Consent for Physical Examination
Bob Dronyk D.C., N.D.

London West Health Centre

103-390 Commissioners Road West, London, ON  N6J 1Y3
1.  Please initial all items of the physical that you give consent to be examined.
2.  All items you do not give consent to please indicate with an “N”

3.  Please leave blank any item you would like to discuss with the doctor.

____ Head: inspect (look), palpate (touch), passive range of motion (ROM)
____ Eyes: inspect, palpate
____ Ears: inspect, palpate, look inside the ears
____ Nose: inspect, palpate, look inside the nose
____ Mouth: inspect, look inside, use tongue depressor to inspect throat, palpate, TMJ
____ Neck: inspect, palpate, ROM,  Thyroid: inspect, palpate
____ Lymph nodes: palpate – neck, head, underarm, groin
____ Chest (front): inspect, palpate, listen to heart and lungs       Respitory Rate ____
____ Back, spine: inspect, palpate, listen to lungs, ROM
____ Abdomen: inspect, listen, palpate, locate liver and spleen below the rib cage
____ Neurological: reflexes (knees, wrists, elbows, ankles, abdomen), neurological tests
____ Skin: inspect, palpate (where applicable)
____Extremities: inspect, palpate, ROM (including hands, feet, elbows, shoulders, legs)
____ Blood Pressure: Left arm and Right arm   ​​  ____ Heart Rate      ____ Pulse Rate
____ Breast Exam: inspect, palpate
____ Genital Exam: inspection           ____ External exam         ____ Internal exam
____ Prostate exam
____ Rectal exam                                 ____ External exam         ____ Internal exam
I give informed consent to the above physical examination procedures that are initialled.

______________________________              _____________________________                __________________
Signature                                                                Print name                                                            Date

Consent Form

Bob Dronyk D.C., N.D.

London West Health Centre

103-390 Commissioners Road West, London, ON  N6J 1Y3
Consent to treat

This is to acknowledge that I have been informed and I understand that:

1. Any treatment or advice provided to me as a patient at the London West Health Centre is not mutually exclusive from any treatment or advice that I may now be receiving or may in the future receive from another licensed health care provider.

2.  I am at liberty to seek or continue medical care from a physician or surgeon or other health care provider qualified to practice in Ontario.

3.  No employee under the London West Health Centre direction or control is suggesting or recommending to me to refrain from seeking or following the advice of another licensed health care provider.

4.  The treatment and therapies rendered or recommended by this Clinic may be different than those usually offered by a medical doctor or other licensed health care provider.  The possible treatments offered at the London West Health Centre are: homeopathy, botanical medicine, acupuncture, biopuncture, cosmetic mesotherapy, Bowen therapy, clinical nutrition, lifestyle counselling, bodywork, manipulation, bio-energetic evaluation testing and sensitivity testing.

Concerning confidentiality

All information is considered confidential at the London West Health Centre.  This means that staff will not read anyone’s file without consent from the patient.  There are legal exceptions to confidentiality.  The following is a list of examples when confidentiality is broken:

1. Disclosure of child abuse: past or present


2. Patient may potentially harm self or someone else


3. Court order or subpoena

Office Policy

Payment for service is due at the time of each visit.  Naturopathic services, all remedies, and supplements are subject to HST.  Supplements and remedies can be bought at dispensaries other that the London West Health Centre.

We would appreciate 24 hours notice for appointment changes.  There is a service fee if no cancellation notice is given (equal to the cost of the visit).  For your convenience, our answering machine is always on when the office is closed.  Please free to use it when necessary.

Signature of Patient* __________________________________________  Date _________________________

*A parent or legal guardian signature is required for children under 18 years of age.

LONDON WEST HEALTH CENTRE

103-390 Commissioners Road West

London, Ontario  N6J 1Y3
PATIENT CONSENT FORM 

FOR COLLECTION, USE AND DISCLOSURE OF PERSONAL INFORMATION

Privacy of your personal information is an important part of our clinic, while providing you with quality naturopathic and chiropractic care.  We understand the importance of protecting your personal information.  We are committed to collecting, using and disclosing your personal information responsibly.  We will try to be as open and transparent as possible about the way we handle your personal information.

In this clinic, Dr. Bob Dronyk acts as the Privacy Information Officer.

All staff members who come in contact with your personal information are aware of the sensitive nature of the information that you have disclosed to us.  They are trained in the appropriate use and protection of your information.

Our privacy policy outlines what our clinic is doing to ensure that:

· only necessary information is collected about you;

· we only share your information with your consent;

· storage, retention and destruction of your personal information complies with existing legislation, and privacy protection protocols;

· our privacy protocols comply with privacy legislation and standards of our regulatory body, the Board of Directors of Drugless Therapy – Naturopathy.

How our Clinic Collects, uses and Discloses Patients’ Personal Information

Our clinic understands the importance of protecting your personal information.  To help you understand how we are doing that, we have outlined here how our clinic us using and disclosing your information.

This clinic will collect, use and disclose information about you for the following purposes:

· to assess your health concerns

· to provide health care

· to advise you of treatment options

· to establish and maintain contact with you

· to send you newsletters and other information mailings

· to remind you of upcoming appointments

· to communicate with other treating health care providers

· to allow us to effectively follow up for treatment, care and billing

· to complete claims for insurance purposes

· to comply with legal and regulatory requirements of our regulatory body, the Board of Directors of Drugless Therapy – Naturopathy acting under the authority of the Drugless Practitioners Act
· to invoice for goods and services

· to process credit card payments

· to collect unpaid accounts

· to assist this Clinic to comply with all regulatory requirements

· to comply generally with the law

· to allow potential purchasers, practice brokers or advisors to conduct an audit in preparation for a practice sale

By signing the consent section of the Patient Consent Form, you have agreed that you have given your informed consent to the collection, use and/or disclosure of your personal information as outlined above.

Patient Consent

I have reviewed the above information that explains how your Clinic will use my personal information, and the steps your Clinic is taking to protect my information.

I agree that Dr. Bob Dronyk can collect, use and disclose personal information about __________________________ as set out above in the information about the Clinic’s privacy policies.

___________________________________                      _________________________________

Signature




                    Print Name

___________________________________                      _________________________________

Date






      Signature of Witness

