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Austin Clinic of Homeopathy
New Client Forms
Please completely fill out all of the following pages and bring
with you to your appointment. Note: all documentation is held
strictly confidential.
Today’s Date: _____________________
First Name: ______________________ Last Name: ________________________
Date of Birth: _________________ Sex: ____ M ____ F
Home Address ______________________________________________________
City: __________________________ State: __________________ Zip: ________
Preferred Telephone Number: __________________________________________
Preferred Email: _____________________________________________________
Emergency Contact (Please list someone living outside your primary residence):
Name: ____________________________________________________________
Relationship to client: ________________________________________________
Preferred Phone Number: _____________________________________________
For Young Children
Mother’s First and Last Name: _________________________________________
Father’s First and Last Name: __________________________________________

AUSTINCLINICOFHOMEOPATHY.COM

NEW CLIENT FORMS V2018_06

PAGE !2

Chief Complaints (CC)
Chief complaints (CC) are the main reason/s you’re seeking the help of
homeopathy. For example: chronic ear infections, ulcerative colitis, or depression.
Please rank the intensity (on a scale of 1-10 with 1 meaning hardly noticeable and
10 being the utmost severity) and list approximately how frequently you experience
this:
Example: Ulcerative Colitis. Intensity: 7/10. Frequency: Almost Daily
1. Condition: ____________________ Intensity: /10 Frequency: ___________
2. Condition: ____________________ Intensity: /10 Frequency: ___________
3. Condition: ____________________ Intensity: /10 Frequency: ___________
List any previous surgeries, traumatic injuries, or hospitalizations and the
approximate date/s:
1. _______________________________________ Date: ___________________
2. _______________________________________ Date: ___________________
3. _______________________________________ Date: ___________________
List any current conventional medications or natural supplements and dosage/
frequency (including essential oils, vitamins/minerals, etc.). Please bring
attachments, if necessary.
1. _______________________________ Dosing/Frequency: ________________
2. _______________________________ Dosing/Frequency: ________________
3. _______________________________ Dosing/Frequency: ________________
4. _______________________________ Dosing/Frequency: ________________
5. _______________________________ Dosing/Frequency: ________________
Other Modalities
Please list other natural therapies you currently use and approximate frequency (ex:
chiropractic, acupuncture, massage, etc.):
1. ________________________________ Frequency: _____________________
2. ________________________________ Frequency: _____________________
3. ________________________________ Frequency: _____________________
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Recent Health History
Check if you’ve had any of the following over the previous twelve months:
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Personal Health History
Please check if you’d had any of the following at any time throughout your life:

Family History
Please check any that are applicable and list the relationship to the client. If you
don’t know this information, leave blank.
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What foods/drinks do you crave (even if you know they’re bad for you)?
__________________________________________________________________
What foods/drinks do you dislike/are aggravated from?
__________________________________________________________________
Do you generally feel cooler or warmer or N/A? Please circle.
Any known allergies? If you have allergy testing completed, please bring your
results with you. It’s not imperative, though, if you’re unable to locate them.
1. Food: ___________________________________________________________
2. Environment: _____________________________________________________
3. Other: __________________________________________________________
List your fears and/or worries, if applicable (for example: spiders, the dark,
thunderstorms, poverty, family, health, etc.):
__________________________________________________________________
Dreams
Please come prepared to discuss recent or recurring dreams. If you can’t think of
any or don’t remember your dreams, it’s okay.
Anything Else?
Tell me anything else you think is important about you not already documented
that you’d like for me to know. It could be anything and not necessarily related to
your chief complaint. We will discuss more during your consultation.
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Acknowledgement of Homeopathic Services
Client Name (Please Print): ___________________________________________
The homeopathic services you have requested are directed at strengthening your
constitution and vitality. They are not directed at identifying, treating, or preventing
specific diseases. Noel Peterson is a qualified homeopath but is not a licensed
physician. He is prohibited by law from diagnosing or treating disease. If you have
a medical complaint or question about your health, it is important that you consult
with a physician or licensed medical professional.
The State of Texas has not adopted any educational or training standards for
unlicensed complementary and alternative health care practitioners. This
disclosure is for informational purposes only.
Client Acknowledgement:
It is my personal preference to use the homeopathic services of Austin Clinic of
Homeopathy, LLC. I understand that homeopathic services are not medical
treatments and that Noel Peterson is not a licensed physician.
__________________________________
Signature

_________________________
Date

___________________________________
Signature of parent or guardian is under 18

_________________________
Date
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Fee Schedule
Initial Consultation

Ages 0-1

Ages 2-4

Ages 5-11

Ages 12-16

Ages 17+

$100

$125

$150

$175

$200

All Ages

Follow-Up
Consultation

$100

Acure Care
Consultation

$35-$95

Brief Check-In with
Current Clients

Free

Homeopathy Inquiry
for Prospective Clients

Free

Re-establishment of
Homeopathic Care
(after over 12 months)

$100

$125

$150

$175

$200

$5-$50

Homeopathic
Remedies

** For a detailed explanation of each noted service, please visit www.austinclinicofhomeopathy.com **

Payment/Cancellation Policy
Payments for all homeopathic services are due and payable at time of service.
Cash, check, and credit/debit cards are accepted.
Conventional medical insurance, including Medicare and Medicaid, does not cover homeopathic services.
However, Health Savings Accounts (HSA) or Flex-Spending Accounts (FSA) may be used to pay for
medical expenses using tax free dollars. Whether or not your HSA or FSA covers homeopathy services is
dependent on the discretion of your insurance provider. Austin Clinic of Homeopathy is not a part
of any insurance plan. Questions regarding services covered or not covered should be directed to
your insurance carriers, and completed prior to your appointment so that you are aware of your financial
responsibilities. Please note we are qualified homeopaths, not medical doctors.
Fees for homeopathic treatment are for services already rendered and remedies already dispensed.
Therefore, refunds are not offered.
Cancellation Policy: Cancelled or rescheduled appointments made without at least 24 business hours
notice incur a charge of full payment of your scheduled appointment.
Rates and conditions are subject to change.
I understand and agree to the fee schedule and payment/cancellation policy of Austin Clinic of
Homeopathy.
__________________________________________
Signature (Guardian if under 18)
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