
NEW PATIENT PACKET
Naturopathic Center for Wellness

Practice Policies for Patients

Dr. Julie Miller PCs.D, RND, RN, BSN, CCWFN, A TRADITIONAL NATUROPATH 

The Naturopathic Center for Wellness was created in 2003 by Dr. Julianne Miller to be a 
peaceful environment where the health concerns of each client would be treated holistically. Clients 
are analyzed as a whole, while their symptoms and concerns are used as clues to find and treat the 
root causes of their disorder, chronic illness, etc. As preventative healthcare practitioners, we provide 
encouragement and options to clients who are feeling lost or confused by their current medical care or 
condition. Our goal is to not only treat each client, but educate them concerning the health benefits of 
whole food nutrition, supplementation, and Cranial Sacral therapy application.

We are committed to helping you obtain optimal health and we believe that journey requires guidance 
through the physical, emotional, mental and spiritual aspects of your life. We strongly believe that our 
holistic healthcare philosophy will give you the knowledge and the tools you need to make informed 
personal choices regarding your complete self.

Please read all the enclosed information carefully; print and fill out this packet in its entirety 
and bring the completed forms to your first appointment. Along with these forms, please bring any 
relevant medical test results you have had in the past year.

CONTACT INFORMATION

Dr. Julie Miller  PSc.D,  RND, RN, BSN, CCWFN
23041 Avenida De La Carlota STE 110
Laguna Hills, CA 92653

Our office hours are Tuesday, Wednesday, and Thursday, 10:30am-5:30pm
The front desk may be reached at : 949-273-6240
Our website is www.naturocw.com
Office email: Naturocw@outlook.com

For after hours non-urgent questions, please call the above number, leave a message and our 
office staff will return your call on the next business day.

http://www.Naturocw.com/


Office Location
Naturopathic Center for Wellness is located in Laguna Hills at the end of furniture row in the 4 story 
Gray building. 

23041 Avenida De La Carlota STE 110, 
Laguna Hills, CA 92653

Website Information
Information about Dr. Julie Miller PSc.D,  RND, RN, BSN, CCWFN and the Naturopathic Center for 
Wellness is available at our website: www.naturocw.com

Nutritional Program
Your first visit is an hour and a half office consultation for $275. Each visit thereafter are half hour 
appointments or phone consultations for $100. Dr Julie may request that you come in for an hour 
appointment, which is a charge of $150. 

Nutritional Consult
Nutritional Consult first visit is $195 for a 3 week program. (SEPERATE FEE FROM INITIAL EXAM)

Payment is due on each day of services rendered. Payment options are cash, check or credit cards; Visa, 
MasterCard, American Express, Discover are accepted. There is a $25 service charge for returned 
checks.

Cancellation of Appointment Policy
Must cancel before 5pm the day before appointment. In the event of a late cancellation/missed 
appointment you will be charged a $50 flat rate. Early notice of cancellation allows us to schedule a client 
from the wait list!

As a courtesy to our patients, appointments will be confirmed prior to the appointed time by the 
front desk. It is however, the patient's responsibility to respond to the confirmation or call 
to reschedule. If the patient does not respond to the confirmation text 24 hours before the 
scheduled appointment, the appointment will be dropped and given to a patient from the wait-list 
(especially in the case of new patients!).

Please make sure the front desk has your cell phone number, as home and work phones are not 
always as easily accessible.

Insurance Information
The Naturopathic Center for Wellness does not bill for insurance or Medicare.

Medical Records
You may bring all previous medical records from other physicians or health care providers to your 
office visit, or have them emailed to the previously mentioned email address. To obtain medical 
records you can request the records from the physician or lab in which your records are held.

Emergencies
For any and all medical emergencies you are responsible to obtain medical attention, call 911 or go 
directly to the nearest Emergency Room.

http://www.naturocw.com/


Important Patient Information
-If necessary to cancel or reschedule your appointment, you may call/text the office at 949-
273-6240
-There is no charge for questions on emails, text, or phone calls to our office.
-Please ensure that the front desk has a current cell phone number, not a work or home
phone. If you do not have a cell phone, make sure the front desk is aware so that you can be
reached quickly to confirm your appointment.

Lab Tests
-Dr. Julie Miller PSc.D,  RND, RN, BSN, CCWFN may request blood lab tests, saliva, urine and
/or stool tests to be completed.
-Any blood work will be preformed at an outside lab corp facility.
-Testing recommendations and costs per test will be reviewed with patient.
-Fees for lab tests are billed directly by our office or directly by the lab. Patient may inquire if
the lab facility will work directly with insurance if necessary.
-You may receive a copy of your lab results from our office.

Supplements
-Whole food nutritional supplements are available for purchase at the Naturopathic Center for
Wellness
-Patients are under no obligation to purchase their supplements through our office.
-Our Office can ship supplements to your home with a standard shipping fee of $15.00

Patient Awareness and Responsibility
-Any therapy, no matter how well appointed, may fail to resolve your symptoms and improve
your health. Dr. Julie Miller PSc.D,  RND, RN, BSN, CCWFN makes no claim of cure for any
condition.
-Dr. Julie Miller PSc.D,  RND, RN, BSN, CCWFN will inform you of the treatment plan most
relevant to your condition both conventional and alternative.
-You have the choice to accept, refuse or terminate these therapies at any time.
-By agreeing to do your best to comply with and implement that agreed upon program for you,
you will receive full benefit of your visits with Dr. Julie Miller PSc.D,  RND, RN, BSN, CCWFN.

-Dr. Julie Miller PSc.D,  RND, RN, BSN, CCWFN will NOT ask you to stop taking any
medicines prescribed by another physician. If you desire to stop taking any prescriptions, 
please consult the physician that prescribed the medications.

__________________________________________  ____________________
Patient Signature Date

Indicate relation if signing for patient: ____________________________________



Patient Contact Information

Patient Name ________________________________   Date of First Visit___________________

Date or Birth ______________  Parent(s)/Guardian________________ Relationship____________

Address  _________________________________________

City  ___________________________  State _________  Zip Code _____________

Telephone __________________________

Email ______________________________

Gender: Male _____   Female _____

Marital Status __________________________

Live with ______________________________________________

Occupation ___________________________________

Employer ____________________________________

Emergency Contact  _________________________________ Relationship ___________________

Names and Contact Information for Health Care Providers from whom you are currently receiving care
(or have seen within the past 12 months). And ANY Health Care Providers from whom you are 
obtaining prescriptions.

___________________________________ Contact # ____________________________________

___________________________________ Contact # ____________________________________

___________________________________ Contact # ____________________________________



Notice of Privacy Practice (HIPPA Form)
Protected Personal Health Information

Patient Giving Consent:

Name: ______________________________ Date: ___________________

To The Patient: Please read the following statement carefully.

Our pledge regarding Medical Information- Purpose Consent:
By signing this form you will consent to the use and disclosure of your protected health information

only with your written consent. The privacy of your medical information is important to us. We understand 
that your medical information is person and we are committed to protecting it. We create a record of the 
care and services you receive at the Naturopathic Center for Wellness. We need this record to provide you 
with quality care and to comply with certain legal requirements. This notice will tell you about the ways we 
may use and share medical information about you. We also describe your rights and certain duties we have
regarding the use and disclosure of medical information.

Notice of Privacy Practice:
You have the right to read our Notice of Privacy Practices before you decide whether to sign this 

consent. Our Notice Provides a description of our treatment, payment and healthcare practices, the uses 
and disclosures we may make of your protected health information and of other important matters about 
your protected health information. A copy of our notice is available upon request.  
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we 
change our privacy practices, we will issue a revises Notice of Privacy Practices which will contain the 
changes. Those changes may apply to any of you protected health information that we maintain.
 
Right to Revoke:

You have the right to revoke this consent at any time by giving written notice of your revocation 
submitted to:  
Dr. Julie Miller PSc.D,  RND, RN, BSN, CCWFN
23041 Avenida De La Carlota STE 110,
Laguna Hills, CA 92653

Please understand that revocation of this consent will not affect action we took in reliance on this 
consent before we received your revocation, and that we may decline to treat you or continue treating you 
if you revoke this consent.

I, __________________________, have had full opportunity to read and consider the contents of this 
consent form and Notice of Privacy Practices. I understand by signing this consent form I am giving my 
consent to your use and disclosure of my protected health information to carry our treatment, payment 
and healthcare plans.

______________________________________    ______________________________________
Signature Authorized Provider Representative

_____________          _____________
Date          Date



Patient Consent Form
Dr. Julie Miller PSc.D,  RND, RN, BSN, CCWFN, A REGISTERED  NATUROPATH

Naturopathic Center for Wellness
23041 Avenida De La Carlota #110

Laguna Hills, CA 92653

Name ________________________________________   Male __  Female __ Birth date __/__/____

Address ______________________________________________________________________

City _____________________________________  State ______  Zip __________

Welcome to the Naturopathic Center for Wellness, an alternative, Naturopathic, holistic, 
educational approach to total client care.  Dr. Julie Miller PSc.D,  RND, RN, BSN, CCWFN, is a graduate
of Mount Saint Mary's College of Nursing holding an RN, BSN and Clayton College degree where she 
received with highest honors a Doctorate of Naturopathy and received a Doctorate of Pastoral Science
and Medicine licensed by the P.M.A. She has practiced as a registered nurse for 26 years and as a 
TRADITIONAL NATUROPATH since 2003. She is also an advanced practitioner of Cranial Sacral 
Therapy. 

The Naturopathic Center for Wellness wants to help you and your family members empower 
yourselves. We will educate you so that you can make the best decisions for your own health care. We
will discuss your health and review your personal history, making recommendations where applicable 
towards your care. We ask you to fill out a Client Intake Form, which will provide us the opportunity to
become more familiar with you and your family.

Our approach to “Total Health Care” may include: Client Education- the physical, emotional, 
spiritual self, Basic Iridology, Whole Food Supplementation, Cranial Sacral Therapy, Somato-Emotional 
Release, Acupressure, Herbs and blended Eastern/Western Exam.

Your signature below acknowledges you have read this consent form and gives us 
full consent to enable you to empower yourself.

Date ___________________________

Patient Name _______________________________

Patient Signature ____________________________

__________________________________________
Indicate relationship is signing on behalf of patient



Health History Questionnaire

Present Complaint ________________________

Other Healthcare providers you are seeing, and their specialties __________________________

______________________________________________________________________________

First Noticed?____________________________________________________________________

# of Children ____________________________________________________________________

Religion (optional) _________________________

Have you been Exposed to Toxic Chemicals? _____________________________________________

What Diagnosis were you given? ______________________________________________________

WOMEN ONLY:

Age of Onset of Menstruation _______________ No. Miscarriage/C-section/Abortions ___________

Age of onset Menopause___________________

Health as a Child?   Excellent Good Fair Poor

Were there any complications with your delivery?

Explain: __________________________________________________________________________

Were you breast fed? ______________ How Long? ________________________

Did you have any serious emotional or mental trauma as a child?

__________________________________________________________________________________

Please circle diseases for which you have been immunized?

Measles Mumps Rubella Small Pox Tetanus Diphtheria

What is your blood type? A B AB O Don't know



Allergies/Sensitives (Please Specify)

Chemicals _______________________________________________________

Drugs/Medications ________________________________________________

Dust/Molds ______________________________________________________

Foods ___________________________________________________________

Grasses/Weeds [Pollen] _____________________________________________

Other ____________________________________________________________

Test History
Please List the date of your most recent procedure and indicate any tests that were abnormal.

________________________________________________________
Health Habits
Please list all supplements, herbs, homeopathic you are currently taking.

__________________________________________________________________

__________________________________________________________________

Please Circle any of the Medications you are currently taking or have taken in last 3 months.

Allergy Medication Chemotherapy Oral Contraceptives Ulcer Medication
Antacids Cortisone Pain Medication Other_________
Anti-Inflammatory Heart Medication Radiation
Antibiotics/Anti-fungal High Blood Pressure    “Recreational Drugs”
Antidepressants Hormones Relaxants
Anti-diabetic / Insulin Laxatives Sleeping Pills
Aspirin/Tylenol/Advil Lithium Thyroid

Do you use/ Drink any of the following?
__ Tobacco Packs per Day/Week ______________ How Many Years? _____________
__ Coffee Cups per Day/Week   ______________ How Many Years?_____________
__ Black Tea Cups per Day/Week   _______________ How Many Years? _____________
__ Alcohol Cups per Day/Week _______________ How Many Years? _____________
__ Soda Cups per Day/Week _______________ How Many Years? _____________
__ Artificial Sweeteners How Many Years? _____________



Family History
Age Health Problems

Father _______ _____________________________________
Mother _______ _____________________________________
Siblings _______ _____________________________________
1 _______ _____________________________________
2 _______ _____________________________________
3 _______ _____________________________________
Children _______ _____________________________________
1 _______ _____________________________________
2 _______ _____________________________________
3 _______ _____________________________________
Grandmother(M) _______ _____________________________________
Grandfather (M) _______ _____________________________________
Grandmother(F) _______ _____________________________________
Grandfather(F) _______ _____________________________________

How many times a week do you eat in a restaurant? Breakfast ___ Lunch___ Dinner___
What types of restaurants do you eat at?______________________________________________
What are your favorite foods? _______________________________________________________
Do you Crave Sweets? _____ At what time? _____ Do you Salt your food?________
Are there other foods you crave? Bread  Pasta  Dairy  Meat  Other: __________
What foods do you really dislike?_____________________________________________________
Are you on any specific diet? Which Diet? ______________________________________________
Would you like to increase or decrease your weight? If so, by how much: _____________________
When did you last have a significant change in weight? (More than 10lbs) _____________________
What exercise do you do and how often? _______________________________________________

____ Sedentary
____ Mild Exercise (I.E. Climbs stairs, walk 3 blocks, golf)
____ Occasional Vigorous exercise (I.E. work or recreation, Less than 4x/week for 30 min.)
____ Regular Vigorous exercise (I.E. Work or recreation, 4x/week for 30 minutes

How Many hours of sleep do you get each night? __________ Do you wake rested? _________
Are you Presently sexually Active? _______ Any difficulties? _______ Method of BC__________

Please Rate from 1-10 (1 being lowest and 10 being highest)
Current Stress level ___ How much does this affect you? ______________________
What are the major stress factors? ______________________________
Rate your current Emotional Health:  Excellent Good Fair Poor Unstable Crisis
Are you currently in Psychotherapy?____________ Do you have a good support team?___________
Does your home environment have a supportive effect on your health? ______________________
How many hours of relaxation do you give yourself during the work week? ___________________
During Weekends? _____________ Favorite recreational activities? _________________________
When was your last Eye Exam? _________________ Do you wear contacts? _______ Hard/Soft
Do you drink purified bottled water? ______ If so, what brand? _________________
Do you have an air purifier in the room you sleep in? ___________ What brand? ____________
Do you have Amalgam (silver fillings)? ______ Any other dental problems? ______
Do you make an effort to eat organically grown foods? __________________ what % _______
Are you considering any elective surgery or medical procedures in the near future? __________



Please Check the appropriate area if you have had any of the following health problems.

NOW PAST Treatment / Dates
Anemia _____________________________________
Anorexia/Bulimia _____________________________________
Arthritis _____________________________________
Asthma _____________________________________
Blood pressure (high or low) _____________________________________
Bone/Joint  _____________________________________
Cancer _____________________________________
Cirrhosis/Liver Disease _____________________________________
Diabetes _____________________________________
Epilepsy/Seizures _____________________________________
Eye Disease/Blindness _____________________________________
Fibromyalgia/Muscle Pain _____________________________________
Glaucoma _____________________________________
Headaches _____________________________________
Head Injury/ Brain Tumor _____________________________________
Heart Disease  _____________________________________
Hepatitis/Jaundice _____________________________________
Kidney Disease _____________________________________
Lung Disease _____________________________________
Menstrual Pain _____________________________________
Oral Health/Dental _____________________________________
Stomach/Bowel Problems _____________________________________
Stroke _____________________________________
Thyroid _____________________________________
Tuberculosis  _____________________________________
AIDS/HIV _____________________________________
STDS _____________________________________
Learning Problems _____________________________________
Speech Problems _____________________________________
Anxiety _____________________________________
Bipolar Disorder _____________________________________
Depression _____________________________________
Eating Disorder _____________________________________
Hyperactivity/ADD _____________________________________
Schizophrenia  _____________________________________
Sexual Problems _____________________________________
Sleep Disorder _____________________________________
Suicide Attempts/Thoughts _____________________________________
Other _____________________________________












