
 
Village Herbal Clinic  

Nadine Ijaz RH(AHG) 

250.733.0662 

 
Village Herbal Clinic offers individualized nutrition, lifestyle and herbal medicine 

approaches to a wide cross-section of health conditions and preventative concerns.   

Our therapeutic programs are natural and self-empowering, promoting ecological and 

social sustainability while improving vitality of body and spirit.   

* 

We integrate Traditional Chinese and Ayurvedic medical sciences  

alongside contemporary medical understanding.  We genuinely care about you and your 

family, and seek to build relationships in community. 

* 

Consultations with a medical herbalist and clinical nutritionist do not include biomedical 

diagnosis or treatment, and are intended to complement your physician’s approaches.  

Do advise your medical doctor of any information or recommendations discussed in these 

sessions. Please continue to seek the care of a licenced physician.

ALL INFORMATION WILL BE KEPT STRICTLY CONFIDENTIAL 

      

Name: (first) ______________________________________________ (last)________________ _______________________________________  Sex:  F_______M_______ 

Address: ________________________________________________________________Town: _______________________________________________ Province: _________ 

Postal Code:  ___________  Phone:  __________________________________________  E-mail: __________________________________________________________  

Height: __________ Weight: _________  Date of Birth: _______________________________ Occupation: _____________________________________________  

Blood type (if known): _____________  Names & Ages of Children:  _________________________________________________________________________ 

Physician's Name:  _____________________________ Emergency Contact: ______________________________  Phone: _______________________________ 

* 

PART I: HEALTH HISTORY & ASSESSMENT 

1. What are your present complaints/concerns? Describe onset of condition; what makes your symptoms worse/better. 

_________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________ 

2. Please list any medications, herbal or homeopathic remedies, or nutritional supplements you are currently taking, along 

with dosage information.  ________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________________ 

3.  Please list any major past illness, surgery, accident or toxin exposure, and your age at the time.  _____________________________ 

_________________________________________________________________________________________________________________________________________________________  

4. Describe (with date) any major past substance use, including marijuana, antibiotics, alcohol, tobacco, birth control. 

_________________________________________________________________________________________________________________________________________________________ 

5.  Have you had recent surgery or are you currently pregnant?________________________________________________________________________ 

 

6.  Medical History:  Please indicate "X" for self, "F" for Father, "M" for mother, "S" for siblings, "G" for grandparents. 

__________ Anemia  ___________ Arthritis __________  Alcoholism/Substance Abuse  ___________Diabetes  

__________ Heart disease ___________ Hepatitis   ___________ Herpes    ___________ High blood pressure 

__________ Osteoporosis ___________ Glaucoma ___________ Stroke    ___________ Hypo/Hyper-thyroid 

___________ Epilepsy ___________ Venereal disease    Cancer (indicate type): _______________________________________________________ 
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7. Please mark off in the diagram, using circles (or X’s if you’re filling this 

out online), where in your body you experience pain, inflammation or 

discomfort.  Below, describe any chronic or recent accidents, as well as 

discomforts of unknown origin.  

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

   

8.  Please check off (X) all symptoms which you currently experience. 
    

ENERGY & BODY TEMPERATURE 

 Low energy  

 Sluggish/heavy feeling 

 Feeling too cold  

 Cold hands and/or feet 

 Feeling too warm 

 Hot hands and/or feet 

 Warm facial flushing 

 Hot flashes 

 Spontaneous sweating 

 Inability to sweat 
 

DIGESTION 

 Low appetite 

 Very strong appetite 

 Variable / irregular appetite 

 Bloating after eating 

 Intestinal gas / flatulence 

 Acid reflux 

 Constipation 

 Soft / loose stools 

 Food particles in stools 

 Mucus &/or blood in stools 

 Prefer cold drinks 

 Prefer warm drinks 

 Strong thirst 

 Dry mouth 

 Low/no thirst 

 Frequent burping / hiccupping 

 Frequent urination 

 Painful urination 

 Dark yellow urine 

 Clear-coloured urine 

 Trickling/incomplete urination 

 

 

SLEEP 

 Difficulty falling asleep 

 Waking up through the night 

 Intense/vivid dreaming 

 Night sweating 

 Waking at night to urinate 
 

SKIN, EYES, EARS, NOSE & THROAT 

 Dry skin, hair and/or lips 

 Thinning or balding hair 

 Itchy and/or red skin conditions 

 Bruise easily 

 Dry, red and/or itchy eyes 

 Spots or floaters in field of vision 

 Ringing in the ears 

 Hearing loss 

 Dizziness 

 Mucus in nose or throat 

 Coughing and/or wheezing 

 Chronic sore throat 

 Frequent colds and flus 
 

DENTAL 

 ‘Silver’ (mercury) fillings 

 Root canals (#) ________ 

 Temperature sensitive teeth 

 Receding gums 
 

MENTAL/EMOTIONAL 

 Depression 

 Joylessness 

 Forgetfulness 

 Anger 

 Irritation 

 Lack of focus / jittery 

 Fear/Insecurity 

 

OTHER 

 Hemorrhoids 

 Itching or twitching 

 Pains that ‘move’ around 

 Puffiness or swelling 

 Fungal conditions 

 Athlete’s foot 

 Yeast infections 

 Unusual taste in mouth 

 Unpleasant breath / body odor 

 Allergies/sensitivities 

 Low sexual drive 

 Other sexual difficulties 
 

WOMEN ONLY 

 Post-menopausal 

 Regular periods 

 Irregular periods 

 Premenstrual discomfort 

 Premenstrual mood changes 

 Painful periods 

 Light blood flow 

 Heavy blood flow 

 Spotting 

 Period longer than 6 days 

 Bright red blood 

 Dark red/purple/brown blood 

 Watery/mucusy blood 

 Clots smaller than a dime 

 Clots larger than a dime 

 Yellow/green discharge 

 White/clear discharge 

 Uterine fibroids/ovarian cysts 

 Hysterectomy 

 History of miscarriage/infertility 

 History of abortion (optional)
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PART II:  DIET & LIFESTYLE 

1. Please describe your average daily diet in detail, including mealtimes, preferred foods, and amounts. 

Breakfast: ________________________________________________________________________________________________________________________________________  

Lunch:  ____________________________________________________________________________________________________________________________________________ 

Dinner :  __________________________________________________________________________________________________________________________________________ 

Snacks:  ___________________________________________________________________________________________________________________________________________ 

Beverages:  ________________________________________________________________________________________________________________________________________ 

    

2.  Please indicate if you consume the following foods or use the following items: 
 

GENERAL

 Home-cooked food 

    Organic food 

   Restaurant food 

  Processed/Packaged Food  
 

FRUITS & VEGETABLES 

 Salads / raw vegetables 

 Cooked vegetables 

    Fresh fruit 

 Dried fruit 

 Fruit juices 

 Other juices 
 

CARBOHYDRATE-RICH FOODS 

  Boxed breakfast cereal 

  Granola bars / Energy bars 

  Sweet baked goods 

 Bread and pasta 

 Whole grains 

  Ice cream and/or chocolate 

 Rice milk and/or rice cakes  

FATS & OILS 

 Butter  

 Olive oil 

 Coconut oil 

  Flax seed oil 

  Margarine 

  Canola and/or other 

vegetable oils  

  Store-bought salad 

dressings 
 

BEVERAGES & COOKWARE  

  Soft drinks   

 Filtered/Spring water  

 Herbal, green or black tea 

 Coffee  (# of cups) _________ 

   Alcohol (# drinks/week) _______ 

 Non-stick cookware 

   Plastic wrap  

 Microwave  
 

 

 

PROTEIN-RICH FOODS 

 Fish 

   Beans and Lentils  

 Eggs 

  Nuts and seeds 

 Nut butters  

 Milk 

 Yogurt and/or cheese 

   Red meat (beef, lamb etc.) 

  Chicken / turkey / pork 

  Sandwich/deli meats 

 Tofu and/or tempeh  

 Miso and/or soy sauce 

 Soya-based ‘milk’, ‘cheese’, 

veggie ‘meat’   

 Protein powders/bars/shakes 

 Quinoa and/or amaranth 

 Chlorella or spirulina

   

3. Describe your regular physical exercise, along with time devoted to it._________________________________________________________ 

________________________________________________________________________________________________________________________________________________________

4. Describe any regular relaxation, hobbies, meditation, prayer and/or spiritual activity.  ___________________________________ 

_______________________________________________________________________________________________________________________________________________ 

5. How many hours per day do you work/study/sleep? ____________________________________________________________________________ 

6. What level of stress are you currently experiencing (1: none ... 10: unbearable)? What are the major factors 

influencing your stress?  ________________________________________________________________________________________________________________
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PART III:  PERSONAL STATEMENTS 

1.  Are there any dietary and/or lifestyle changes you would like to make? ______________________________________________________ 

________________________________________________________________________________________________________________________________________________________ 

2.  Have you ever used herbal medicine, or other holistic/natural therapies (acupuncture, massage, chiropractic, 

homeopathy) before?   If so, please describe your experiences.  _______________________________________________________________________ 

_______________________________________________________________________________________________________________________________________________________ 

3.  Do you have any specific issues you would like to discuss that have not been covered elsewhere on this form?       

(If you’d rather discuss these in person than write them down here, that’s fine.)  _____________________________________________ 

________________________________________________________________________________________________________________________________________________________ 

4.  What are you seeking from this consultation?  _______________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________

    

  

I acknowledge that I am here today and at any subsequent session, 

on my own personal behalf (and/or on behalf of my immediate family), 

to learn about nutritional, lifestyle and herbal options that I may choose for improving my health.   

* 

I understand that medicinal plants can be strong healing substances that may rarely have unwanted effects due to 

personal allergy or sensitivity, or to unanticipated interactions.  I undertake to keep Nadine Ijaz (Village Herbal 

Clinic) fully informed about any medications I may be taking and medical diagnoses I may receive, in order to 

prevent the rare event of an unwanted effect.  I hereby release Nadine Ijaz (Villlage Herbal Clinic) from any and all 

liability associated with any substances I may ingest in association with our consultations. 

* 

I recognize that the services offered by Nadine Ijaz RH(AHG) and her Associates (Village Herbal Clinic) do not involve 

conventional medical diagnosis or treatment of any disease, and will continue to seek out conventional medical care 

as necessary.  I recognize that there are some situations where Nadine Ijaz will be unable to continue therapeutic 

work without important medical information that can only be received by consulting with a physician. 

* 

I understand that lasting results are rarely instantaneous, and can take some time to take effect.  I understand that 

while health improvements are not guaranteed with any treatment protocol, Nadine Ijaz (Village Herbal Clinic)  

will assist me and my family to the best of her ability, on our path towards improved health and well-being.   

 *  

I undertake full responsibility for my own well-being (and/or that of the family member on whose behalf  

I am seeking consultation) as it relates to these sessions. 

* 

May I, and my family, be well. 

 

 

Signed: _______________________________________________________    Date:  ______________________________________________



 

Consultation Fees: by sliding scale.  This means you choose what you are able to pay on the scale listed below, 

no questions asked.  Please talk to us if these rates are out of your means, let’s find a way to work together. 

 

Initial Adult Consultation (90 minutes):  $100 - $150 

Follow Up Adult Consultation (45 – 60 minutes):  $50 - $85 

Children`s Initial Consultation:  $85 - $125 

Children`s Follow-Up Consultation:  $40 - $75 

Short Follow Ups for Adults and Children (under 30 minutes):  $25 - 40 

Short Consultations for Acute Colds/Flus/Etc. (10 – 15 minutes, or by phone):  $15 -30 

Telephone / Skype Consultations:  according to above full rates (sliding scale not available) 

Brief email questions and 5 minute phone calls:  Free for existing clients 

 

We accept cash and cheque at this time.  We can offer housecalls in the Cowichan Valley if needed, please enquire.   

 

Cancellation Policy:  Please be sure to give us 24 hours notice for all cancellations in order to avoid full fees. 

 

Directions to Clinic:  We are located in a countryside cottage in beautiful Shawnigan Lake, at 2445 Recreation 

Road.  Please call us at 250-733-0662 if you would like clarification on these directions. 

 

From Hwy 1, coming North from Victoria, turn left (West) onto Shawnigan-Mill Bay Rd., just after the Mill Bay 

(Thrifty`s) plaza.   Now follow Shawnigan-Mill Bay Road, all the way into Shawnigan Lake Village, where there is a 

four way intersection with a gas station and a few shops.   Turn left onto Shawnigan Lake Road, and follow it down 

the hill.  Turn right on Recreation Road immediately after you pass under the train bridge.  Follow Recreation Road 

straight and as it veers to the left, past Old Mill Park, and almost past the trailer park on the right hand side.  We 

are at 2445 Recreation Rd., on your left just before the end of the trailer park on your right.  There are two houses 

at this address, ours is the smaller cottage on the right hand side.   

 

From Hwy 1, coming South from Duncan or Nanaimo direction, drive past Cowichan Bay, past the Rona store on 

the right,  all the way to Shawnigan-Mill Bay Rd., where you will turn right.  Now follow Shawnigan-Mill Bay Road, 

all the way into Shawnigan Lake Village, where there is a four way intersection with a gas station and a few shops.   

Turn left onto Shawnigan Lake Road, and follow it down the hill.  Turn right on Recreation Road immediately after 

you pass under the train bridge.  Follow Recreation Road straight and as it veers to the left, past Old Mill Park, and 

almost past the trailer park on the right hand side.  We are at 2445 Recreation Rd., on your left just before the end 

of the trailer park on your right.  There are two houses at this address, ours is the smaller cottage on the right hand 

side.   

 

From Shawnigan Lake Village:  from the centre of the village, follow Shawnigan Lake Road southbound in the 

direction of Victoria.  Turn right on Recreation Road immediately after you pass under the train bridge.  Follow 

Recreation Road straight and as it veers to the left, past Old Mill Park, and almost past the trailer park on the right 

hand side.  We are at 2445 Recreation Rd., on your left just before the end of the trailer park on your right.  There 

are two houses at this address, ours is the smaller cottage on the right hand side.   

 

Welcome!      


