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	    Wesen Natural Medicine 
Homeopathy Patient Form – Complete version


You have come here to get well. We are here to select the possible medicine for you. In order to do that, we depend on your co-operation. HOMEOPATHIC MEDICINE IS MAINLY SELECTED ON THE SYMPTOMS YOU GIVE US. 

If we are to make a successful prescription, we must know all the details of your sickness. We must also understand all the features that belong to you as an individual. This includes your reactions to various factors, your past and family history and your mental make up. 
This information enables us to select the remedy that removes your sickness. The medicine also makes you well as a whole person. 
In order find all about you, we shall be asking you many questions. Each one of these questions has a definite meaning and significance for us. There is not a single question that is useless. Even something that you may think is not connected with your trouble, may be the most important factor in deciding the correct homoeopathic medicine. That is why you must be free and frank and give us the fullest possible information on each point. Please read each question carefully, think, and if necessary, consult someone close to you and then answer completely. Remember, whatever you tell us will remain absolutely confidential. 

We prefer that all patients fill this Complete version of our intake form, which is 19 pages long. However, in the event that you cannot fill this version, please find the short version of the Homeopathy Patient Form and fill that one.

We look forward to accompanying you on your journey into health.

Mokhtar Akbari, PT, Homeopath          






         Wesen Natural Medicine







        www.wesenclinic.com
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	 Wesen Natural Medicine
      Homeopathy Patient Form

	
	


Personal information



    
  Date: _______________________________

Name: ________________________________________ Date of Birth(mm/dd/yy): ______________ Address:_________________________________________________________________________                Street City Province Postal Code                                                                                                                                                             Office phone: __________________________ Home phone: _______________________________ Cell phone: ______________________ E-mail: __________________________________________ Occupation:____________________________________ Marital status: S M D W Sep                   Name of spouse: _______________________ Dependants: ________________________________ How did you find out about us? _______________________________________________________ Present Weight: ___________ Normal Weight: __________ 





 Name of family medical doctor: _______________________________________________________ What is your chief concern about your health?____________________________________________ ________________________________________________________________________________________________________________________________________________________________How long have you had this condition? _________________________________________________ Who diagnosed your illness and when? ________________________________________________                            Do you think any stresses triggered or contributed to this illness? Which ones? _________________ ________________________________________________________________________________________________________________________________________________________________      What specialists have you seen? Give their names if you have them. _________________________ ________________________________________________________________________________How has this illness been treated until now? _____________________________________________ ________________________________________________________________________________
What else would you like to see changed in your health? (Indicate how long each of these conditions has existed.) 1.____________________________________________________________________ 2. ______________________________________________________________________________ 3. ______________________________________________________________________________ 4. ______________________________________________________________________________ 5. ______________________________________________________________________________ 6. ______________________________________________________________________________

Previous History:  (please check all that apply)

In the list below, circle around names of ALL major illness so far suffered and on the next table give its relevant details. 

	Measles              German Measles Chicken-pox         Small-pox Mumps Whooping cough 
	Malaria, Jaundice     Any Liver, Spleen or Gall bladder disease 
	Miscarriage, Abortion, Curettage, Sickness during Pregnancy etc. Prolapse of uterus 

	Any venereal disease (STDs) like Syphillis Gonorrhoea, Chlamydia etc. 
	Any heart trouble,  Blood pressure, Giddiness 
	Nephritis (Kidney or urine trouble)   Diabetes etc.                                   Prostate trouble 

	Diptheria, Septic Tonsils, Adenoids,              Recurrent infections-Sinusitis-Bronchitis-Eosinophilia                                                          Cold-Fever-Chill. Pneumonia                           Asthma-Pleurisy- Tuberculosis 
	Any serious shock, grief, disappointments, fright,        mental upset, depression or nervous break down. 

	Any major accident or injury to body or head.   Any occasion of unconsciousness.                               Any major bleeding from any part of the body. 
	Skin diseases like Pimples, Boils, Carbuncles, Ringworms, Fungus, Scabies, Eczema.                                               Herpes, Urticaria, Allergy.                   Ulcers on any part of the body. 

	Typhoid, Cholera, Food poisoning, Worms, Diarrhoea, Dysentery, Candida
	Any operation such as Tonsils, Abdomen, Appendix, Hernia, Hemorrhoids, Uterus, Renal stones, Gall stones, Phimosis, Hydrocele, Cataract etc.                                   Mode of anaesthesia : general-local

	Malnutrition, Rickets, Rheumatism, Backache 
	Chronic Headaches, Numbness, Cramps, Fits, Convulsions Polio, Paralysis etc. Meningitis - 

Any Lumbar puncture done.


Details:

	Diseases suffered from 

	Duration (age)

	Whether you completely recovered 

	Medicines & treatment taken 

	Any other particulars 


					
					
					
					
					

	


APPETITE AND THIRST 
How is your appetite? When are you hungry? 

What happens if you have to remain hungry for long? How fast do you eat? 

How much thirst do you have? Any particular time are you specially thirsty? 

What temperature water do you prefer drinking? With ice?

Do you feel any change in your taste and feeling in your mouth? 

Please put one tick if you Like/ Dislike the food or if the food disagrees.  Put two tick marks, if you strongly Like / Dislike the food or if the food strongly disagrees. The strong preferences or dislikes (2 tick marks) are most important. Make sure you clearly indicate these. 
	
	Like 
	Dislike 
	Disagrees 
	
	Like 
	Dislike 
	Disagrees 

	Bitter 
	
	
	
	Eggs 
	
	
	

	Salt extra 
	
	
	
	Spicy food 
	
	
	

	Sweet 
	
	
	
	Meat 
	
	
	

	Sour 
	
	
	
	Fish 
	
	
	

	Bread 
	
	
	
	Cabbage 
	
	
	

	Butter 
	
	
	
	Onions 
	
	
	

	Fats 
	
	
	
	Warm food / drink 
	
	
	

	Milk 
	
	
	
	Cold food / drink 
	
	
	

	Coffee 
	
	
	
	Fruits 
	
	
	

	Mud / Chalk 
	
	
	
	Anything else 
	
	
	


BOWEL MOVEMENTS
Do you have any problem regarding your bowel movements? 
When and how many times a day you pass stools? When is it urgent? 
Do you have any problem about bowel movements? Do you have to strain for stool? Even if soft?
Do you have belching or passing gas? Describe its character. 
How do you feel after passing gas up or down? 
URINATION & URINE 
Any problem about urine? Any strong smell? Like what? 
Do you have any trouble before, during and after passing urine ? 
Any difficulty about the flow? Slow to start, interrupted, feeble, dribbling etc.? 
Any involuntary urination ? When ? 

SWEAT / PERSPIRATION - FEVER - CHILL 
How much do you sweat? 
Where and on what part do you sweat most? Do you perspire on the palms or soles? 
Is the sweat warm, cold, clammy, sticky, musty, greasy, stiffens the linen etc? 
What is the smell like ? e.g. foul, pungent, sour, urinous. 

What colour does it stain the clothing? Is the stain easy to wash off or difficult? 

Any symptoms after sweating? 

When do you get fever or chill ? 

What brings it on ? 

Do you experience any sense of heat or cold in any part of your body at any particular time ? 

Do you have burning or heat in your palms or soles ? 

CHEST - HEAT - COLD - COUGH 
Do you catch cold often ? If so, how ? 

Describe the symptoms, nature of discharge etc. Is there any trouble with your CHEST or HEART ? 

Is there any trouble with your voice or speech ? Is there any difficulty in breathing ? 

Do you have cough ? Is it more at any particular time ? 

SEXUAL SPHERE ( GENERAL ) 
How do you feel after sexual intercourse ? Any particular feeling or symtoms appear before, during or after sexual intercourse ? 

Do you suffer from any sexual disturbance?  

Did you suffer from any sexually transmitted disease ? Syphilis ? Gonorrhoea ? Herpes? HIV ? 

Did you have increased desire or decreased desire for sex? 
What is the method you use for family planning (contraception) ? 

FOR MEN 
Any difficulty in erection ?  Unwanted erection ? Weak erection ? Failing erection? Describe. Any other trouble in sex ? Describe in details. 

FOR WOMEN 
Menses : How are the periods; regular or irregular? 
At what age did you start ? Was there any trouble then ? 
Mention interval between two periods: 

Mention number of days of flow:  

Menstrual flow: Is there any change now in quantity, colour, smell or consistency ? 

Are the stains difficult to wash ? 

Have you noticed any variation in quality and quantity of flow during menses ? How and when ? 

Do you suffer in any way before, during or after menses ? If so, describe : 

What symptoms did you suffer during menopause ? Do you feel internal parts coming down ? 

Is there any white discharge ? If so, mention the nature, colour, consistency and smell of discharge. 

When and under what circumstances is it more or less. Has the discharge any relation to menses ? 

What is the effect of this discharge on your general feeling? Or any of your symptoms ? 

Any itching, excoriation etc. due to discharge ? Do you pass any gas from vagina ? Any trouble with breasts ? 

ANY COMPLAINTS ABOUT : 
VERTIGO - Do you have giddiness - vertigo ? FAINTNESS : Do you ever feel faint ? 
HEAD : Do you get headaches ? Please describe location, sensation, what aggravates and what eases them. 

EYES & VISION : 

EARS & Sense of hearing : 

NOSE & Sense of smell : 

FACE & Facial expression : 

MOUTH & Sense of taste : 

About LIPS, MOUTH, TONGUE etc. : 

TEETH, GUMS, e.g. carious teeth, bleeding gums. swollen gums. 

LIPS : Cracked, peeling of skin etc. 

THROAT ( including tonsils ) : Any difficulty in swallowing? 

Do you have any trouble in your BACK, LIMBS OR JOINTS? Describe in detail : 

If you have pains, do they shift ? In what direction do they extend (shoot) ?  Which direction?
Is there any abnormality, swelling, numbness, paralysis etc. in any part of the body ? 

Is there any complaint of SKIN : such as itching, eruptions ulcers, warts, corns, peeling etc.? ( Describe its nature ) 

Any change in colour of the skin or spots of any part of the body ? Is there any complaint or abnormality of the NAILS or skins around ? 

Is there any complaint with the HAIR such as falling, graying, dandruff, dryness, oily , poor excessive or unusual growth ? 

Do wounds heal slowly ? Form keloid? Do wounds tend to form pus ? Have you a tendency to bleed? 

Are your troubles one sided? which one ? Or more on one side ? Do they proceed from one to the other side ? Or do they alternate or shift ? 

Is there any trembling ? When ? 

Is there any senses of weakness ? Where ? When is it more or less ? Is it in any particular part of the body ? 

SLEEP 
Describe your posture in sleep, on the back, side, abdomen etc. 

Are you able to sleep in any position ? In which position you can’t sleep ? 

During sleep do you : Snore? Grind teeth ? Dribble saliva? Sweat ? Keep eyes or mouth open ? Walk ? Talk ? Moan ? Weep ? Become restless ? Wake up with a jerk ? 

Describe if anything else is unusual about your sleep : ( Sleepy, Sleeplessness, etc. if so when ) 

How much do you cover ? Do you have to uncover any parts ? 

FACTORS THAT AFFECT YOU 
Below are the list of things that you are exposed to each of these factors may affect you in a particular way. Please write in what way you are affected by each of the following. Do you feel worse or better in any way from each of the factors. In what way do they affect you. Please do not fill every box but only the boxes where the factor has a medium to very strong influence on you. If the influence is very strong, underline this.
For instance take the factor “sun”. Suppose by going in the sun you get a headache then write “Headache” opposite to “Sun”. If the headaches are severe or you react very strongly to the sun, underline the word “Headache”
Take another example. If in hot weather you feel uneasy, then write “Uneasy” opposite to “Hot Weather” in the column. 

Especially write the effect each factor has on your main complaints. For instance if your main complaint is Asthma and this is worse when lying on the back then opposite to “lying on the back” write “Asthma becomes worse”. 
Sometimes one factor may make you feel worse in some respect, and better in some other respect. For instance cold air may cause headache but make you feel better in general. If this is so, please mention this difference clearly. This section is most important. Do not go through it hurriedly. Think carefully about the effect of each factor before you write. 

	
	Effect 
	
	Effect 

	Lying with head low 
	
	Hot weather 
	

	Sitting 
	
	Cold weather 
	

	Sitting erect 
	
	Rainy weather 
	

	Standing 
	
	Cloudy weather 
	

	Looking up 
	
	Change of season 
	

	Looking down 
	
	Thunder - storm 
	

	Looking from high places 
	
	Covering 
	

	Looking from moving object 
	
	Warm bath 
	

	Noise 
	
	Sun 
	

	Sudden Noise 
	
	Cold bathing 
	

	Music 
	
	Walking 
	

	Light 
	
	Running 
	

	Strong smells 
	
	Climbing stairs 
	

	When constipated 
	
	Going downstairs 
	

	Before Urine 
	
	Riding in bus, car etc. 
	

	During Urine 
	
	Lying 
	

	After Urine 
	
	Lying on back 
	

	Before Menses 
	
	Lying on left side 
	

	During Menses 
	
	Lying on right side 
	

	After Menses 
	
	Lying on abdomen 
	

	After Sweating 
	
	Drinking 
	

	When Fasting 
	
	After sexual intercourse 
	

	After eating 
	
	Dust 
	

	Before important engagement 
	
	Smoke 
	

	Before exams 
	
	Touch 
	

	When angry 
	
	Pressure 
	

	When worried 
	
	Massage 
	

	When sad 
	
	Tight Clothes 
	

	After Weeping 
	
	Before Sleep 
	

	Consolation / Sympathy 
	
	During Sleep 
	

	In a crowd 
	
	After Sleep 
	

	In a closed room 
	
	After afternoon nap 
	

	When thinking of illness 
	
	Loss of sleep 
	

	Full Moon / New Moon 
	
	Before stools 
	

	Morning 
	
	During stools 
	

	Afternoon 
	
	After stools 
	

	Evening 
	
	Coughing 
	

	Night 
	
	Sneezing 
	

	Bathing 
	
	Laughing 
	

	Draft air 
	
	Talking 
	

	Biting or chewing 
	
	Reading 
	

	Blowing Nose 
	
	Writing 
	

	When alone 
	
	Stooping 
	

	In company 
	
	Swallowing 
	

	Physical exertion 
	
	Listening to others talk 
	

	Belching 
	
	Vomiting 
	

	Passing gas 
	
	Yawning 
	

	After hair cut 
	
	Moving the eyes 
	

	Combing hair 
	
	Opening the eyes 
	

	Brushing teeth 
	
	Closing the eyes 
	

	Moonlight 
	
	Getting feet wet 
	

	Opening the mouth 
	
	Over eating 
	

	Smoking 
	
	Working in water 
	

	Hanging the limbs 
	
	Fanning 
	

	Raising the arms 
	
	Other: 
	

	Near Sea 
	
	
	

	Shaving 
	
	
	

	Stretching 
	
	
	


Medications:

List all prescribed medications presently being taken. Indicate the drug name, dosage, frequency, and how long you've taken it. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List any over-the-counter medications you take (i.e. Aspirin, Tums, etc.). Indicate whether you take rarely, occasionally, frequently or daily. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all food supplements you are presently taking. Indicate the total dosage taken in one day (i.e. if you take 2 tables of Vitamin C 500 mg/day, the total is 1000 mg/day). ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you use any recreational drugs, now or in the past? If so, indicate type and frequency of usage: ________________________________________________________________________________________________________________________________________________________________ 

List any prescribed medication you have had a bad reaction to in the past. Indicate the drug name, when you took it, and the reaction you had. ________________________________________________________________________________________________________________________________________________________________

How many courses of antibiotics have you had in the past 10 years? ___________ 

Have you ever had a bad reaction to an antibiotic? __________

Have you ever had a severe reaction from a vaccination? If so, explain vaccination type, when it was administered and the reaction caused. ________________________________________________________________________________________________________________________________________________________________

Lifestyle:

How many cups/bottles/glasses per day do you drink on average of the following?                      Coffee _________ Tea __________ Herbal tea __________Water ___________ 

      Milk 2% __________ Milk (skim) ___________Fruit juice _________ Veg juice __________ 
       Soda (diet) _________ Soda (reg) __________ Liquor __________Beer _______ Wine __________

Do you smoke? If so, for how long? ____________________________________________________ Have you ever smoked, and if so for how long? __________________________________________ How many per week cigarettes? __________ cigars? _________ 




      
How often do you have an alcoholic beverage? __________________________________________       How many hours of sleep do you get on average? ________________________________________   What do you do for exercise? (indicate type, how often you participate, and for how long each occasion). ________________________________________________________________________ ________________________________________________________________________________ 

When was your last vacation? ​​________________________________________________________

What do you do for recreation and relaxation? ___________________________________________ ________________________________________________________________________________ 

What level of personal stress are you experiencing right now? (check one) 


   _____Minimal _____Average _____Considerable _____Unbearable
Is the main stressor (check all that apply): 






            Financial ______Job related________ Interpersonal ______ Marriage __________ Health _______ Unfulfilled Expectations________ Spiritual ________Family Members ___________

Do you participate in any spiritual discipline or belong to a church or religious group? ________________________________________________________________________________ 

Homeopathy Consent Form and Service Agreement

Under this agreement, you will receive homeopathic treatment from Mokhtar Akbari, Homeopath. All of your personal and medical information is strictly confidential and will be stored and protected using Cliniko, a secure web-based, practice management software. Your medical information will only be accessible to your homeopath. The purpose of homeopathic consultation and treatment is twofold. The first is to help you heal from whatever ailment is your chief complaint or main problem today. The second is to bring your whole body-mind system towards a greater state of health and general well being. It is not uncommon for patients to report improved sleep, lower emotional stress, and increased energy levels. Patients also find that over time, many of their secondary ailments, aches or problems that they had in other parts of their body, start to heal. 

What to expect during your consultation


The initial homeopathic consultation lasts 2 hours for chronic long-lasting conditions. During this time, you will mainly speak to your homeopath and tell him about your problems. You will speak about your main health concern. However, homeopathy in its very nature is a holistic medicine. This means that our aim is not only to help you with a specific part of your body, but to assess and treat your body and mind as a whole. As such, the assessment will look at all of the aches and pains that you carry in different parts of your body. We will also be asking about your digestion, sleep patterns, food preferences and significant health concerns that you have had in the past. This is to better understand you as a whole in order to be able to help you as a whole.   


In addition, homeopathic remedies work best when they are tailored specifically to what is individual and unique about you. Therefore, any information about your personality, your quirks, your likes and dislikes will be valuable to your homeopath. You will also find that we might ask you to observe your body very closely and share more detailed information about the specific sensation in an area of pain or discomfort. He will ask you about what conditions worsen or improve your symptoms, what time of day they get worse, and other such questions that are aimed at understanding what is unique in the way this disease is being expressed in you. Finally, as your mind is also part of who you are as a whole, in some cases we might ask you questions pertaining to what events or situations stress you in your life, what worries or fears you have or have had, and even what you dream about at night. As our personalities and minds are what are most unique about us, this information helps us to better individualize your case, which in term will lead to better results in your treatment. However, please note that you are completely free to choose what you feel comfortable sharing with your homeopath and are under no obligation to disclose any personal information. Indeed, we can still help you even if you do not wish to discuss mental/emotional information at all. 


Also very important in homeopathy is the understanding of what needs to be cured at the core of the patient. Often, the symptoms we have on the surface of our body are only signs of deeper imbalances within us. Here, you can see yourself as a tree and each one of your ailments as a branch of this tree. The homeopathic consultation also aims to help you understand what is going on in the trunk and at the roots of your tree. What is the deeper cause of your different ailments or how are different problems in different parts of your body all connected together at the trunk? This will allow your homeopath to give you a remedy that will not only help you with your chief ailment, but that with some time will also help you move towards a deeper sense of well being inside yourself. 

At the end of your consultation, the homeopath might suggest treatment right away or ask you for wait for some time (a few minutes to a few days) so he can go over your case. Homeopaths often spend hours analyzing a case and working for their patients after the consultations, even after follow-ups. When he is ready to suggest treatment, your homeopath will consult with you and go over his recommendations so that together, you can build a care plan that is tailored to your needs. This could include any of the following: receiving information from your homeopath on how your symptoms are linked together and what needs to heal in you on a deeper level; recommendations on lifestyle changes such as relate to sleep, exercise, nutrition or other factors; advice on removing any obstacles, physical or emotional, that may impede your healing; and finally advice in regards to a homeopathic remedy that could help you with your presenting symptoms and general well being.

Homeopathic remedies


Homeopathic remedies are not considered prescription drugs in Canada and can therefore be obtained over the counter in many pharmacies and natural health food stores. They are safe and as a rule do not interact negatively with any medical drugs or supplements that you might be taking. As the main objective of a homeopathic remedy is to alter the imbalanced energy of your body to stimulate healing from within, these remedies undergo a special process called dynamization in which they become very diluted. Because of this process, they are better able to affect the internal energy of your body. Also, the process of dynamization makes them very safe. They are safe to take along side other medication, they do not produce the typical side affects of conventional medications, and the healing that they produce remains even after you stop taking them. 

The process of dynamization also allows us to safely tap the healing power of many natural substances that cannot be used in conventional drug form because of their relative toxicity. Indeed, homeopathic remedies are made from a wide array of natural substances, from the most innocuous such as calcium to toxic substances such as poisonous plants. However, in all of these cases, homeopathic remedies are absolutely non-toxic and safe to use thanks laboratory-controlled process of dynamization. Homeopathic remedies come from mineral, plant and animal sources. They are prepared in international pharmaceutical laboratories under strict guidelines and compounded by the professionals at our office following the rules outlined by the College of Homeopaths of Ontario. Animals are not hurt during their production; neither is any animal product remaining in the bottle after the process of dynamization. Homeopathic remedies are safe and easy to use.

The usual effect of a remedy will be a gentle and permanent alleviation of your symptoms. On some occasions, you might experience a slight aggravation of some symptoms immediately followed by great relief.  These aggravations are not dangerous and are usually a sign that the treatment is working well. In some instances, the remedy might have no effect. And rarely, some patients experience a temporary lowering of their energy with no improvement of their symptoms. This means that the remedy is not working well and will need to be re-examined by your homeopath at your next visit.

Acute and chronic consultations


During your journey towards greater health, it is important for you to know that we are here for you every step of the way. You can call and come in at any time if you are not sure of how things are going or would like additional advice. Short phone consultations and email advice are available to support you as needed. Also, you can consult us for any acute problem such as a cold, cough, sports or back injury or any infection or sudden ailment. In such circumstances, we will give you a specific treatment for your acute problem and continue treating your chronic condition once you are feeling better. Homeopathy often works surprisingly fast in such acute ailments. You can often expect improvements in a matter of hours to days in such cases. Here you might only need one or a few visits to treat your condition. For an acute consultation, book a 30-minute time slot with your homeopath. 

For more chronic or long-lasting conditions, and depending on your overall state of vitality and health, the treatment can last from a few months to a few years as you gradually recover your health. In such cases, we usually see our patients every 2 weeks to every 2 months, depending on how they are doing. Consultations will last between 30 and 60 minutes. Here, you can expect a more gradual improvement of your condition, such as a 10-30% improvement per month. On occasion even long-lasting conditions will improve rapidly in the span of weeks to a few months. But in general, conditions that started more recently will require less time for healing while conditions that have lasted for years will understandably require more time and patience. During your follow-up consultation, your homeopath will evaluate the progress of your symptoms and overall well being, and make further recommendations in regards to your treatment. 

Homeopaths, Naturopaths and Medical Doctors


Homeopaths are regulated professionals in Ontario. They are registrants of the College of Homeopaths of Ontario and practice homeopathy, which is a natural and holistic system of medicine that originated in Germany about 200 years ago. Its basic principles are the law of similars, the use of low doses of dynamized natural remedies, and treatment of the person as a whole. It is completely different then other systems of natural medicine such herbal medicine, acupuncture and Chinese traditional medicine. Whereas homeopaths have intensive training in Homeopathy, Naturopaths are like general practitioners of natural medicine and get training in many different natural medicine systems such as homeopathy and other systems described above. This means many Naturopaths also use homeopathic remedies, but how much experience they have in homeopathy will be variable in every case. Homeopaths are also not medical doctors and although we have considerable knowledge of diseases and pathologies in order to safely treat our patients, we do not have the right to diagnose pathologies. 


Homeopaths are trained to recognize serious ailments and we will direct you to the appropriate health professional if we have any concerns about your health that would require such a referral. We also like to work in collaboration with your medical doctor, specialist or other health workers to insure proper coordination of your health treatments. In short, our aim is to get you better and keep you healthy and we collaborate with others according to your needs and wishes in order to achieve these goals.

Patient role and responsibilities


As a patient, we expect you to inform us about changes in your health or about any concerns that you might have about your treatment. The fees for our services are payable after your appointment, whether it be an in-person appointment or a telephone or Skype appointment.

We also ask that you cordially give us a notice of 48 business hours in order to modify or cancel any appointments. If we have not received proper notice, a flat cancellation fee of 40$ will apply to all appointments. Homeopathy is not covered under OHIP. Those who have Extended Health Benefits that cover Homeopathy will be responsible for obtaining re-imbursement from their insurance provider. 

Fee Schedule

The fee schedule is as follows. Telephone and Skype consultations are billed at the same rates.

We treat infants, children, expecting mothers and adults.

· Initial consultation for a chronic condition – 2 hours: 160$

· Walk-in consultation for an acute condition (Tuesdays only): 15$

· Regular follow-up consultation – 60 minutes: 80$  

· Regular follow-up consultation – 30 minutes: 50$

· Regular follow-up consultation – 15 minutes: 35$

· Email advice: 15$ 

· Homeopathic remedy – 1 bottle: 10$

*Note that we have special pricing for students (see our website for more details).

Homeopathy Service Agreement

I, ____________________________________________ , acknowledge having read and understood 


[print your name]
the contents of this document. I consent to receiving homeopathic care from Mokhtar Akbari, Homeopath for myself or the person for whom I am the Legal Guardian or Substitute Decision Maker. Write patient name here if you are a Legal Guardian or Substitute Decision Maker:

__________________________________________

          [print patient name if different]
I understand that I may change any part of this consent verbally at any time. I also understand that Mr. Akbari does not recommend for myself or my dependent to discontinue any medication prescribed by a medical doctor without prior consultation with this doctor. 

Please tick the boxes below for the items that you consent to. If you leave them blank, then we will assume you do not consent to them and will not include them in your care:

[  ]
I agree for my homeopath to discuss this case with my family physician and other current  medical specialists or health practitioners for the purpose of coordinating my care. Comment: _______________________________________________________
[  ] 
I understand that Mr. Akbari is a teacher of Homeopathy at the Canadian Homeopathic Institute and I agree to let my case be video taped by him for the purpose of homeopathic training and education with students. The information on my video file will remain confidential and all students will be bound by the same confidentiality rules that are followed by Mr. Akbari. 

Signature __________________________________  on  __________________________________

[Signature]



                 [Date: day-month-year]
Clinic: (613) 241 3434 – Toll free: 1-800-241-8053 - www.wesenclinic.com – info@wesenclinic.com - Facebook.com/wesenclinic
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