[image: image1.jpg]


Zora DeGrandpre, MS, ND

Hazel Dell Natural Health Clinic

At The Academy

400 E. Evergreen Blvd

Suite 207

Vancouver, Washington 98660
Appointments: 360. 852.6020

Email:
ZoraDeGrandpreMSND@q.com
Website: 
http://hazeldellnaturalhealth.com/ 


Welcome to Hazel Dell Natural Health Clinic!

Let me introduce myself to you a bit.  I have a background in organic chemistry (specializing in the design of prescription drugs), biochemistry, cancer research, lab diagnosis and teaching.  All these, in addition to my personal life experiences as well as training in Reiki, have resulted in an approach to medicine where I view myself as your partner, facilitator and educator in health—I prefer a “team approach” over an approach where I tell you what to do and hope that you do it.  My approach will be to make my best suggestions based on my knowledge and experience and based on your unique situation in life.  It will be up to you to implement.

A Naturopathic physician is a family physician. We use many different methods to address your health concerns.  The primary way we choose which method or approach to use is by talking to you, the patient, and determining what you and we as a team can do to best approach your healing process.  My approach may include adjustments to your diet or your level of fitness.  I may suggest vitamins, supplements, botanical medicines, energy medicine such as Homeopathy, Reiki, Bach Flower remedies or, I may prescribe, if needed, prescription medicines.  I am particularly interested in reducing your need for prescription medicines.  I will treat any chronic or acute diseases, but have a particular focus on hormonal problems, glandular problems, GI disorders, mood disorders, high blood pressure, high cholesterol, diabetes and autoimmune diseases.

When you make your first appointment, we will ask you to fill out an intake form (see below), which you can fill out in your own time.  Please bring this with you (or return by mail/email) when you come in for your first appointment. 

Appointments are scheduled for 60-90 minutes hour for the first visit, and for 20-45 minutes after the first visit, depending on the reason for the visit.  If you have to wait more than 20 minutes, unless there was a medical emergency, I will deduct 10% off the office visit---I recognize that your time is valuable too! 

Charges and Discounts:

The charge for the first visit is $125, and $35-$50 for the follow-up visits.

· Veterans: I am offering 50% off the first visit. 

· Families: I have a "family plan".  The first family member gets 25% off their first visit.  Other family members get 10% off their first visit.  In addition, all family members get a 10% discount on any supplements/herbs they need.

· Elders: 10% off all visits
Insurance:

I am in the process of getting on various health insurance companies “Lists of Providers”. Please let me know who your insurance carrier is, and I’ll apply with them as well. In the meantime, you will need to pay at the time of your visit and I will give you is a form with your diagnosis code and CPT treatment code(s).  This is the information you need to file a claim with your insurance company.  You can then file a claim, and any money from the insurance company is yours.

Labs:

If necessary, I will give you a list of labs needed and the necessary prescriptions for the labs.  I will also give as full an explanation as possible as to why I think these labs are necessary for your healing process to continue. My charges for the labs, if you do them through my office will be what the labs charge me.  If you would like me to collect a sample, there is a small fee for that. 

Once again, welcome and I look forward to working with you to further your goals of health and wellness!

To your health! 

Zora DeGrandpre, MS, ND

Patient Intake Form:

*If you have had blood work or any labs done in the last 6-12 months, please bring these in with you.
Name:_____________________________________ Date of Birth_______________________

SS#______-_________-__________
I prefer to be addressed (e.g. first name, nickname, Mr/Ms/Mrs etc)___________________________________

Address________________________________________________________________________

Phone Number(s)

(work)______________(cell)_______________________(home)__________________

Email:__________________________________________________________________________

I prefer to be contacted by:

· Telephone
(w/c/h)

· Email

· Certified Mail

Place of Birth_______________________



Where I spent my Youth_________________________

· City




· Rural/Farm

Medical History:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Surgical History:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Chronic Diseases:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Family/Personal History:

· Diabetes



Self
Mother

Father 

Other

· Asthma



Self
Mother

Father 

Other

· Heart Disease


Self
Mother

Father 

Other 

· Cancer



Self
Mother

Father 

Other


· Allergies



Self
Mother

Father 

Other

· High blood pressure

Self
Mother

Father 

Other

· Thyroid Disorders


Self
Mother

Father 

Other

· Blood Disorders


Self
Mother

Father 

Other

· Digestive Disorders

Self
Mother

Father 

Other

· Respiratory Disorders

Self
Mother

Father 

Other

· Mental Disorders


Self
Mother

Father 

Other

· Muscles/Bones


Self
Mother

Father 

Other

· Male/Female Disorders

Self
Mother

Father 

Other

· Skin Disorders


Self
Mother

Father 

Other

· Major accidents/trauma

Self
Mother

Father 

Other

· Neurological disorders

Self
Mother

Father 

Other

Medications or supplements you are currently taking:




Describe a normal breakfast:_____________________________________________________________________

Lunch_______________________________________________________________________

Dinner______________________________________________________________________

Snack(s)_______________________________________________________________________

Beverages:

· Coffee

______________cups/day

· Black Tea

______________cups/day

· Green Tea

______________cups/day

· Water

______________cups/day

· Soda

______________cups/day

· Other

______________cups/day

On a scale of 1-10, with 1 the worst and 10, the best, describe your levels of the following:

Sleep
________/10

Energy________/10

Apetite________/10

Mood________/10

Satisfaction with Life________/10

Current Weight_______________

· Satisfied with weight

· Not satisfied with weight

What is your greatest concern about your health?__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________

Are there any foods that you particularly crave or particularly dislike?



The following questions are related to possible homeopathic remedies:

Would you describe your idea of perfect weather?



Perfect vacation?



Best time of day?


Worst time of day?


Favorite pastime or hobby?


Anything else you would like to add?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Thank you!  
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