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The Practice of Naturopathic Medicine 
 

 

“The doctor of the future will give no medicine, but will interest his patient in the care of the human 

frame, in diet, and in the cause and prevention of disease.” 

           —Thomas Edison  
 

Naturopathic medicine is a distinct and comprehensive system of primary health care—an art and science 

of preventing, diagnosing and treating conditions of the human mind and body. Central to the practice of 

naturopathic medicine is its respect for the body’s profound ability to restore and maintain health. Naturopathic 

physicians work to facilitate this process. By studying the whole person, naturopathic physicians work with 

patients to find and address the underlying causes of suffering. 

 

 Naturopathic physicians are doctors trained as specialists in natural medicine. We are educated to prevent 

illness, diagnose and treat disease, restore and optimize health using natural and body-friendly therapies. What 

makes our approach and therapies unique is the philosophy behind their use. The naturopathic physician’s primary 

role is to stimulate and support our innate self-healing potential. Because our bodies are designed to heal, the 

process of overcoming illness is identical to that of creating health. As such, our job is not complete until we have 

identified and removed obstacles to recovery and have taught our patients how to stay healthy. 

 

 In practice, naturopathic medicine is effective in treating most acute and chronic health problems. 

Naturopathic physicians use standard diagnostic procedures such as physical exams, medical imaging, laboratory 

testing and metabolic function tests. Our treatment modalities include diet and lifestyle counseling, hydrotherapy, 

homeopathy, therapeutic use of individual nutrients, botanical medicines, prescription medicines when needed, 

natural hormones and psychological counseling. 

 

 As with all modern primary-care doctors, naturopathic physicians are trained in accredited medical schools 

recognized by the United States Department of Education. The naturopathic physician earns the degree “Doctor of 

Naturopathic Medicine (N.D.)” or N.M.D. upon graduating from a graduate-level medical school training program. 

To become licensed, they are then required to pass state or national board examinations and their practices are 

subject to review by a state board of examiners. 

 

 Choosing a naturopathic physician does not mean you are disavowing conventional medicine. It simply 

means you are seeking medicines, therapies and techniques that stimulate and support the self-healing capacity 

found in each of us. ND’s respect and may utilize the power of high-tech medicine. At Coeur d’Alene Healing 

Arts, we recognize that conventional treatment may, at times, be in your best interest. We collaborate with all other 

branches of medicine and refer to appropriate specialists for diagnosis or treatment whenever appropriate.  

 

 Our services include care for men, women and children of all ages. We have found that naturopathic 

medicine can offer assistance to virtually all forms of suffering, be it acute or chronic.  It is our privilege to 

welcome and serve you.  
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What’s The Difference? 
 

 

My medical specialty is homeopathy. My doctorate is in naturopathic medicine. While the two are wonderfully complimentary, 

they are not the same. People often ask “What’s the difference?” Here’s a brief summary of each: 

 

Naturopathic Medicine  

Naturopathic medicine is a system of health care based on principles of natural law. The most revered of these laws is the principle 

of Vis Medicatrix Naturae, which translates as the “healing power of nature.” This means that the work of the naturopathic 

physician is to treat suffering through the use of substances and treatments that support and stimulate a person’s innate healing 

capacity. 

 

Other fundamental tenets of naturopathic medicine include: Pimun non nocere (First do no harm); Tolle causam (Find the cause); 

Treat the whole person; Prevention. 

 

Naturopathic physicians are doctors trained in natural medicine. While they are educated in the conventional medical sciences, they 

are not orthodox medical doctors. Naturopathic physicians are the only primary care physicians clinically trained in a wide variety 

of medical systems. These include: clinical nutrition, homeopathy, botanical (herbal) medicine, oriental medicine, physical 

medicine, natural childbirth, pharmaceutical medicines and psychological care. 

 

As a distinct American health care profession, naturopathic medicine is over 100 years old. Its roots go back in history to the 

healing wisdom of many people and cultures. At the turn of the century a variety of health and medical practitioners joined to 

formally establish what now is known as Naturopathic Medicine. 

 

Homeopathic Medicine 

The root principles of naturopathic medicine are consistent with the guiding philosophical tenets of homeopathy. This is why 

homeopathy has traditionally been studied with naturopathic medicine. However, homeopathy is a distinct and complete medical 

art and science, which can be studied and practiced independently. 

 

Naturopathic medicine and homeopathy both attempt to stimulate self healing capacities. While naturopathic medicine employs 

many methods to do this, homeopathy is very specific. Homeopathy is the art and science of applying the Law of Similars. As such, 

it can be distinguished thus: 

 

Similia similibus curentur (Like cures like):  This is commonly referred to as the Law of Similars. The term homeopathy is derived 

from this observation: “homeos” meaning similar, and “pathos” meaning suffering. In other words, homeopathy uses preparations 

that produce an effect similar to the suffering. It is universally known that every pharmacologically active substance given in 

overdose produces a set of symptoms characteristic of the given substance. It is also known that every person who becomes ill 

presents a set of symptoms characteristic of a disease. Resolution of the illness can occur by giving a very small preparation of the 

substance whose overdose of toxic effects are similar to the symptoms of the person who is ill.  

To prevent side effects, homeopathic medicines are stripped of all toxicity, resulting in very small yet energetically active 

potencies. Studied and prescribed according to the Law of Similars, homeopathy supports and stimulates the natural reaction of the 

individual against its illness. 

 

Homeopathic medicines are prepared with impeccable standards by pharmacies world wide. In the U.S. homeopathic medicines are 

prepared according to the Homeopathic Pharmacopeia of the United States and approved by the Federal Drug Administration. For 

health professionals in the U.S., homeopathy is a postgraduate specialty. 

 

The Law of Similars has been described in medical writings down through the ages. Not until almost 200 years ago, however, did 

homeopathy become systematized into a medical science, thanks to Dr. Samuel Hahnemann, German physician and chemist. Like 

naturopathy, homeopathic medicine is thriving because of its time tested efficacy in safely treating acute and chronic suffering.  

I consider it a great privilege to study and practice these healing arts and to offer them as a service to others.  



 

 

Naturopathic and Major Medical Schools 
Comparative Curricula 

  
 

 Naturopathic Schools Allopathic Schools 
 
 National  Bastyr Southwest Johns Hopkins Yale Stanford 

Basic and Clinical Sciences 
Anatomy, Cell Biology, Physiology 
Pathology, Neuroscience, Clinical and 
Physical Diagnosis, Histology, Genetics, 
Biochemistry, Pharmacology, Lab Diagnosis, 
Phamacognosy, Public Health, History,  
Philosophy, Ethics, Research and other  
Coursework. 
 1548 1639 1419 1771   1420   1383 

Clerkships1 and  
Allopathic Therapeutics 
Lecture and clinical Instruction in: 
Dermatology, Family Medicine, Psychiatry, 
Internal Medicine, Radiology, Pediatrics,  
Obstetrics, Gynecology, Neurology,  
Surgery2, Ophthalmology, and Clinical  
Electives 
 2244 1925 1920 3391   2891        3897 
Naturopathic Medicine 
 Naturopathic Philosophy  72    55   60  ---    --- --- 
 Therapeutic Nutrition3 144   132 130  ---       --- --- 
 Counseling4 144  143  100  ---    --- --- 
    Botanical Medicine  96    110  120  ---    --- --- 
 Homeopathy 144   88  140  ---    --- --- 
 Oriental Medicine  72   33  200  ---    --- --- 
 Hydrotherapy  48   39   40  ---    --- --- 
 Physical Medicine 156  176  180  ---    --- ---   
 Ayurvedic Medicine  ---   22   20  ---    --- ---   
 Naturopathic Case Management  ---   66  120  ---    --- ---   
 Advanced Therapeutics5  ---   44   20  ---    ---         ---Subtotal
 876  908 1130  0     0  0 
Total Reported Hours 4468  4472 4469 5162   4311      5280  

 

 
 

                                                
1 Clerkships are estimated to be 40 hours of mixed lecture and clinical training. 
2 Naturopathic physicians study minor surgery only. 
3 No dedicated coursework in therapeutic nutrition appears in the college catalogs of John Hopkins, Yale or Stanford. They indicate 

the subject is addressed in other courses. 
4 Totals for John Hopkins, Yale and Stanford are included in psychiatry coursework. 
5 Hours that could be allocated in this category are included elsewhere because of terminology difference in the course catalog. 
 
Sources: 1996-97 Curriculum Directory of the Association of American Medical Colleges 
 1995-97 catalog of National college of Naturopathic Medicine 
 1996-98 catalog of Bastyr University 
 1996-97 catalog of Southwest College of Naturopathic Medicine and Health Sciences 
 
 
 



 

 

Naturopathic Medical Education 
Nutrition and Lifestyle Modification 

 
Training in nutrition and lifestyle modification, in both classroom and clinical settings, has been part of the core curriculum of 
naturopathic physicians since the profession was organized in the United States in 1902. Naturopathic physicians are the only 
licensed primary health care providers with extensive training in therapeutic diets and preventative nutrition. 
 

Coursework Recommended Naturopathic  Registered  Medical 
By the U.S. Surgeon General    Physician          Dietitian Doctor 
 

Biochemistry       321        120     369  
and Physiology 
 
Basic nutrition  
nutrition assessment       48        108  Elective 
and interpretation 
    
Diet and disease;       84          7      01  
Therapeutic diets 
 
Counseling      130         36      02 
 
Internship        13423        9004      05 
 
National/State Exams      yes        yes     no6 
  

 Total Hours       1925                  1171    369   
 

Notes: 
 

1 Not taught in most schools. 
2 MDs receive about 170 hours of psychiatric clerkship, not likely to include behaviorally-oriented counseling. 
3 This figure represents hours spent in outpatient clinics, where supervised training included dietary and lifestyle assessment. 
4 May be performed in food management rather than clinical nutrition. 
5
 Medical internship does not normally include training in diet and disease. 

6
 Less than 4% of tests are in nutritional areas-mostly in biochemistry, physiology and pediatrics. 

 
Sources: 
 

The surgeon General’s Report on Nutrition and Health, 1988. 
The 1996-98 curricula of Bastyr University, Seattle; 1995-97 curricula of National College of Naturopathic Medicine, Portland; 

and 1996-97 curricula of Southwest of College of Naturopathic Medicine. Hours listed for naturopathic physicians are the 
averages of these three institutions. 

The American Dietetic Association. 
Nutrition Education in U.S. Medical Schools. National Academy Press, 1988 
The 1996-97 Curriculum Directory of the Association of American Medical Colleges. Medical school hours are averages for John 

Hopkins, Yale and Stanford medical schools. 
 
Naturopathic Physicians, Registered Dietitians, and Medical Doctors may take nutrition electives above and beyond this core 
curriculum. 
 

                                                
1 Not taught in most schools. 
2 MDs receive about 170 hours of psychiatric clerkship, not likely to include behaviorally-oriented counseling. 
3 This figure represents hours spent in outpatient clinics, where supervised training always included dietary and lifestyle  
4 May be performed in food management rather than clinical nutrition. 
5

 Medical internship does not normally include training in diet and disease. 

6
 Less than 4% of tests are in nutritional areas-mostly in biochemistry, physiology and pediatrics. 
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Office Fee Schedule 
 

 
Thank you for choosing us to serve your health care needs. We strive to provide the highest quality of healthcare in the 

tradition of natural medicine. 

 

Appointments: Call to make an appointment: (208) 664-1644. Consultations are available at the clinic, by phone, or via 

video conferencing with Zoom. Office hours are Monday through Thursday 9:00am-12:30pm and 1:30pm-5:00pm. 
 

Cancellation Policy: Please call to cancel within 24 hours of your appointment. 

 
Payment: We require payment at the time of your appointment. 

 

Senior Discount: Patients 65 years and older receive a senior discount of 10% on consultation fees. (Discount only 

applies to consultation fees and does not include pharmacy items.) 
 

E-mail Service: We utilize e-mail between patient appointments throughout the day to address patient related e-mail 

messages. Unless the question or issue pertains to a recent appointment, there is a $25 fee for the doctor’s time providing 
this service.  Contact us at info@cdahealingarts.com.  

 

Pharmacy: We offer a full pharmacy of botanicals, pharmaceutical grade supplements, and homeopathic remedies in a 
wide range of prices, which are available by prescription. Call in or e-mailyour order 24 hours in advance. All pharmacy 

items are payable upon receipt. 

 

Return Policy: We do not accept returns on products and test kits after 30 days from purchase. 
 

Insurance: We collect payment in full at the time of your appointment.  Our office does not bill insurance carriers.  

You may, however, call your insurance company and ask if naturopathic medicine is covered by your specific policy.   
If so, ask if your insurance accepts patient submitted claims.  If yes to both questions, we can provide superbills so that  

you can seek reimbursement from your insurance company. 

    

New Patients:             

90 Min Comprehensive First Visit $270  ($243 for seniors) 
 

Established Patients:  
Consultation fees are determined based on time spent with the doctor, as well as any 
additional time the doctor spends preparing treatment plans, laboratory requisitions, and medications. 
 
60 Min  $155  ($139.50 for seniors) 
30 Min    $85  ($76.50 for seniors) 
15 Min    $55   ($49.50 for seniors) 
E-mail Communication $25 
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Financial Agreement and Declaration of Informed Consent 
 

 

 

It is our policy that all pharmacy items are payable upon receipt. Outstanding balances over 60 days will 

be charged 1.5% interest. There is a charge of full consultation price for an appointment that is missed 

with no prior notice or cancellation, and half price if you cancel in less than 24 hours before the 

appointment. 

 

Section 54-1804 (1) (j), IDAHO CODE, requires each person receiving health care service from a 

provider not licensed to practice medicine in Idaho, to sign a declaration of informed consent. The 

enclosed packet discloses the required information and acknowledges your consent to receive and pay for 

the services rendered by Coeur d’Alene Healing Arts. 

 

Although most of the states surrounding Idaho provide licensure for naturopathic physicians, I understand 

that Idaho does not yet require a license for naturopathic health care. I therefore exercise my rights under 

the U.S. Constitution and the State of Idaho to seek out health care of my choosing. My sole purpose and 

intent in seeking services is to obtain help for my personal health. I am aware of the doctor’s professional 

training, have read and accepted the Office Policy, Financial Agreement, and been informed to my 

satisfaction. I understand that Coeur d’Alene Healing Arts does not bill insurance carriers, however they 

will provide me upon request with superbills to obtain reimbursement from my insurance provider. I also 

acknowledge this as a notice of information practices.  As a patient I have the right to see, copy and 

supplement my medical records. Medical records obtained in this office may only be used for copy and 

supplement my medical records. Medical records obtained in this office may only be used for health care 

related functions and Coeur d’Alene Healing Arts will not share or release records without patient 

authorization. My signature is entirely voluntary and based upon informed choice. I hereby choose to 

consult a naturopathic physician at Coeur d’Alene Healing Arts. 

 

A credit card # is required on file for telephone and video consultations. 

 

 

Name: _____________________________________________________________ 

 

 

Signature: __________________________________________________________   Date: ____________ 
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NOTICE OF PRIVACY PRACTICES

 

1. Understanding your Health Information                
The privacy of your medical information is important to 

us.  We understand that your medical information is 

personal and we are committed to protecting it. Each time 

you visit a hospital, physician, acupuncturist, chiropractor, 

or other healthcare provider, a record of your visit is made.   

This record contains your symptoms, examination and test 

results, diagnoses, treatment, and a plan for future care or 

treatment.  This information, often referred to as your 

health or medical record, serves as a : 

a. Basis for planning your care and treatment. 

b. A means of communication among the many health 

professionals who contribute to your care. 

c. A legal document describing the care you received. 

d. A means by which you or a third party payer (Insurance) 

can verify services billed.  

e. A source of information for public health officials 

charged with improving the health of the nation. 
 

2. OUR Responsibilities 
We are required to: 
a. Maintain the privacy of your health information. 

b. Provide you with a notice as to our legal duties and 

privacy practices with respect to information we collect 

and maintain about you. 

c. Abide by the terms of this  notice. 
We have the right to: 
a. Change our privacy practices and the terms of this 

notice at any time, provided that the changes are permitted 

by law. 

b. Make the changes in our privacy practices and the new 

terms of our notice effective for all medical information 

that we keep, including information  previously created or 

received before the changes. 

*Before we make an important change in our privacy 

practices, we will change this notice and make the new 

notice available upon request. 

*We will not use or disclose your health information 

without your authorization, except as described in this 

notice. 
 

3. Your Health Information Rights 
Although your health record is the physical property of 

Coeur d’Alene Healing Arts, the information belongs to 

you.  You have the right to:   

a. Request a restriction on certain uses and disclosures of 

your information. 

 

b. Obtain a paper copy of this Notice of Privacy Practices 

upon request. 

c. Inspect and obtain a copy of your health record. 

d. Amend your health record under certain circumstances. 

e. Obtain an accounting of disclosures of your health 

information. 

f. Revoke your authorization to use or disclose health 

information except to the extent that action has already 

been taken. 
 

4. Use and Disclosure Information 
The following describes different ways that we may use 

and disclose medical information.  Not every use or 

disclosure will be listed.  However, we will not use or 

disclose your health information without your specific 

written authorization.  Any written authorization you 

provide may be revoked at any time by writing to us. 

For Treatment: 
We may use health information about you to provide you 

with medical treatment or services.  We may disclose 

medical information about you to doctors, nurses, or 

technicians. We may also share information about you to 

your other health care providers to assist them in treating 

you. 

For Payment: 
We may use and disclose your medical information for 

payment purposes.  A bill may be sent to you or a third-

party payer (Insurance Company).  The information on or 

accompanying the bill may include your medical 

information.  

Law Enforcement: 
Under certain circumstances, we may disclose health 

information to law enforcement officials.   

Appointment Reminders: 
We may use and disclose medical information for the 

purpose of reminding you of your appointments. 
 

5. Questions and Complaints 
If you have questions and would like additional 

information, please ask the receptionist to speak to our 

Privacy Officer. 

If you believe your privacy rights have been violated you 

make speak to the Privacy Officer and submit a written 

complaint.  You may also file a complaint with the U.S. 

Department of Health and Human Services, Office of Civil 

Rights.  There will be no retaliation for filing a complaint. 
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We Care About Your Privacy 
 

 

PRIVACY PRACTICES 
 

 

I acknowledge that I have read and was offered a copy of the 

Notice of Privacy Practices. 
 
 

 

Patient Name ____________________________________ Date of Birth _____________ 

 

Signature ________________________________________________________________ 

 

 

 

 

If Patient is a minor, Parent or Legal Guardian must sign. 

 

Print Name _______________________________________________________________ 

 

Signature ________________________________________________________________ 

 

Relationship to Patient ______________________________________________________ 
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Your Biographical Sketch 

 

We can be of greater service to you if you will be concise and thorough in completing this sketch of your 

health history. Please be assured that we will keep this information confidential. Thanks for taking the time 

to do this. 

 

1. Contact Information                         Date  _____________ 

Name  _____________________________________________ Age  _______  Date of birth _____________ 

Address  _______________________________________________________________________________  

City  __________________________________________________ State  ________  Zip ______________ 

Phone (home)  ______________________________________________  (cell)  _____________________ 

E-mail _________________________________________________________________________________ 

Occupation  ________________________________________________  Full or part time  ______________ 

Employer (including address)  ______________________________________________________________ 

_______________________________________________________________________________________ 

Education  ___________________________________________  Emergency Phone  __________________ 

Emergency contact (or next of kin):  _________________________________________________________ 

Address  _________________________________________________ Relationship  ___________________ 

 

Are you: Married  _________ Separated   _________ Divorced   _________ 

 Single _________ Cohabitating _________ Widowed _________ 

Live with: Spouse _________ Parents _________ Relatives _________ 

 Friends _________ Alone _________ Other _________ 

How did you hear about Coeur d’Alene Healing Arts Clinic?  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Height  ________________________________  Weight  ______________________________________ 
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2. Your Current Health Problems or Limitations 

In your opinion, what are your most important health problems? List as many as you can in order of 

importance:  If possible, note when each began. 

 

1) ______________________________________ 5) ______________________________________ 

2) ______________________________________ 6) ______________________________________ 

3) ______________________________________ 7) ______________________________________ 

4) ______________________________________ 8) ______________________________________ 

 

What do you think causes or has caused your ailment(s) or complaint? ______________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 

3. Your Health History 

The general state of my health has been:  Excellent ___   Good ___   Fair ___   Poor ___ 

Blood Type? (A/B/O)  ____________________________________________________________________ 

Have you had any experiences (traumatic or otherwise) that did or still do affect you deeply? ____________ 

Explain, if you wish: ______________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 

What childhood illnesses have you had? 

DISEASE          WHEN? DISEASE  WHEN? 

 Rubella (3-day measles) ______________ Mumps ______________ 

 Measles (2 week) ______________ Chicken pox ______________  

 Whooping Cough ______________ Asthma ______________ 

 Scarlet Fever ______________ Polio ______________ 

 Rheumatic fever ______________ Other ______________ 
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If you had any of the following tests or immunizations, place an X on the appropriate line, and give the last 

year you had them, if possible: 

 

TEST YEAR VACCINE  YEAR 

_____ Chest X-ray _____ _____ Smallpox _____ 

_____ Kidney X-ray (Pyelogram) _____ _____ Tetanus _____  

_____ Upper G.I. Series _____ _____ Polio _____ 

_____ Colon X-ray (Barium enema)  _____ _____ Typhoid  _____ 

_____ Gallbladder X-ray _____ _____ Flu  _____ 

  (Cholecystogram)  _____ Mumps     

_____ Electrocardiogram _____ _____ Measles  _____ 

_____ T.B. test _____ _____ Rubella  _____ 

_____  MRI/MRA _____  _____ Pneumonia  _____ 

_____ Other X-rays  __________________ _____ Meningitis  _____ 

  __________________ _____ HPV  _____ 

  __________________ _______________ Other _____ 

 

Please check the appropriate column (or columns): 

 

NOW PAST NEVER CONDITION  NOW PAST NEVER  CONDITION 

____ ____ ____ AIDS/ARC  ____ ____ ____ Gout 

____ ____ ____ Alcoholism  ____ ____ ____ Heart Condition 

____ ____ ____ Allergies  ____ ____ ____ Herpes 

____ ____ ____ Anemia  ____ ____ ____ High Blood Pressure 

____ ____ ____ Arthritis  ____ ____ ____ Injury (serious) 

____ ____ ____ Asthma  ____ ____ ____ Kidney Disease 

____ ____ ____ Bleeding  ____ ____ ____ Kidney Stones 

____ ____ ____ Bruising Problem ____ ____ ____ Liver Disease/Hepatit. 

____ ____ ____ Cancer  ____ ____ ____ Mental Disease 

____ ____ ____ Colitis  ____ ____ ____ Migraines 

____ ____ ____ Concussion  ____ ____ ____ Mononeucleosis 

____ ____ ____ Convulsions  ____ ____ ____ Obesity 

____ ____ ____ Depression  ____ ____ ____ Pneumonia 

____ ____ ____ Diabetes  ____ ____ ____ Rheumatism 

____ ____ ____ Drug use  ____ ____ ____ Thyroid Problem 

____ ____ ____ Eczema  ____ ____ ____  Tuberculosis 

____ ____ ____ Emphysema  ____ ____ ____ Ulcers 

____ ____ ____ Epilepsy  ____ ____ ____ Venereal Disease 

____ ____ ____ Gall bladder  ____ ____ ____ Other 

 

Hospitalizations: List as best you can: 

TYPE OF ILLNESS/OPERATION    DATE  WHERE 

_______________________________________________________ ____________ _____________  

_______________________________________________________ ____________ _____________ 

_______________________________________________________ ____________ _____________ 

_______________________________________________________ ____________ _____________ 
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Do you use: 
 

  YES AMOUNT  YES     AMOUNT  

Alcohol ______ ______________            Hormones ______ ______________ 

Aspirin ______ ______________            Laxatives ______ ______________ 

Birth Control Pills ______ ______________            Medicinal Herbs ______ ______________ 

Coffee  ______ ______________            Non-prescrp. Drugs ______ ______________ 

Tobacco ______ ______________            Prescription Drugs ______ ______________ 

Electric Blanket ______ ______________            Other  ______ ______________ 

Other therapies  _______________________________________________________________________ 

Are you allergic to any drugs? (Penicillin, etc.)  ______________________________________________ 

Are you allergic to foods or other substances? _______________________________________________ 

What happens when you have an “allergy attack” or “sensitivity reaction”? ________________________ 

_____________________________________________________________________________________ 

Military Service: Where did you serve? ________________________________ When? ______________ 

In what capacity?  ______________________________________________________________________ 

 

Family History: 

Please list ages, if deceased, what they died from and at what age: 

   

  LIVING   DIED                     CAUSE       AGE 

Your mother            ______ ______ _______________________________ _________  

Your father ______ ______ _______________________________ _________ 

Your brother(s) ______ ______ _______________________________ _________ 

  ______ ______ _______________________________     _________ 

Your sister(s) ______ ______ _______________________________     _________ 

  ______ ______ _______________________________     _________ 

Mother’s side 

Your grandfather ______ ______ _______________________________      _________ 

Your grandmother ______ ______ _______________________________      _________ 

 

Father’s side 

Your grandfather ______ ______ ________________________________     _________ 

Your grandmother ______ ______ ________________________________     _________ 

 

 



 

Coeur d’Alene Healing Arts Biographical Sketch    5 

Do you have children?   

                SEX      AGE                SEX      AGE 

_____________________ ____    ____        ___________________________     ____ ____ 

_____________________ ____    ____        ___________________________     ____ ____ 

_____________________    ____    ____ ___________________________ ____ ____ 

_____________________ ____ ____ ___________________________ ____ ____ 

_____________________ ____ ____ ___________________________ ____ ____ 

 

Has any BLOOD RELATIVE had any of the following? 

 YES       NO           ?       YES NO     ?     

____ ____  ____    Allergies   ____ ____ ____   Hay Fever 

____  ____  ____    Anemia   ____  ____  ____   Heart Disease 

____  ____  ____    Arthritis   ____  ____  ____   High Blood Pressure 

____  ____  ____    Asthma   ____  ____  ____   Seizure or Epilepsy 

____  ____  ____    Bleeding (easily)  ____  ____  ____   Sickle Cell Anemia 

____  ____  ____    Cancer   ____  ____  ____   Stroke 

____  ____  ____    Diabetes   ____  ____  ____   Thyroid Trouble 

____  ____  ____    Depression   ____  ____  ____   Tuberculosis (T.B.) 

____  ____  ____    Eczema/Skin Disease  ____  ____  ____   Venereal Disease 

____  ____  ____    Genetic Disorder  ____  ____  ____   AIDS 

____  ____  ____    Glaucoma   ____  ____  ____   Other ____________ 

____  ____  ____    Gout    ____  ____  ____   Other ____________ 

 

 

4. Symptoms 

Please mark 1 (mild), 2 (moderate), or 3 (severe) if any of the following apply to you Now or in the Past. 

General NOW  PAST 

 _____  _____ swollen or painful lymph nodes 

 _____  _____ wounds heal slowly 

 _____  _____ difficulty stopping bleeding 

 _____  _____ anemia 

 _____  _____ bleeding from unusual places 

 _____  _____ weakness 

 _____  _____ swollen glands 

 _____  _____ obvious fatigue 

 _____  _____ bruise easily 

 _____  _____ excessive hair growth 

 _____  _____ unexplained weight loss/gain 

 _____  _____ prefer hot weather 

 _____  _____    can’t stand heat 

 _____  _____ can’t stand cold 

 _____   _____ cold hands or feet 

 _____  _____ increased thirst 

 _____  _____ increased hunger 

 _____  _____ excess sweating 

 _____  _____ other (explain) ___________________________________________ 



 

Coeur d’Alene Healing Arts Biographical Sketch    6 

Please mark 1 (mild), 2 (moderate), or 3 (severe) if any of the following apply to you Now or in the Past. 
 

Skin and Nails  NOW  PAST    

  ________ ________   skin rough, dry, scaly, bumpy itchy (circle which applies) 

  ________ ________   rashes, warts, moles, cysts (circle which applies) 

  ________ ________   light or dark patches of skin (circle which applies) 

  ________ ________   increased hair growth in unusual places 

  ________ ________   pimples 

   ________ ________   color changes in nails 

  ________ ________   hives 

  ________ ________   loss of hair 

  ________ ________   ridges, pits, or spots on nails 

  ________ ________   infections 
 

Head          NOW     PAST                NOW                  PAST 

 ________ ________  dizziness  ________  ________  double vision 

 ________ ________  severe headaches ________  ________  fainting spells 

 ________ ________  seizures or fits ________  ________  injuries 

  

Eyes ________ ________  corrective lenses ________  ________  pain, irritation 

 ________ ________  infections ________  ________  discharge 

 ________ ________  injuries ________  ________  last exam 

 ________ ________  vision problems (blurring, double, halos, etc.) 

 

Ears ________ ________  discharge ________ ________  infections 

 ________ ________  pain in ears ________ ________  injuries 

 ________ ________  hearing trouble ________ ________  ringing in ears 

 ________ ________  itching  ________ ________  stopped up ears 

 ________ ________  motion sickness ________ ________  other 

 

Nose ________ ________  nose bleeds  ________ ________  injury 

 ________ ________  sinus problems ________ ________  loss of smell 

 ________ ________  discharge/crusts ________ ________  polyps 

 ________ ________  sneezing attacks ________ ________  ulcers 

 ________ ________  difficulty breathing through nose 

 

Mouth  ________ ________  sores  ________ ________  poor dentition 

 ________ ________  speech difficulties   ________ ________  infections 

 ________ ________  loss of teeth    ________ ________  dryness 

 ________ ________  grinding teeth    ________ ________  swelling 

 ________ ________  sore jaws    ________ ________  bad taste 

 ________ ________  gum problems   ________ ________  other  

           

Throat    ________ ________  loss of voice    ________ ________  pain 

 ________ ________  infections    ________ ________  swelling or  

  ________ ________  persistent hoarseness        constriction

 ________ ________  difficulty swallowing  
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Please mark 1 (mild), 2 (moderate), or 3 (severe) if any of the following apply to you Now or in the Past. 

 

Neck               

   NOW PAST       NOW  PAST 

 _____ _____  stiffness  _____ _____  injuries 

 _____ _____  swollen glands, enlarged thyroid  

  

Respiratory  

 _____ _____  unexplained fever _____ _____  night sweats 

 _____ _____  shortness of breath _____ _____  wheezing 

 _____ _____  coughing spells  _____ _____  infections 

 _____ _____  expectoration (mucus, blood) 

 _____ _____  difficulty breathing at night (wakes you up) 

 _____ _____  chest pain when breathing 

 

Cardiovascular 

 _____ _____  chest pain  _____ _____  leg vein trouble 

 _____ _____  shortness of breath _____ _____  murmur 

 _____ _____  irregular beat  _____ _____  ankle or foot swelling 

 _____ _____  feel heart pounding _____ _____  high blood pressure 

 _____ _____  feel heart racing _____ _____  leg pain when  

                 walking 

 

How far can you walk or how many stairs can you climb before having to stop? _______________________ 

_______________________________________________________________________________________ 

What makes you stop? ____________________________________________________________________ 

_______________________________________________________________________________________ 

 

Please mark 1 (mild), 2 (moderate), or 3 (severe) if any of the following apply to you Now or in the Past. 

  

Gastrointestinal 

 

    NOW PAST       NOW  PAST 

 _____ _____  nausea  _____ _____  vomiting 

 _____ _____  blood in stools  _____ _____  diarrhea 

 _____ _____  constipation  _____ _____  hemorrhoids 

 _____ _____  hard, dry stools  _____ _____  vomiting blood 

 _____ _____  anal itching  _____ _____  indigestion 

 _____ _____  yellow jaundice  _____ _____  heartburn 

 _____ _____  excess belching  _____ _____  parasites 

 _____ _____  trouble swallowing _____ _____  stomach pain 

 _____ _____  foul-odored stools _____ _____  excessive gas 
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Please mark 1 (mild), 2 (moderate), or 3 (severe) if any of the following apply to you Now or in the Past. 

 

Gastrointestinal, continued  

   NOW   PAST        

 _____  _____  infection   

 _____ _____  ulcers 

 _____ _____  loss of appetite 

 _____ _____  injury 

 _____ _____  overweight 

 _____ _____  bloating 

 _____ _____  change in bowel movements 

 _____ _____  black, pale, green, yellow stools 

 _____ _____  distress from fats or greasy foods 

 _____ _____  stools show undigested foods 

 _____ _____  indigestion occurs 2-3 hours after meals (full, sour, etc.) 

 _____ _____  heavy, full feeling after eating 

 _____ _____  bad breath; bad taste in mouth; body odor (including feet) 

 _____ _____  stomach pain occurs 5-6 hours after eating; usually at night, relieved by          

eating, or by drinking milk 

 _____ _____  above symptoms aggravated by worry and tension 

 _____ _____  history of constipation which alternates with diarrhea 

 _____ _____  indigestion occurs immediately after eating 

 _____ _____  have difficulty belching, with stomach cramps and colicky sensations in stomach 

 _____ _____  nervousness, shaky feelings, headaches; relieved by eating sweets 

 _____ _____  irritable if late for meal, miss meal, or before eating breakfast 

 _____ _____  sudden, strong craving for sweets or alcohol 

 _____ _____  wake up at night feeling hungry 

 _____ _____  gain weight, fail to lose on diet 

 _____ _____ feel better mornings, worse afternoons 

 _____ _____  good appetite, but fail to gain or lose weight 

 _____ _____  sleepy during day. When? _______________________________________ 

 

How often do you have bowel movements? ___________________________________________________ 

Have you had a change of appetite? Increased or decreased? ______________________________________ 

What does your diet consist of? _____________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

How frequently do you eat? ________________________________________________________________ 

 

Who prepares your food? __________________________________________________________________ 
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Do you snack?  On what?  _________________________________________________________________ 

 

What food(s), condiment(s), or any other substances (eg. tobacco, alcohol, coffee, etc.) do you crave? 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

Are you repelled by, or do you dislike any foods? Please identify: __________________________________ 

 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

 

Are there any foods that trouble you or aggravate you? Do not agree with you? Explain: 

 

_______________________________________________________________________________________ 

 

_______________________________________________________________________________________ 

 

 

Please mark 1 (mild), 2 (moderate), or 3 (severe) if any of the following apply to you Now or in the Past. 

 

Urinary 

  

     NOW          PAST         NOW  PAST 

  _____ _____  frequent urination _____ _____  painful urination 

 _____ _____  night urination  _____ _____  foul odor of urine 

 _____ _____  trouble starting urine _____ _____  trouble holding urine 

 _____ _____  urine bloody, cloudy, dark, foamy (which?) 

 

Male Genital 

 

 _____ _____  discharge from penis _____ _____  painful erection 

 _____ _____  infertility  _____ _____  infection 

 _____ _____  prostate problems _____ _____  injury 

 _____ _____  difficulty achieving or maintaining an erection 

 _____ _____  lumps, swelling, or pain in testicles 

 _____ Do you want birth control information? 

 

 

What kind of contraception do you use? _______________________________________________________ 
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Please mark 1 (mild), 2 (moderate), or 3 (severe) if any of the following apply to you Now or in the Past. 

 

Female Genital 

 

 NOW   PAST        

 _____  _____  discharge from vagina   

 _____ _____  painful intercourse 

 _____ _____  pelvic pain 

 _____ _____  flushes of heat 

 _____ _____  infertility 

 _____ _____  difficulty feeling sexually aroused 

 _____ _____  no lubrication when aroused 

 _____ _____  never or seldom have orgasms 

 _____ _____  menstrual flow is excessive 

 _____ _____  menstrual flow is absent 

 _____ _____  bleeding or spotting between periods 

 _____ _____  pain before, during, or after periods (circle) 

 _____ _____  breasts: lumps, swelling, soreness (circle) 

 _____ _____  infection. Location: ___________________ When: _______________________ 

 _____ _____  premenstrual symptoms: cramping, water retention, breast tenderness,             

   headaches, depression, irritability, others: 

   _________________________________________________________________ 

  _____ _____ Do you want birth control information? 

 

Period every _____ days. Regular?    YES    NO 

Period usually lasts ______ days (average). 

Number of tampons or pads used per day ___________ 

Date of last period _____________________________ 

Number of pregnancies _________________________ 

Number of births ______________________________ 

Number of nursed children ______________________  Any trouble with lactation? ______ 

Number of miscarriages  ________________________ 

Number of abortions  ___________________________ 

Date of last PAP _______________________________ 

 

How old were you when you started having menstrual periods? ____________________________________ 
 

Have you ever used hormones or birth control pills?  When? ______________________________________ 
 

What form of contraception do you used? _____________________________________________________ 
 

Any complication(s) of pregnancy?    YES    NO     If yes, please list: _______________________________ 
 

_______________________________________________________________________________________ 
 

_______________________________________________________________________________________ 
 

List any pelvic surgery: ____________________________________________________________________ 
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Please mark 1 (mild), 2 (moderate), or 3 (severe) if any of the following apply to you Now or in the Past. 

 

Musculoskeletal 

 

  NOW   PAST        

 _____  _____  back pain   

 _____ _____  spinal curvature or scoliosis 

 _____ _____  muscle cramps. Where? _____________________________________________ 

 _____ _____  joint pain or stiffness. Where? ________________________________________ 

 _____ _____  swelling. Where? __________________________________________________ 

 _____ _____  injury. Where? ____________________________________________________ 

 _____ _____  other. Describe: ___________________________________________________ 

 

 

 

Have you ever had arthritis?     YES     NO      When? _____________  Where?  _______________ 

 

What kind? _____________________________________________________________________________ 

 

Neurological 

 

 NOW   PAST        

 _____ _____  loss of balance   

 _____ _____  paralysis 

 _____ _____  faintness 

 _____ _____  lack of strength 

 _____ _____  involuntary movement 

 _____ _____  speech slurred 

 _____ _____  loss of consciousness 

 _____ _____  numbness.  Where? _____________________________________________ 

 _____ _____  convulsions (seizures, stiffness) 

 _____ _____  tremor (shaking, trembling) 

 

Mental   Please mark 1 (mild), 2 (moderate), or 3 (severe) if any of the following apply to you Now or in the 

Past. 

     NOW          PAST        NOW  PAST 

  _____ _____  restlessness  _____ _____  nervousness 

 _____ _____  excessive worry _____ _____  trouble sleeping 

 _____ _____  memory trouble _____ _____  crying spells 

 _____ _____  trouble concentrating _____ _____  depression 

 _____ _____  nightmares  _____ _____  easily angered 

 _____ _____  excess stress in life _____ _____  fearful 

 _____ _____  see things others don’t _____ _____  mood swings 

 _____ _____  feel like killing myself _____ _____  think others want to         

    _____ _____  feel better from exercising     hurt me 

  _____ _____  feelings of worthlessness 

 _____ _____  trouble getting along with people 
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Mental, continued  

 

Please mark 1 (mild), 2 (moderate), or 3 (severe) if any of the following apply to you Now or in the Past. 

 

  _____  _____  difficulty expressing feelings   

  _____  _____  loss of someone dear through death or separation 

  _____  _____  don’t know how to relieve stress 

  _____  _____  are you generally late for appointments, or do you leave things undone until 

      the last minute? 

  _____  _____  peculiar sensations 

  

     What? ________________________________ 

 

     Where? _______________________________ 

 

Ethnicity:  North Central Asian    African American    Hispanic    Mixed Caucasian / African  

Mixed Caucasian / Asian   Mixed African / Asian   Western European   Middle Eastern   Eurasian               

South East Asian   African   Northern European  Central European   Southern European  Native American   

North African 

 

Additional 

 

Is there anything else you wish to add? _______________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 
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Health History 

 
Name ______________________________________________  Birth Date  __________________ 

 

Occupation _________________________________________  Birth Time  _________________ 

 

Age ______________  Sex  _______________            Birth Place _________________ 

 

 

As well as you can, please list both the acute and chronic ailments you have experienced, how you treated 

them, and the result. 
 

AGE AILMENT TREATMENT RESULT 

    

    

    

    

    

    

    

    

    

    

    

 
 

 


