Dr. Monika A. Herwig, BSc ND (403) 678-7901

42B Riverstone Road,Canmore, Alberta 
Directions: we are located on the sunny side of Canmore which is across the highway from town – take the first right after the bridge at Cougar Creek which is Lady MacDonald and then a right on Riverstone Rd.                                              

  CONFIDENTIAL HEALTH HISTORY SUMMARY

DATE ____________________

NAME __________________________________________   AGE _______   BIRTHDATE _______________

ADDRESS _______________________________________   CITY ___________   POSTAL CODE ________

PHONE (Home) __________________   (Work) _________________   Is it okay to leave a message?  Yes/No

OCCUPATION ___________________________   EMPLOYER ____________________________________

EMERGENCY CONTACT ______________________________   RELATION ________________________

PHONE _________________   

E-MAIL ADDRESS _________________________________________________________________________

How did you find out about our clinic? ___________________________________________________________

Last physician or health practitioner seen? _____________________________________   When? ____________

When was your last physical exam? ____________________   Blood tests done?  Yes/No   Blood Type ________

Have you ever been to see a:   Naturopathic doctor    Chiropractor    Acupuncturist    Massage Therapist


Main Health Concerns

List your health concerns in order of importance to you:

1. ________________________________________________________________________________________

2. ________________________________________________________________________________________

3. ________________________________________________________________________________________

4. ________________________________________________________________________________________

5. ________________________________________________________________________________________

What kind of conventional treatment have you received for the above? __________________________________ ___________________________________________________________________________________________

How are your current health concerns affecting you? ________________________________________________

___________________________________________________________________________________________

Past Medical History
(Please circle and date)

SIGNIFICANT ILLNESSES: Cancer       Diabetes       Hepatitis       High Blood Pressure       Heart Disease       Rheumatic Fever       Seizures      Thyroid Disease      Venereal Disease

Other ______________________________________________________________________________________

Please list any previous surgeries and hospitalizations, including dates __________________________________ ___________________________________________________________________________________________

Have you ever been vaccinated?  Yes/No  

Did you experience any significant adverse reactions (ie. fever, rash, etc.)? Yes/No
Current History

Height: _________    Weight: _________    Weight 1yr ago _________    Maximum weight _________

Do you exercise?    Type ____________________    Duration ____________    Frequency _________

Do you experience any allergies (drugs, food, chemicals) _____________________________________________

___________________________________________________________________________________________

How would you describe your general state of health?    Excellent     Good    Fair    Poor
What do you feel is your weakest organ system and why?  (e.g. digestive, cardiovascular, immune, etc.) ________  ______________________________________________________________________________________________________________________________________________________________________________________

Diet

List any foods that you avoid _____________________________________________________

Do you have any dietary restrictions (religious, vegetarian, vegan?) _____________________________

Typical daily food intake:


Breakfast ____________________________________________________________________________

Lunch _______________________________________________________________________________

Dinner _______________________________________________________________________________

Snacks ______________________________________________________________________________


Drinks _______________________________________________________________________________

How much water do you drink daily? _____________________________________________________________

Medications
Please list all current regular supplements and medications in the chart below including when you take it and how much:

	Name
	On waking
	W/ breakfast
	B4 lunch
	At lunch
	3-4pm 
	W/ supper
	B4 bed

	Ex. B100complex
	
	1 capsule
	
	1 capsule
	
	
	

	Ex. Levothyroxine
	1 tablet-25
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Do you frequently use any of the following? (D-daily, W-weekly, R-rarely)
 FORMCHECKBOX 
 laxatives


 FORMCHECKBOX 
 anti-inflammatories (ie. aspirin)
   
 FORMCHECKBOX 
 anti-depressants

 FORMCHECKBOX 
 antacids


 FORMCHECKBOX 
 thyroid medications



 FORMCHECKBOX 
 recreational drugs

 FORMCHECKBOX 
 sleeping pills

 FORMCHECKBOX 
 heart/cholesterol medicines

   
 FORMCHECKBOX 
 diet pills

 FORMCHECKBOX 
 birth control pills

 FORMCHECKBOX 
 alcohol




 FORMCHECKBOX 
 tobacco


 FORMCHECKBOX 
 coffee

Other (including over the counter) _______________________________________________________________

How many times have you been treated with antibiotics (tetracycline, etc.)_______________________________

Family History

	
	Mother
	Father
	Sibling
	Grandparents


	Other blood relative

	Cancer
	
	
	
	
	

	TB
	
	
	
	
	

	Heart disease
	
	
	
	
	

	Arthritis
	
	
	
	
	

	Diabetes
	
	
	
	
	

	High blood pressure
	
	
	
	
	

	Asthma
	
	
	
	
	

	Kidney disease
	
	
	
	
	

	Depression
	
	
	
	
	

	Anemia
	
	
	
	
	

	Stroke 
	
	
	
	
	

	Seizures
	
	
	
	
	

	Other
	
	
	
	
	


Environment

Occupation _________________________________________________________________________________

Are you exposed to any fumes/toxic chemicals at work? If so what? ____________________________________

___________________________________________________________________________________________

Are you exposed to household pets? ______________________________________________________________   

Are you currently exposed to second hand smoke? 
Yes / No

Social Environment
What do you enjoy most in life? _________________________________________________________________

___________________________________________________________________________________________
What do you worry about most in life and how does this affect you? ____________________________________

______________________________________________________________________________________________________________________________________________________________________________________

Please list the five most significant, stressful events in your life:
1.  ________________________________________________________________ date _____________

2.  ________________________________________________________________ date _____________

3.  ________________________________________________________________ date _____________

4.  ________________________________________________________________ date _____________

5.  ________________________________________________________________ date _____________  

Are any of these situations continuing to have an impact on your life?   Yes/No (Please indicate which)

Are you currently working with a professional counselor, psychologist, social worker, or other therapist? Yes/No
Have you in the past? ____   When? __________________________________

Are you currently living with:  Spouse ___  Partner ___
  Parents ___  Friends ___  Children ___  Alone ___
On a scale of 1-10, how would you rate your energy level? _______  Is this a change? ______________________
Sleep Quality

On a scale of 1-10, how would you rate your sleep? _______  How many hours of sleep do you get/night? ______

Is your sleep interrupted? ______________________________________________________________________

Do you wake refreshed? _______ Do you have a hard time getting to sleep (i.e. mind races)? ________________

Has your sleep pattern changed lately? If so how? __________________________________________________

Review of Systems
Please indicate in the boxes a Y if you currently experience these symptoms or with a P if you have experienced them in the past

General

 FORMCHECKBOX 
 Poor appetite

 FORMCHECKBOX 
 Poor sleep


 FORMCHECKBOX 
 Fatigue

 FORMCHECKBOX 
 Sweat easily



 FORMCHECKBOX 
 Fevers


 FORMCHECKBOX 
 Chills


 FORMCHECKBOX 
 Night sweats
 FORMCHECKBOX 
 Weight loss


 FORMCHECKBOX 
 Strong thirst (cold/hot)
 FORMCHECKBOX 
 Tremors


 FORMCHECKBOX 
 Cravings

 FORMCHECKBOX 
 Weight gain

 FORMCHECKBOX 
 Localized weakness

 FORMCHECKBOX 
 Poor balance

 FORMCHECKBOX 
 Change in appetite
 FORMCHECKBOX 
 Peculiar tastes

 FORMCHECKBOX 
 Peculiar smells

 FORMCHECKBOX 
 Sudden energy drop (what time of the day)? _____________________

Skin and Hair

 FORMCHECKBOX 
 Rashes


 FORMCHECKBOX 
 Ulcerations 


 FORMCHECKBOX 
 Hives

 FORMCHECKBOX 
 Boils

 FORMCHECKBOX 
 Itching


 FORMCHECKBOX 
 Eczema


 FORMCHECKBOX 
 Pimples

 FORMCHECKBOX 
 Cysts

 FORMCHECKBOX 
 Dandruff


 FORMCHECKBOX 
 Loss of hair


 FORMCHECKBOX 
 Recent moles
 FORMCHECKBOX 
 Dry/Oily skin

 FORMCHECKBOX 
 Acne


 FORMCHECKBOX 
 Colour changes

 FORMCHECKBOX 
 Nail changes
 FORMCHECKBOX 
 Skin cancer

 FORMCHECKBOX 
 Any other hair of skin problems? _____________________________________________________________

Head and Neck

 FORMCHECKBOX 
 Headache


 FORMCHECKBOX 
 Head injury


 FORMCHECKBOX 
 Dizziness

 FORMCHECKBOX 
 Concussions

  FORMCHECKBOX 
 Swollen glands

 FORMCHECKBOX 
 Lumps


 FORMCHECKBOX 
 Goiter

 FORMCHECKBOX 
 Pain/stiffness

 FORMCHECKBOX 
 Migraines (describe) _______________________________________________________________________

Nose and Sinuses

 FORMCHECKBOX 
 Frequent colds

 FORMCHECKBOX 
 Nose bleeds


 FORMCHECKBOX 
 Stuffiness

 FORMCHECKBOX 
 Hay fever

 FORMCHECKBOX 
 Sinus problems

 FORMCHECKBOX 
 Loss of smell

Ears

 FORMCHECKBOX 
 Ringing in ears

 FORMCHECKBOX 
 Discharge


 FORMCHECKBOX 
 Vertigo

 FORMCHECKBOX 
 Earaches


 FORMCHECKBOX 
 Infections


 FORMCHECKBOX 
 Itchy


 FORMCHECKBOX 
 Impaired hearing

Eyes
 FORMCHECKBOX 
 Impaired vision

 FORMCHECKBOX 
 Glasses/Contacts

 FORMCHECKBOX 
 Night blindness
 FORMCHECKBOX 
 Eye pain 

 FORMCHECKBOX 
 Spots in front of eyes
 FORMCHECKBOX 
 Dry/Tearing eyes

 FORMCHECKBOX 
 Double vision
 FORMCHECKBOX 
 Cataracts

 FORMCHECKBOX 
 Glaucoma


 FORMCHECKBOX 
 Blurred vision

 FORMCHECKBOX 
 Itching

 FORMCHECKBOX 
 Redness

 FORMCHECKBOX 
 Bothered by sun

 FORMCHECKBOX 
 Discharge


 FORMCHECKBOX 
 Blind spot
 


Mouth and Throat

 FORMCHECKBOX 
 Chronic coughing

 FORMCHECKBOX 
 Gagging


 FORMCHECKBOX 
 Frequent sore throat
 FORMCHECKBOX 
 Hoarseness

 FORMCHECKBOX 
 Sore tongue/mouth

 FORMCHECKBOX 
 Gum problems

 FORMCHECKBOX 
 Loss of taste

 FORMCHECKBOX 
 Cavities, # _______ FORMCHECKBOX 
 Copious saliva

 FORMCHECKBOX 
 Grinding teeth

Cardiovascular 
 FORMCHECKBOX 
 Heart disease 

 FORMCHECKBOX 
 Angina


 FORMCHECKBOX 
 High blood pressure
 FORMCHECKBOX 
 Low blood pressure FORMCHECKBOX 
 Chest pain


 FORMCHECKBOX 
 Murmurs


 FORMCHECKBOX 
 Rheumatic fever
 FORMCHECKBOX 
 Cyanosis

 FORMCHECKBOX 
 Palpitations


 FORMCHECKBOX 
 Fainting


 FORMCHECKBOX 
 Swelling of the face
 FORMCHECKBOX 
 Blood clots


 FORMCHECKBOX 
 Phlebitis


 FORMCHECKBOX 
 Difficulty breathing

 FORMCHECKBOX 
 Past ECG

 FORMCHECKBOX 
 Known heart or blood vessel problems? ____________________________________

Blood/Peripheral Vascular

 FORMCHECKBOX 
 Anemia


 FORMCHECKBOX 
 Easy bleeding

 FORMCHECKBOX 
 Easy bruising
 FORMCHECKBOX 
 Past transfusions

 FORMCHECKBOX 
 Lymph node swelling
 FORMCHECKBOX 
 Deep leg pain

 FORMCHECKBOX 
 Varicose veins
 FORMCHECKBOX 
 Spider veins

 FORMCHECKBOX 
 Thrombophlebitis 

 FORMCHECKBOX 
 Leg cramps


 FORMCHECKBOX 
 Cold hands/feet
 FORMCHECKBOX 
 Swollen hands/feet

Respiratory

 FORMCHECKBOX 
 Chronic cough

 FORMCHECKBOX 
 Coughing blood

 FORMCHECKBOX 
 Asthma

 FORMCHECKBOX 
 Sputum

 FORMCHECKBOX 
 Pleurisy


 FORMCHECKBOX 
 Wheezing 


 FORMCHECKBOX 
 Bronchitis

 FORMCHECKBOX 
 Pneumonia


 FORMCHECKBOX 
 Emphysema


 FORMCHECKBOX 
 Shortness of breath

 FORMCHECKBOX 
 Shortness of breath at night


 FORMCHECKBOX 
 Pain with deep breathing
 FORMCHECKBOX 
 Tuberculosis

 FORMCHECKBOX 
 Chest congestion
 FORMCHECKBOX 
 Difficulty breathing FORMCHECKBOX 
 Production of phlegm? If so what colour? _______________________________________________________

When was your last chest x-ray? _________________________________________________________________

Gastrointestinal

 FORMCHECKBOX 
 Nausea


 FORMCHECKBOX 
 Vomiting


 FORMCHECKBOX 
 Vomiting blood
 FORMCHECKBOX 
 Trouble swallowing FORMCHECKBOX 
 Heartburn


 FORMCHECKBOX 
 Indigestion


 FORMCHECKBOX 
 Belching/gas
 FORMCHECKBOX 
 Abdominal pain

 FORMCHECKBOX 
 Bad breath


 FORMCHECKBOX 
 Food allergy


 FORMCHECKBOX 
 Bloating

 FORMCHECKBOX 
 Ulcer

 FORMCHECKBOX 
 Jaundice


 FORMCHECKBOX 
 Liver disease

 FORMCHECKBOX 
 Gallbladder disease
 FORMCHECKBOX 
 Hemorrhoids

 FORMCHECKBOX 
 Rectal bleeding

 FORMCHECKBOX 
 Constipation


 FORMCHECKBOX 
 Diarrhea

 FORMCHECKBOX 
 Black/tarry stools

How many bowel movements/day?    __________  

Are your stools  Formed or Loose


In the stool, do you notice any:
     Blood
  Mucus
Undigested food
Black colour

Do your stools have a strong disagreeable odour?  Yes/No

Genitourinary
 FORMCHECKBOX 
 Pain on urination

 FORMCHECKBOX 
 Frequent urination
 FORMCHECKBOX 
 Blood in urine
 FORMCHECKBOX 
 Urgency to urinate
 FORMCHECKBOX 
 Unable to hold urine

 FORMCHECKBOX 
 Kidney stones
 FORMCHECKBOX 
 Decrease in flow

 FORMCHECKBOX 
 Frequency at night

Have you had a bladder infection?  Yes/No
How often? __________      How was it treated? _____________
Reproductive

Are you sexually active?  Yes/No
       Is this more or less than one year ago? ________________________
Sexual preference: 
Heterosexual ___

Bisexual ___


Homosexual ____

Do you practice birth control?  What type and for how long? __________________________________________
Male
 FORMCHECKBOX 
 Hernias


 FORMCHECKBOX 
 Testicular pain

 FORMCHECKBOX 
 Testicular masses
 FORMCHECKBOX 
 Discharge

 FORMCHECKBOX 
 Sores


 FORMCHECKBOX 
 Venereal disease

 FORMCHECKBOX 
 Sexual difficulties
 FORMCHECKBOX 
 Prostate disease

 FORMCHECKBOX 
 Impotency


 FORMCHECKBOX 
 Have you had your prostate examined? Last examination _____

Female 
Do you know how when you are fertile?  Yes  No  If yes, what fertile signs are you familiar with?________ 

______________________________________________________________________________________

Are you currently pregnant?    Yes    No   Are you perimenopausal? Yes  No If yes, what symptoms? _____
______________________________________________________________________________________

Are you still menstruating?  Yes/No
Age of first menses ______
Are your cycles regular?  Yes/No


Periods begin every ____days, and last ___days.   
Last menstrual period _____________________    

Do you experience any spotting or bleeding between your periods? After period    Before period   In the middle of the cycle   None
Is the flow of your periods:  Heavy     Medium
     Light          What colour is the blood? ____________

Are there any clots? Yes/No
​​​___ # of pregnancies
___ # of live births
___ # of miscarriages

___ # of abortions

 FORMCHECKBOX 
 Difficulty conceiving
 FORMCHECKBOX 
 Sexual difficulties

 FORMCHECKBOX 
 Venereal disease
 FORMCHECKBOX 
 Vaginal itching

 FORMCHECKBOX 
 Vaginal discharge

 FORMCHECKBOX 
 Painful intercourse

 FORMCHECKBOX 
 Painful periods
 FORMCHECKBOX 
 Endometriosis

 FORMCHECKBOX 
 Breast lumps

 FORMCHECKBOX 
 Nipple discharge

 FORMCHECKBOX 
 Pain/tenderness
 FORMCHECKBOX 
 Regular self exams


Do you do Kegels regularly? Yes/No  

Do you ever lose urine unintentionally with jumping, sneezing or running? Yes/No

Last PAP (date) ___________________

Do you experience any premenstrual symptoms? 
 Water retention
Breast tenderness
Acne

Irritability
Depression   Headaches   Anger   Mood swings   Crying   Bloating   Food cravings

Musculoskeletal

 FORMCHECKBOX 
 Arthritis


 FORMCHECKBOX 
 Broken bones

 FORMCHECKBOX 
 Muscle spasms/cramps

 FORMCHECKBOX 
 Muscle weakness

 FORMCHECKBOX 
 Joint swelling

 FORMCHECKBOX 
 Backache

 FORMCHECKBOX 
 Sciatica

 FORMCHECKBOX 
 Joint pain or stiffness.  If so, where ____________________________________________________________

 FORMCHECKBOX 
 Any area of the body that you feel could use some relaxation _______________________________________

Neurological

 FORMCHECKBOX 
 Seizures/Convulsions
 FORMCHECKBOX 
 Fainting


 FORMCHECKBOX 
 Paralysis

 FORMCHECKBOX 
 Numbness/tingling FORMCHECKBOX 
 Loss of balance

 FORMCHECKBOX 
 Loss of memory

 FORMCHECKBOX 
 Loss of coordination
 FORMCHECKBOX 
 Poor speech

 FORMCHECKBOX 
 Involuntary movements
 FORMCHECKBOX 
 Depression


 FORMCHECKBOX 
 Anxiety/nervousness
 FORMCHECKBOX 
 Irritability

 FORMCHECKBOX 
 Hand trembles when you try to hold it still out in front of you

General Questions

How does your condition(s) affect you? ___________________________________________________________

___________________________________________________________________________________________

What do you think is happening and why? _________________________________________________________

___________________________________________________________________________________________

Is there any information about your health that you would like to add? ___________________________________

___________________________________________________________________________________________

CONTEXT OF CARE

What three expectations do you have from this visit to our clinic? ______________________________________

______________________________________________________________________________________________________________________________________________________________________________________

What long term expectations do you have from working with our clinic? _________________________________

______________________________________________________________________________________________________________________________________________________________________________________

What expectations do you have of me personally as your physician? ____________________________________ ______________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Thank you for taking the time to fill out this health questionnaire.  This intake form will provide insight into your current state of health and will enable the Doctor to assist you in achieving your optimal level of health.

HEALTH CARE AGREEMENT

Naturopathic medicine is the treatment and prevention of diseases by natural means.  Naturopaths assess the whole person, taking into consideration physical, mental, emotional and spiritual aspects of the individual.  Gentle, non-invasive techniques are generally used in order to stimulate the body’s inherent healing capacity.  

Naturopathic medicine uses non-invasive methods for the assessment of bodily dysfunction and natural therapeutics for correction. The methods used in this clinic for assessment and therapeutics include clinical nutrition, homeopathy, botanical medicine, hydrotherapy, detoxification, acupuncture and lifestyle counseling.

Each person must sign this document before any treatment is rendered.

My signature acknowledges that:

1. I have been informed of and understand that:

i.) The treatments offered at this office are different from those usually offered by a medical doctor or other licensed health care provider.

ii.) I am at liberty to begin/continue receiving medical care from a physician or surgeon or other licensed health care provider.

2. Informed consent: I declare that I have received a full and complete explanation of the treatment or services that I may receive at this office and hereby authorize and consent to treatment. I further understand and am informed that, as in all health care, in the practice of naturopathic medicine, there are some very slight risks to treatment. I do not expect the doctor to be able to anticipate and explain all the risks and complications.

3. Payment options and policy: I understand and agree that health insurance policies are an arrangement between the insurance carrier and myself. Therefore, all services rendered to me are charged to me directly and that I am personally responsible for payment, accepted as cash or cheque.

4. Missed appointments: I agree that missed appointments not canceled within 24 hours will result in a $45.00 fee billed to me immediately.

5. Phone consultations: In the event that a phone/e-mail consultation is needed the fee will be based on Dr. Herwig’s hourly rate of $120 i.e. -  $30 for 15 minutes.

I understand that the results are not guaranteed.  I do not expect the Naturopath to be able to anticipate and explain all risks and complications. With this knowledge, I voluntarily consent to diagnostic and therapeutic procedures mentioned above, except for: ______________________.

I intend this consent form to cover the entire course of treatment for my present condition.  I understand that I am free to withdraw my consent and to discontinue participation in these procedures at any time.

Patient’s signature X__________________________ Date _____________________

OR

Guardian’s signature X ________________________ Date: _____________________

WHAT TREATMENTS DOES DR. HERWIG, ND USE?

· Acupuncture and Traditional Chinese Medicine is based on balancing the flow of Qi (energy) through meridian pathways. Traditional Chinese Medicine includes the use of acupuncture and herbs as a means to maintain and/or restore health. Dr. Herwig uses her skills in Reiki and Craniosacral therapy as part of her acupuncture treatments when such enhancement is indicated.

· Bowen Technique is a gentle yet powerful therapy which consists of a series of precise movements designed to allow the body to relax, reset and heal itself. The Bowen Technique treats a wide variety of conditions ranging from muscle pain to infertility, often in only 3-5 sessions.

· Clinical Nutrition examines the relationship between diet and health. Special diets may be recommended, and treatment may include nutritional supplements such as vitamins, minerals, enzymes, and other nutraceuticals. 

· Homeopathic Medicine is based on the principle “like cures like”. Homeopathy was developed in the 1700s. Minute amounts of natural substances are used to stimulate the body’s self-healing abilities. Dr. Herwig uses single homeopathic medicines to help with acute illnesses (earaches, diarrhea, colic, hot flashes, colds, coughs, cramps, grief, pms) as well as homeopathic complexes to increase the positive effects of good nutrition and herbs and bring the body to a higher level of health (i.e. using the unda drainage remedies).

· Psychosomatic Energetics through the use of the REBA device. The REBA device is a machine from Europe which assesses emotional aspects of illness through measuring brain waves (alpha, beta and theta waves). This is a wonderful tool to clearing unresolved emotional conflicts from the past and thereby bringing more energy to the present for your body to heal any physical ailments. It is called an “emotional baggage remover” by some! The process of using the REBA machine and the remedies associated with it is a year to a year and a half process and is a well worth the investment in your life.
· Herbal Medicine is the use of plants for healing. This medicine dates back to the beginnings of civilization and is the foundation of modern pharmacology. Plant substances from around the world are used for their healing effects and nutritional value. Customized formulas are available for your individual needs. Common ones used in the clinic are GI-Encap(to heal the digestive tract), Motherwort Combination (for hot flashes), Birth Preparation Blend (for the last month of pregnancy), Stress Be Gone (to support and nourish the adrenals and decrease the effects of stress on our hormones and immune system)and two very powerful immune combinations: Deep Immune(for adults) and Children’s Cold and Flu Elixir(well-loved by children).

· Lifestyle Counseling is an important component of the Naturopathic Doctor’s role as a health educator. Physical, emotional, nutritional, and environmental factors affect health. Naturopathic Doctors help individuals make effective lifestyle choices.

Dr. Monika A. Herwig, ND will use a combination of the above treatments to enhance your body’s natural ability to heal itself. She works with people of all levels of wellness to help them achieve their health goals. Naturopathic doctors (NDs) act as health and life coaches. NDs support individuals in creating the level of health and vitality that will allow them to live lives they love and make a difference in the lives they touch.

Each of us have our own unique gifts and talents; illness/discomfort can be an opportunity to listen more closely to our body and learn more about who we are and what those strengths and gifts are. Clients are invited to explore all aspects of their health and the root causes of any imbalance will be addressed.

DR.MONIKA HERWIG ,BSC, ND – (403) 678-7901

REGISTERED DOCTOR OF NATUROPATHIC MEDICINE

PATIENT FEE SCHEDULE

FEES BASED ON HOURLY RATE OF $140/hour
Patient Consultations

First visit: $165.00 (60-90 minutes), Under 12yrs- $90 - $120.00 (45-60 minutes)
· All new patients are required to have an initial consultation before any treatment is given.

· Review of health history and comprehensive investigation of chief health concerns.

· Referral to laboratory testing, other forms of assessment, or other health care professionals.

Second Consultation: $90 - $120.00 (45-60 minutes)
· Nutritional and general physical exam if needed related to chief concern.
· Follow-up from initial consult.

· Optional: Urine analysis ($20.00) – screen for digestive and adrenal gland health.

· Bowen or acupuncture if needed.

Subsequent Consultations: $60.00 - $120.00(30 – 60 minutes)

· Follow-up care and assessment of progress. Individualized treatment modification.

· May include acupuncture or bowen therapy in visit time.
Acupuncture Only Session
· Minimum of six treatments is recommended for chronic conditions.
· Single treatment: ½ hour session - $60.00, 1 hour - $120.00
· Acupuncture Treatment Packages: $420.00 for six 1 hour sessions. 
Bowen Technique Only Session
· Minimum of three consecutive treatments is recommended for general improvement of well-being. Four - six sessions for frozen shoulder or pain in general.

· 3 treatment package - $240.00. 6 treatment package - $440.00
Prescribed Medicines

· For maximum clinical results, professional products are recommended and may be purchased at the in-house dispensary.

· Vitamin B12 injection: $20 ($12 if part of visit).

Laboratory Fees

Blood type: $10.00. Urine dipstick (Infection): $10.00. Zinc status test: $5.00.
Indican (Digestive) screen: $15.00. Adrenal (Stress reserves) screen: $10.00.
Antioxidant test (to see if aging well): $30.00. Salivary Hormone testing:  $220 -$340.00.
Allergy Test (IgG panel including candida): $220-$260.00. Hair Analysis (General Nutritional Analysis): $75.00

Other lab tests available on request: 
Dr. Herwig uses the following labs for comprehensive digestive analysis, heavy metal testing, food allergy diagnosis and hormone testing: Dr. Data (www.doctorsdata.com), Rocky Mountain Analytical (www.rmalab.com) & Genova Diagnostics (www.gsdl.com).
________________________________________________________________________

Payment Options

· Payment is required at the end of each visit. Cash or Cheque made payable to Morning Dew Naturopathic Clinic.
· 24 hours notice of cancellation/rebooking is required to avoid $45.00 fee.
· MOST EXTENDED HEALTH CARE PLANS HAVE NATUROPATHIC COVERAGE
PAGE  
11
Dr. Monika Herwig B.Sc, N.D. – Morning Dew Naturopathic Clinic

Canmore, Alberta (403) 678-7901


