
 

 
 

Informed Consent Form 
 

 

I, ______________________________________hereby attest and agree to the following: 

 

1)  I understand that all evaluations/analysis performed by Wendy Murdoch are designed for the 

sole purpose of helping me to improve my general health through nutrition, herbs,  

habits and attitudes. I further understand that said evaluations cannot determine specific disease 

conditions I may have and do not replace the diagnostic services offered by licensed medical 

physicians.  

 

2)  I understand Wendy Murdoch neither claims nor implies that any instruction, advice, 

suggestions, recommendations, services or products she provides whether in person or by mail or 

by telephone, will cure, treat, prevent or mitigate any disease condition; but are provided solely 

for the purpose of increasing energy, supporting the natural function of body systems and 

otherwise improving general health and fitness.  

 

3) I certify that Wendy Murdoch has not suggested that I cease any medical care I may be 

undertaking.  I understand that the decisions I make regarding my health care and the health care 

of those under my guardianship are my responsibility and certify that I will not hold Wendy 

Murdoch responsible for the consequences of my decisions.  

 

4) I certify that I am here on this and on any subsequent visit or contact, whether by mail, 

telephone or in person, solely on my own behalf and not as an agent or representative of any 

federal, provincial, county or local government or private agency on a mission of investigation.   

 

I have read and understand the foregoing and agree to the terms and conditions set therein.  

 

Date:_______________________________ Referred by_______________________ 

 

 

 

 

 

 

 



                                          Personal Health Evaluation 
wendy@herbalapothecary.ca 

 

Client Name:______________________________________  Date:_________________ 

 

Address:__________________________________________ City:__________________ 

 

Phone Number:________________________ Email address:_______________________ 

 

How would you like to be contacted for follow ups?____________________________ 

 

 

 

Primary Health Concerns  ________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 

Weight:________________ Height:________________ Date of Birth:_______________ 

 

 

Current Health Care Practitioners:   

 

Title                                                                    Why are you seeing them? 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 



Do you take any medications? What are they and what are they for? 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 

Do you take any herbs or supplements? 

 

_______________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 

Have you had any operations?  What for and when? 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 

 

 



Have you had any major injuries/accidents or hospitalisations?  What for and when?  

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 

 

Present Health Status: 

 

Do you currently smoke tobacco (y/n)? ____ 

 

If so, how many cigarettes/day? ____ 

 

Have you ever been a smoker in the past (y/n)?____ 

 

           For how many years did you smoke? ______  When did you quit? ______ 

 

Do you currently drink alcohol (y/n) _____ 

           If so, list type, quantity, and frequency_________________________ 

 

Did you consume alcohol in the past (y/n) _______ When did you quit alcohol? _______ 

 

List form and frequency of any regular exercise: 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

How many glasses of water do you drink in a day? ______________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Family Health History: 

 

Please describe any relevant or major health-related issues: 

 

Father:__________________________________________________________________ 

 

Mother:_________________________________________________________________ 

 

Maternal Grandmother:_____________________________________________________ 

 

Maternal Grandfather: _____________________________________________________ 

 

Paternal Grandmother: _____________________________________________________ 

 

Paternal Grandmother: _____________________________________________________ 

 

Other family members with pertinent issues or recurring family health trends: 

 

________________________________________________________________________ 

 

 

 

 

Put a check mark in any of the conditions below you may experience.  If you experience a lot of 

one condition put two of more check marks in the space provided.    

 

Cardiovascular                                                             Skin 

 

______High blood pressure                                           _____ Boils 

______Low blood pressure                                           _____ Bruises 

______ Pain in Heart                                                      _____ Dryness 

______ Swelling in ankles/joints                                   _____ Itching 

______ Previous Heart stroke/murmur                          _____ Skin eruptions                          

______ High Cholesterol                                                

______ Varicose Veins 

 

 

Muscles/Joints                                                             Respiratory 

 

______ Backache/upper or lower                                ______ Chest Pain 

______ Broken Bones                                                  ______ Difficulty Breathing  

______ Mobility Restriction                                        ______ Cough 

______Arthritis/Bursitis                                              ______ Tuberculosis 

______Osteoporosis                                                    ______ Congestion 

______Sciatica                                                             ______ Asthma   

_______ Multiple Sclerosis                                         _______Bronchitis / Pneumonia     



Eyes, Ears, Nose and Throat                                     Gastro-Intestinal 

 

                                                                                      ______ Belching 

______ Ear Aches                                                         ______ Colitis 

______ Eye Pains. Dry/Wet                                          ______ Constipation 

______ Failing vision                                                    ______ Abdominal Pain 

______ Hay Fever                                                         ______ Liver problems 

______ Sinus Infection                                                  ______ Gall Stones 

______ Sore Throat                                                       ______ Ulcers 

______ Tonsils                                                              ______ Indigestion 

______Hearing Loss/Ringing                                        ______ GERD 

______Itchy eyes/ ears                                                  ______ Celiac  

                                                                                       ______ Diarrhoea  

                                                                                       ______ Excessive Gas 

 

 

Urinary/Kidney                                                           Sleeping Patterns 

 

______Excessive Urination                                         ______ Insomnia 

______Water Retention                                               ______ Waking in the night  

______ Burning Urine                                                 ______ Night Sweats  

______ Kidney Stones                                                ______ Restless sleep 

______ Lower Back Pain                                            ______ Wake up tired 

______Dark circles under eyes                                   ______ Difficulty getting back to  

                                                                                                  sleep 

 

 

Male Reproductive                                                           Contraceptive/ Pregnancy   

______Burning/ discharge                                                 History 

______Painful testicles                                                    ______ IUD                                                

______ Lumps/ swellings                                                 ______BC pills 

______Vasectomy                                                            ______ Diaphragm                                  

                                                                                          ______ Rhythm 

                                                                                          ______ Condoms 

Female Reproductive                                                      ______ Spermicidal gel                                                              

                                                                                          ______ Mucous method 

______ Age of first period 

                                                 

_______Length of cycle                                                   

 

______ Painful intercourse   

 ______Breast Pain 

______ Infertility 

______ Mood swings  

______ Cervical dysplasia  

______ Heavy Bleeding                                                          



______ Genital herpes                                                          

______ Dry vaginal lining                                           

______ Pains/ Cramps 

______ Pelvic Pain                                                  

______ Anaemia                                                        

______ Hot Flashes                                                               

______ Osteoporosis 

______ Night Sweats 

______ Endometriosis  

______ Ovarian cysts 

______ Unusual  vaginal discharge 

 

Dietary Information (Please CIRCLE or UNDERLINE your 

answers) 
 

1.  How often, on average, do you eat any of the following foods? 

 

* ground beef                                                      * spare ribs 

 *bacon                                                                * chicken wings  

* pork products                                                   * processed luncheon meats 

* burgers                                                                (bologna, salami etc.)  

    

 

                                           a)   daily 

                                           b)   once per week 

                                           c)   1-2 times per week 

                                           d)   2-3 times per month 

                                           e)   less than 2 times per month 

                                           f)    never or once per month 

 

2.   How often, on average, do you eat any of the following foods?  

 

      * cheeses ie. (cheddar, mozzarella,  Monterey Jack, brick, cream cheese, parmesan) 

       * homogenized milk  

       *yoghurt  

       * ice cream   

 

 

                                           a)   daily 

                                           b)   3-6 times per week 

                                           c)   1-2 times per week 

                                           d)   2  times per month 

                                           e)   less than 2 times per month 

                                           f)    never or once per month 

 



3.  Do you use cream in your coffee or tea?  If yes, how many cups of tea or coffee per day 

do you average?   ______ 

 

4. Do you routinely use butter for cooking, on bread products such as bagels, toast, 

crackers, baked potatoes etc.  

 

Yes                                      No                                Infrequently 

 

5.  What is your weekly whole egg consumption on average?   _______ 

 

 

6. on average, how many servings per day do you consume of garden type vegetables (i.e. 

carrots, broccoli, cauliflower, peppers, romaine lettuce, spinach, collard greens, kale, etc. 

 

NOTE:  each of the following is equal to one serving: 

 

*1/2 cup of most vegetables                                  * 1 large cauliflower floret   

* 1 tomato                                                              * small garden salad 

1 large stalk of broccoli                                          * 8 oz. of vegetable juice 

* 8 oz. of vegetable soup  

                         

                                           a)   5 or more servings per day 

                                           b)   3 – 4 servings per day 

                                           c)   1-2 times per day 

                                           d)   o servings per day 

 

7. On average, how many servings per day do you consume of any of the following:  pasta, 

rice, beans, peas, corn, barley, oatmeal? 

 

NOTE: each of the following is equal to one serving: 

* ½ cup of pasta, rice, beans, peas, 

 corn oatmeal.                                                      * ½ English muffin 

* 1 slice of bread                                                 * ¼ cup of most fibre cereals   

* ½ bagel                                                             * high fibre muffin 

 

                                           a)   5 or more servings per day 

                                           b)   3 – 4 servings per day 

                                           c)   1-2 times per day 

                                           d)   o servings per day 

                                                                     

 

 

 

 

 

 



 

8. How often on average, do you consume any of the following snack foods? 

 

* potato chips 

*nachos 

*any type of fried snacks 

*chocolate  

 

                                           a)  7 or more servings per week                                                                    

                                           b)  4-6 times per week 

                                           c)   2-3 times per week 

                                           d)   0-1 times  per week 

 

 

 

9.  How often on average do you consume any of the following snacks or drinks? 

 

*regular soft drinks 

*hard candy 

*jujubes 

*gummy bears or anything similar 

*liquorice 

 

                                         a) 7 or more times per week 

                                         b)  4-6 times per week 

                                         c)  2-3 times per week 

                                         d)  0 -1 times per week 

 

10.  On average, how many servings of fruit do you have per day?  

  

Note: 1 serving is equal to the following 

* apple, orange, peach  

*1/2 cup of chopped fruit (fruit salad) 

*8 oz. fruit juice  

 

                                          a) 5 or more servings per day 

                                          b) 3–4 servings per day 

                                          c)  1-2 servings per day 

                                          d)   0 servings per day  

 

 

 

 

 

 

 



 

11.  What is your average alcohol consumption?   

 

Note: 

1 drink is equal to  

*1 beer 

*5 oz. glass of wine 

*1 cocktail  

 

                                              a)  3 or more drinks per day 

                                              b) 1-2 drinks per day 

                                              c)  2-3 drinks per week 

                                              d)  2-3 drinks per month 

                                              e)  none 

 

12.  Are you a vegetarian or near vegetarian?   No____Yes____ 

 

 If yes, please describe (that is, are you vegan, lacto-ovo etc.. 

_________________________________________________________    

 

 

13.  Do you choose poultry or fish in place of red meat, pork or fried foods in most 

situations?          

 

Yes_____________   No____________ 

 

 

14.  How often, on average, do you consume any of the following foods? 

 

Pastries, such as cakes, croissants, turnovers 

Ice cream 

Donuts 

Cookies (3 or more) 

Muffins 

Rich desserts (cheesecake, brownies)  

 

                                            a) 7 or more times per week 

                                            b) 4-6 times per week 

                                            c) 2-3 times per week 

                                            d)  0-1 times per week  

 

 

 

 

 



Please BOLD the Y for a yes answer or N for a no answer   

 

 

I tend to sweat more easily than others.        Yes          No 

 

I often have a runny nose.                             Yes           No 

 

My arms and legs can feel heavy                  Yes           No 

 

I tend to have a thick coating on my  

tongue.                                                            Yes          No 

 

My skin and hair are often oily.                     Yes          No  

 

 

My skin tends to be rough and dry.                Yes          No 

 

I often have a dry throat, nose and or 

mouth.                                                             Yes          No 

 

It is hard for me to stay hydrated.                  Yes           No  

 

My hair tends to be dry.                                 Yes           No 

 

 

My tongue does not usually have a  

coating on it.                                                    Yes            No 

 

 

I tend to feel warmer than others.                    Yes            No 

 

I tend to have a loud voice.                              Yes            No  

 

My entire face can easily get red or  

flushed.                                                             Yes           No 

 

My tongue tends to be bright red.                    Yes           No 

 

I have a strong appetite.                                   Yes           No  

 

I have lots of opinions and I am not 

afraid to share them.                                         Yes           No 

 

I prefer cold weather.                                       Yes            No 

 

 



 

Final Thoughts: 

 
Is there anything else you would like to add? 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

________________________________________________________________________ 

 

 

All finished!  Please mail to: 

 

Wendy Murdoch 

240 Concession Rd. 6 E. 

RR # 4, Warkworth, ON 

K0K 3K0 

 

Thanks, Wendy 

 

 

 

 

 

 

 

 

 


