choice
Dr. Heather Boyd-Roberts, N.D.
360-573-CARE (2273)
www.anaturalchoice.org
help@anaturalchoice.org

Please complete these questions with thought. | realize they are challenging, but they are crucial for me to understand your
needs. If you are bringing your child to our clinic, please complete this as your desires for your child and your understanding of our
approach etc.

Context of Care
NAME DATE

1. Why have you chosen our clinic to support your health needs?

2. What three expectations, concerns, or goals do you have from your visit today?

3. For your care to be a true win for you, what do you want to take place over the course of your care?

4. What do you feel you understand about our approach?

5. What expectations do you have of me personally as your doctor?

6. Reflect on your highest priorities in life and list the top 3 that come to your mind and speak to your heart. Then list your

top 3 favorite things to do?

7. What behaviors or lifestyle habits do you currently engage in regularly that you believe support your health? (Please
list).

8. What behaviors or lifestyle habits do you currently engage in regularly that you believe are self destructive lifestyle

habits? (Please list).

9. What potential obstacles do you foresee in addressing the lifestyle factors, which are undermining your health?

10. What is your potential level of commitment to address any underlying causes of your signs and symptoms that relate

to your lifestyle? (Rate from 0 to 10, 10 being 100% committed).
1 2 3 4 5 6 7 8 9 10

11. Who do you know that will sincerely support you consistently with the beneficial lifestyle changes you will be making?

12. How long do you feel it will take to reach your desired state of health?




A Natural Choice
Dr. Heather Boyd-Roberts, N.D.
360-573-CARE (2273)
www.anaturalchoice.org
help@anaturalchoice.org

Health History Questionnaire

Name: Date:

Successful health and preventative medicine are only possible when the doctor has a complete
understanding of the patient physically, mentally, and emotionally. Please complete this
questionnaire as thoroughly as possible. Print all information and mark anything you don’t
understand with a question mark.

Thoughtfully circle the number which best describes the frequency and severity of your
symptoms. If you are unsure or do not have these symptoms, please leave it blank. Where
response options are yes ‘Y’, or no ‘N’, simply circle the appropriate response.

O=Never/rarely 2=Moderate in intensity or frequency
1=Occasionally/ slightly ~ 3=Intense, severe, frequent
1. Feel depressed or sad 0123
2. Find yourself withdrawing from people or
SLEEP public places 0123
3. Seasonal depression 0123
1. Average time you go to bed 4. Experience feelings of indifference, apathy
2. Average time you wake up (don’t care attitude) 0123
3. # of hours of sleep you get each night 5. Feel like crying for no apparent reason 0123
4. Number of times you wake at night 6. Take over the counter or prescription medicines
5. Difficulty falling asleep at bedtime 0123 to ele_vate your mood or counter depression N Y
6. Awake through the night and have difficulty 0123 7. Considered or attempted suicide N Y
getting back to sleep 8. Treated fgr emotional problems N Y
7. Restless body or mind as trying to fall asleep 0123 9. Mood swings _ N Y
9. Awake feeling tired and sluggish 0123
10. Currently use any natural, OTC or prescription MEMORY / CONCENTRATION
medication to help me go to sleep N Y Lo ; _ 0123
. Have a short attention span
ENERGY 2. Experience mental fog, sluggishness, confusion
1. Fatigue 0123 and/or memory lapses? 0123
2. Energy on a scale of 1-10 (ten being high 3. Memory problems 0123
energy) 4. Poor concentration 0123
3. Awake tired or find it difficult to get up in the
morning 0123 WEIGHT
4. Have coffee, tea, tobacco, sugar or other . o ] o
stimulants as “pick me up” or “stress modifier” N Y Where 0 is totally satisfied and 10 is totally dissatisfied
ANXIETY / DEPRESSION 1. WEIGHT CHALLENGES Y N
2. What is your estimated weight
1. Anxiety or significant worries 0123 i wg:: \I/?/a)goucr)uhre;]?h;est weioht
2. Difficulty sitting quietly without fidgeting 0123 5' What i yo>l/1r idea?weight g
i. -I:ensg?ar]ctc;\r/i?tr/e SFft(:gtlessness 8 1 g g 6. What age did you start to gain weigﬁ
5' Pgr?ic attacksy 0123 7. Was there a reason for your weight gain Y N
' 8. Do you strongly want to lose weight N Y
9. Are you motivated to lose weight N Y




Carefully and completely circle the number (where applicable) which best describes the frequency and severity of your
symptoms. If you are unsure or do not have these symptoms, leave it blank.

0= Never/ Rarely 2= Moderate in intensity and frequency

1= Occasionally/ slightly 3= Intense, severe, frequent

IMMUNE FUNCTION 4. Nose bleeds _ 0123
1. Catch colds, flu’s or infections easily/repeatedly 0123 5. Hay f?"er / allergies 0123
2. Current or recurrent cold sores, fever blisters 0123 6. Sneezing fits 0123
3. Current or recurrent sore throat or post nasal 0123 7. Loss of smell N Y
drip
4. Current or recurrent cough with mucus 0123 HEAD NECK
5. Current or recurrent discharge from eyes 0123
6. Current or recurrent nasal congestion or 1. Headaches 0123
discharge —thick, yellow, green 0123 2. Migraines 0123
7. Current or recurrent swollen glands in neck, 3. Head injury N Y
armpits, and/or groin 0123 4. Jaw / TMJ problems 0123
8. Get recurrent yeast and/or bladder infections? 0123 5. Lumps in neck 0123
9. Current or recurrent inflamed or bleedinggums 0123 6. Goiter N Y
10. Loss of taste or smell 0123 7. Swollen glands in neck 0123
11. Troubles seeing at night 0123 8. Pain / stiffness in neck 0123
ALLERGIES MOUTH AND THROAT
1. Muscles fatigue quickly 0123
2. Moody, irritable, tired 0123 1. Excessive mucous / Gagging or frequentneed 0123
3. Joint pains, redness and swelling 0123 to clear throat
4. Chronic pain, stiffness throughout body 0123 2. Chronic coughing 0123
5. Dark circles under eyes 0123 3. Frequent sore throats 0123
6. Migraine or recurrent headaches 0123 4. Hoarseness, loss of voice 0123
7. Recurrent localized or general itching-eyes, 5. Swollen or discolored tongue 0123
ears, throat, nose skin, anus 0123 6. Canker sores / Sore tongue / Lips/ Cold sores 0123
8. Clear watery discharge from nose, eyes, ears 0123 7. Teeth grinding 0123
9. Recurrent sneezing, wheezing or cough 0123 8. Gum problems / bleeding 0123
10. Moldy, damp environment triggers symptoms 0123 9. Dental cavities 0123
11. Chronic or recurrent post nasal drip 0123 10. Metal fillings or crowns 0123
12. Heart palpitations after eating certain foods 0123
13. Bruise easily N BLOOD SUGAR REGULATION
14. Recurrent hives or welts N Y
15. Known food or inhalant allergies / Hay fever N Y 1. Hypoglycemia N Y
2. Experience fatigue or sleepiness if it’s been too
RESPIRATORY long since your last meal? 0123
1.~ Cough 0123 3. Experience anxiety associated with hunger? 0123
2. Sputum 0123 4. Feel shaky, jittery, internal trembling? 0123
3. Wheezing 0123 5. Awake with mild headaches or develop them if
4. Asthma _ N Y it has been too long since you last meal? 0123
5. Difficulty breathing 0123 6. Crave sweets frequently? 0123
6. Shortness of breath 0123
7. Shortness of breath when lying down 0123 1. Diabetes or elevated insulin N Y
8. Chest congestion / heaviness / pressure 0123 2. Get recurrent and/or persistent sores on your
9. Pain on breathing 0123 legs? 0123
10. Spitting up blood N Y 3. Get numbness or prickling/tingling sensations
11. Pneumonia present or in the past N Y in your limbs? 0123
12. Bronchitis present or repeated in the past N Y 4. Get recurrent and/or persistent gum or skin
13. Pleurisy present or in the past N Y infections? 0123
14. Emphysema N Y 5. Have excessive thirst and/or appetite? 0123
NOSE AND SINUS
1. Frequent colds 0123
2. Stuffy nose 0123

3. Sinus problems / congestion / pressure / pain 0123




Carefully and completely circle the number (where applicable) which best describes the frequency and severity of your

symptoms. If you are unsure or do not have these symptoms, leave it blank.
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10.
11.
12.

13

0= Never/ Rarely
1= Occasionally/ slightly

EYES/EARS

Spots in eyes

Impaired vision

Blurriness

Double vision

Cataracts

Glasses or contacts

Eye pain / strain

Tearing / dryness

Glaucoma

Drainage discharge from ears
Ringing in ears or hearing loss

DIGESTION
STOMACH

Heartburn/gastritis

Stomach ache or pain when emotionally upset
Stomach pain, burning, aching when you go too
long without eating

Stomach problems improve with rest and
relaxation

Present or past history of ulcer and/or h. pylori
Belching / burping / bloating / gas

Poor appetite, disinterest in foods

Difficulty swallowing

Ulcer

Black stools

History of anemia, unresponsive iron therapy
Spoon shaped nails

Sores in corners of mouth or smooth tongue

INTESTINES
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13.

# Bowel movements per week

Difficulty gaining weight

Diarrhea / loose stools

Constipation

Bowels feel like they don’t completely empty
Narrow, thin stools

Hard, dry stools

Mucus seen in stools

Blood in stool

. Pain/ cramps
. Hemorrhoids / rectal itching / pains
. History of colitis, Irritable Bowel Syndrome

(IBS), diverticulitis, crohn’s disease or
ulcerative colitis

Rash in groin and/or recurrent vaginitis or
cystitis

Z2Z2Z2Z2Z2Z2Z22Z22
<K< << << <<=

o
-
N
w

0123

0123

0123
0123
0123
0123
0123
0123
0123
0123
0123

N Y

0123

ok wNE

o ~

10.
11.
12.
13.
14.
15.
16.

17.

Section A

CoNoorwNE

Section B
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2= Moderate in intensity and frequency
3= Intense, severe, frequent

LIVER / GALLBLADDER
Liver disease or abnormal enzymes
Gallbladder disease
Jaundice
Pain under right side of rib cage
Nausea and or vomiting
Pains in right mid-back and under shoulder
blade
Fatty/oily foods cause indigestion
Itching of skin, worse at night
Fluid retention (elevated extra cellular water
and weight often varies widely with hand, feet
and ankle swelling)

Reddened blotchy skin, especially palms of
hands

Dry flaky skin and/or dry brittle hair

Elevated total cholesterol to HDL ratio (>4)
Are you sensitive to caffeine

Are you sensitive to fragrances, exhaust fumes,
strong odors

Do you feel ill after ingesting small amounts of
alcohol

Do you take OTC or prescription medication
daily

Do you regularly consume more than 2
alcoholic beverages daily? (more than: 2 oz. of
40 proof alcohol, 6 oz. of wine, or 2 bottles of
beer)

HORMONAL SYSTEM
THYROID FUNCTION

HYPOFUNCTION SCREEN

Hypothyroid

Chilly or cold hands and feet

Puffy face, eyelids, hands and or feet
Edema or fluid over shins

Skin excessively dry, discoloration

Thick brittle nails

Slow heart rate

Swelling of the thyroid gland (front of neck)
Outer third of eyebrows thinning

HYPERFUNCTION SCREEN

Rapid heart rate

Excessive perspiration

Insomnia

Hyper, jittery, anxious, on edge feeling
Unexplained weight loss
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Carefully and completely circle the number (where applicable) which best describes the frequency and severity of your
symptoms. If you are unsure or do not have these symptoms, leave it blank.
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0= Never/ Rarely
1= Occasionally/ slightly

ADRENAL FUNCTION

Progressive fatigue after exertion or stress 0123
Episodic blurred vision, dizzy on standing 0123
Rapid mood swings, irritable 0123
Chronic, recurrent joint pains 0123
Sensitive to minor changes in weather and
surroundings 0123
MENS HEALTH
PROSTATE
Prostate disease or enlargement N Y
Frequent or urgent need to urinate 0123
Delayed, weak, or interrupted urine stream 0123
Pain or burning upon urination at times 0123
Up to urinate several times a night 0123
Difficulty urinating and/or dripping after 0123
Frequent sense of bladder fullness 0123
Ejaculation causes pain at times 0123
Lack of sex drive, impotency 0123
. Unexplained “burning” sensation in heels 0123
. Current or history of prostatitis N Y
. Benign prostatic hypertrophy (swelling of N Y
prostate)
. Elevated PSA (>4) or diagnoses of prostatic
cancer N Y
REPRODUCTIVE FUNCTION
Testicular pain or mass 0123

Venereal disease past or present (chlamydia, N Y
gonorrhea, condyloma, herpes)

Difficulty attaining an erection / Impotence 0123
Low sexual drive 0123
Genital and/or rectal rash or irritation at times 0123
Decreased body, legs, arm pit or facial hair N Y
Are you sexually active N Y

WOMENS HEALTH

PREMENSTRAL SYNDROME / PMS

Answer YES if you experience these
symptoms two weeks prior to menstruation.
If you have the symptom all month long also
circle the number to the question.

1.

2.
3.

PMS (If no skip to Female Hormonal Balance N Y
Section below)

Insomnia 0123
Abdominal bloating 0123
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15.
16.
17.
18.
19.
20.
21.
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25.
26.
217.
28.
29.
30.
31.
32.
33.

2= Moderate in intensity and frequency
3= Intense, severe, frequent

Breast tenderness, swelling 0123
Breast lumps appear 0123
Heart palpitations 0123
Sweating and flushing 0123
Depressed, irritable, nervous 0123
Easily angered, resentful 0123
. Easily overwhelmed 0123
Nausea and/or vomiting 0123
Diarrhea or constipation 0123
Headache 0123
Food cravings, binge eating 0123
Back pain 0123
Numbness, tingling in hands and feet 0123
Lower abdominal cramping 0123
Feeling hopeless, sad 0123
Weight gain — water retention 0123
Suicidal feelings 0123
Other Symptoms N Y
FEMALE HORMONAL BALANCE
Sexually active N Y
Birth control Type
Number of Pregnancies
Number of miscarriages
Number of live births
Number of abortions
Menopause or Peri-menopause N Y
Surgical menopause (partial / complete) N Y
Hot flushes and or spontaneous sweating 0123
. Insomnia that started with peri-menopause 0123
. Mood / memory changes since peri-menopause 0123
. Age of 1* Menses
. 1" Day of Last Menstrual cycle
. Duration of Menses
. Length of average cycle
. Irregular menstrual cycle N Y
. Bleeding between cycles 0123
. Painful menses 0123
. Excessive / heavy menstrual flow 0123
. Clotting 0123
. Discharge between periods 0123
. Genital itch or discharge 0123
. Breast cysts N Y
. Ovarian cysts N Y
Endometriosis N Y
Fibroids N Y
Disinterest in sex 0123
Painful intercourse 0123
Repeated vaginitis now or in the past 0123
Vaginal pain and/or itching 0123
Abnormal growth of hair above lip 0123
Difficulty conceiving N Y

Venereal disease (chlamydia, herpes, syphilis,




Carefully and completely circle the number (where applicable) which best describes the frequency and severity of your

symptoms. If you are unsure or do not have these symptoms, leave it blank.

34.
35.
36.
37.
38.
39.
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0= Never/ Rarely

gonorrhea, condyloma) N Y
Sexual difficulties 0123
Abnormal PAP N Y
Cervical dysplasia N Y
Do you do self breast exams N Y
Breast tenderness / lumps N Y
Nipple discharge N Y
OTHER
URINARY FUNCTION
Kidney disease N Y
Pain on urination 0123
Increased frequency or urgency 0123
Wake at night to urinate 0123
Frequent infections now or in the past 0123
Inability to hold urine 0123
Kidney stones now or in the past N Y
Retain fluid throughout body 0123
Lower back pain just below rib cage 0123
Rarely need to urinate or difficulty passing 0123
urine
NEUROLOGICAL SYSTEM
Seizures N Y
Muscle weakness 0123
Loss of memory 0123
Vertigo or dizziness 0123
Paralysis 0123
Numbness or tingling 0123
Easily stressed 0123
Loss of balance 0123
CARDIOVASCULAR SYSTEM

Heart disease N Y
High Blood Pressure N Y
Low Blood Pressure N Y
Murmurs N Y
Chest pains 0123
Angina 0123
Palpitations / Fluttering / Irregular beat 0123
Fainting 0123
Rheumatic fever in past N Y
Swelling in ankles 0123
Phlebitis 0123
Blood clots 0123
Cholesterol low or high N Y

2= Moderate in intensity and frequency
1= Occasionally/ slightly 3= Intense, severe, frequent

BLOOD / PERIPHERAL VASCULAR

ok wnE
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Easy bleeding or bruising
Deep leg pain

Varicose veins

Anemia

Cold hands / feet
Thrombophlebitis

SKIN

Rashes

Eczema / Dry skin

Hives now or in past
Acne / boils

Color changes

Perpetual hair loss

Lumps in skin

Night sweats

White spots on nails

Nails brittle, crack or split

MUSCULOSKELETAL SYSTEM

NoabkwdpE

Joint pain or stiffness
Broken bones

Muscle spasms or cramps
Acrthritis

Weakness

Sciatica

Osteoporosis
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A Natural Choice
Dr. Heather Boyd-Roberts, N.D.
360-573-CARE (2273)
www.anaturalchoice.org
help@anaturalchoice.org

Address: 8513 NE Hazel Dell Ave, Suite #203
If you are travelling south on I-5 take the 99th Street exit. Turn right onto 99t Street. Turn left at the

next major intersection, Hazel Dell Ave. Drive past the Target store on the left. Shortly after the Target
store you will see a tan building with a red roof on the left side of the road. Pull into the drive way of
Oak Place Professional Offices. We are located in the back building on the second floor, Suite 203.

If you are travelling north on 1-5 take the 78t street exit. Turn left onto 78th Street. Turn right at the
next major intersection, Hazel Dell Ave. Drive past the Safeway in the JM Plaza on the right. Our
driveway is shortly past the white insurance house that you will see on the right side. Turn right into the
Oak Place Professional Offices. We are the back building, upstairs in Suite 203.
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A Natural Choice
8513 NE Hazel Dell Ave, Suite #203, Vancouver, WA 98665
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