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Welcome to my practice. Enclosed are some forms for you to 
. To help me gain a complete picture of your 

past and present health concerns, please include as much information as you can. 
I think you will find the process of completing the questionnaires useful and it 
may stimulate questions that can be addressed at the time of your visit. 

We are located at 301 West Weaver Street in Carrboro. We are across from the 
RBC Centura bank. We have parking behind our building with an entrance 
available as well. If you did not request directions, and need them, please call 
919-932-6262 ext 10 and speak with Becca. 

We try our best to make sure that you are well taken care of, so please feel free to 
call if you have any questions. I am looking forward to spending an hour and a 
half with you on the day of your appointment.

Please call 24 hours in advance if you wish to reschedule or cancel your 
appointment. 

Thank you,

Dr. Susan R. DeLaney

fill out and 
complete before your appointment



RELEASE AND PERMISSION FORM

DATE_______________

I understand that Dr. Susan DeLaney is not a licensed medical doctor in the state of North 
Carolina but has a license for Naturopathic and Homeopathic medicine from the state of 
Oregon.

I understand that Dr. Susan DeLaney can not file insurance nor prescribe prescription 
medications. I understand that Dr. Susan DeLaney will be treating me with homeopathic 
remedies and supplements that sometimes do not have an immediate effect. 

I understand that I am responsible for all charges that I incur during my visits and 
payment is due at time of service.

________________________                   _____________________________
Print first and last name                             Signature

Thank you,

Dr. Susan DeLaney 



The Homeopathic Consultation:

Preparing for your initial visit with Dr. DeLaney

What Is Homeopathy?

How Does Homeopathy Work?

How Can You “Get the Most” From Your Visit?

Complete the enclosed forms

Please read this introductory material -- then, complete the accompanying forms. This information 
can answer some questions you may already have about homeopathy, but more importantly, can 
help you get the greatest benefit from your initial visit with Dr. DeLaney. You can save this 
brochure for later reference as well.

Homeopathy is a system of medicine based on the principle of “Like Cures Like.” Homeopathy 
uses small doses of natural substances to stimulate the body’s own healing mechanism.

“Like cures like” means that a substance that causes symptoms in a healthy person will cure 
them in an ill person. This was proven by Samuel Hahnemann, the founder of homeopathy who 
lived and practiced medicine in Germany in the 1700s. At that time, quinine was used to treat 
malaria. Hahnemann gave himself Cinchona Bark, the substance from which quinine was 
derived, and discovered he had symptoms identical to malaria. When he gave Cinchona Bark, in 
dilution, to someone with malaria, the patient became well. Through extensive research he found 
this principle applied to many, many other substances. In the last two centuries hundreds of 
substances have been tested in this way. These tests are called provings.

When a substance has been proven, it is entered into a Materia Medica, a source-book for 
homeopathy physicians. These entries detail the physical, mental and emotional symptoms that 
correspond to each substance. A homeopathic physician meets with a patient for an extended 
consultation to develop a comprehensive symptom picture. The physician can then match the 
patient to the correct remedy. A homeopathic remedy is a non-toxic dilution of the original 
substance. Today they are prepared in federally regulated pharmacies.

Homeopathic treatment considers the whole person. Your symptoms -- whether mental, or 
emotional -- are considered expressions of your system’s imbalance. Homeopathy treats not just 
you headache or your asthma but your total symptom picture with a remedy selected to correlate 
with your symptoms in order to assist your body in re-establishing its own natural balance. 
Supportive therapies such as nutritional supplements and herbs are also used to aid in this 
process.

During your initial consultation Dr. DeLaney will discuss with you in great detail your chief 
complaints, your likes and dislikes, your hopes and fears, and explore who you are as a person. 
Her choice of remedy is based on the information she gathers from you.

An hour and a half for a physician visit may seem generous by today’s standards but it is actually 
a short time to get to know someone “inside and out.” It takes time to understand a person 
thoroughly enough to effect a lasting cure.

Any remedy prescribed for you is based on the totality of symptoms you describe, so it is vital that 
Dr. DeLaney have as much information about you and your symptoms as possible. Your 
willingness to prepare thoughtfully and thoroughly for your initial visit increases the likelihood that 
Dr. DeLaney will have the information she needs to choose the best course of therapy for you. 
More specifically,

Some portions of the enclosed forms may be familiar, others not so. Each is designed, however, 
to help you explain your current condition and important related information in a way that gives 
Dr.DeLaney a complete picture of you as a person with likes, dislikes, a family, a history -- exactly 
what she requires to select an appropriate remedy. Please complete ALL parts of each form.



Think about your symptoms & how best to describe them

Onset/recurrence of symptoms

Location of complaint

Description of sensation or pain

Worsens or improves complaint (applies to emotional, mental, & physical concerns)

Associations with complaint

What Happens Next?

When you discuss with Dr. DeLaney the conditions or problems that bring you to her, try to be as 
specific as possible. You can use the questions below as a guide and even make notes if that will 
help you remember. For instance,...

Did the start of your problem/condition coincide with any occurrence, emotional upset, or stress? 
lack of sleep? exposure to weather? an injury or surgery? any kind of excess (alcohol, food, 
etc.)? anything else different?
Does anything seem to cause a recurrence of your symptoms? ... a disappearance of your 
symptoms?

Be specific: “Pain in left temple” is more helpful than “headache”

Is the feeling burning? tingling? crawling? itching? pressured? numb?
Is the pain cutting? aching? cramping? pulsing or throbbing? other?

Does it vary with the time of day or night? the season? the weather? Try to be precise, e.g., 
“walking at midnight” vs. “walking during the night”
Is it affected by your position -- sitting? standing? lying? lying on left? lying on right?
Is it affected by activity -- walking? running? resting? moving in a specific way?
Does temperature (cold or warmth) affect your condition?
Does eating or sleeping have an affect? Not eating? Not sleeping?

Does anything occur regularly in association with your symptoms - nausea with 
headaches? skin clearing during menstrual cycle?

Dr. DeLaney may send you home with a remedy and/or other recommendations after 
your visit, or she may want more time to consider the specifics of your condition. 
Directions will be provided for any remedy given to you and a follow-up appointment will 
be made for you before you leave the office.



Address

Zip  Code

Home Phone Work Phone

Occuoat ion

Bir thdate

ffi,ooo,r' ,
t - t

lAny pets in  household?,  - - - - J

Other  peop le  in  househo ld?

F i r s t  n a m e  i  R e l a t i o n

Hobbies and/or sDecial  interests



N a m e P h o n e  n u m b e r

l /Wt uris the main problem you want help with?

) ] / t i r rany other problems you want help wi th

List the name and type of other health care providers that are treating you ich iropractor, therapist, primary physician, etc.)

I f  you  need add i t iona l  space fo r  any  o f  the  above i tems,  p lease a t tach  a  sheet  and the  cor respond ing  number .

How long have you been tak ing  i t? Reason for taking i t?L is t  a l l  med ica t ions  you are

cur ren t ly  tak ine  ( inc l .  con t racep l ives)

How long d id  you take  i t?L is t  a l l  med ica t ions  you have
taken in  the  pas t

Reason fo r  tak ing  i t /

L is t  a l  I  v i tamins /supp lements How long d id  you take  i t l R.eason for taking i t?

are  cur ren t lv  tak in

L is t  any  a l le rg ies  t food,  d rugs ,  po l lens ,  e tc . )

L is t  n ra jo r  r l lnesses"  hosp i ta l i za t rons ,  surgery



l f  you have ever had any of these condit ions, please circle them.

Al le rg ies

A n e m i a

Ar th r i t i s

Asthma

B l e e d i n g  D i s o r d e r

C o l i t i s

Depress ion

Diabetes

Cal ls tones

C l a u c o m a

l- leartburn

Hear t  d isease

Hemorrho ids

Hepat i t i s

H e r n i a

High  b lood pressure

High  cho ies tero i

J a u n d i c e

Kidne;r  d isease

Kidney  s tones

Menta l  D isorder

M i g r a i n e

"Nerves"

P n e u  m o n  i a

Se izu  res

S i n u s i t i s

Sk in  d isease

Sleep d isorder

Stroke

Thyro id  p rob lems

Tubercu  los is

U  l c e r

V o m i t i n g  b l o o d

Warts

F O R  M E N

Prostate Problems

F O R  W O M E N

Breast  p rob lems

Cyst i t i s

Endomet r ios is

F ib ro ids

Hvsterectomy

Pelv ic  in fec t ion

Vag in i t i s

How many t imes have
vou been pregnant?

Narne P h o n e  n u m b e r

Indicate below which ailments have affected your relatives. Cive ages even if they arelwere healthy. Do/Did they have the same ailments
as you? Possible ailments: AIDS, alcoholism, allergies, arthrit is, asthma, cancer, diabetes, epilepsy, frequent colds, gonorrhea, gout, hay
fever, heart problems, hysteria, mental i l lness, obesity, paralysis, pleurisy, pneurnonia, skin affections, syphil is, thyroid problems, tuber-
culosis, ulcers, warts, and other problems in your family.

Age at
Death

Ai lments

Mother :

B rotiri:rs:

Ma te rn . r  i  C  randr lo the r :

l r4aterna I  C randfather:

Maternal  Aunts l l .J  ncies:

Paternal  CrancJmother

Paternal  Crandfather:

Paterna I  Au nts/U nc lcs:



N a m e P h o n e  n u m b e r  -

Please l is t  everyth ing that  you eat  or  dr ink for  three fu l l  consecut ive days.  l f  you are a
nurs ing  mother  and  th i s  appo in tment  i s  fo r  your  nu rs ing  ch i ld ,  p lease  l i s t  yourd ie t .D  I E T  D  I A R Y

D A Y  O  N  E D A Y  T W O
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SMOKINC -  l f  you  smoke,  how many packs  a  day?

ALCOHOL -How many dr inks  per  week{

RECR.FATIONAL DRL.!CS -  What and how nruch a ivcel<l

COFFEE -  How nrany  cuos  a  day i

COLA/SODA - How many giasses a r lay?

D AY T H R E E



N a m e P h o n e  n u m b e r

Please write a brief outl ine of your l i fe history. BeginninB with birth or early chi ldhood, l ist major
i l lnesses, injuries or hospital izat ions, signif icant turning points or major events in your I i fe. PIease
include periods of eating disorders, heavy alcohol, cigarettes, coffee, pharmaceutical or recreational
drugs, and major deaths or i l lnesses in family. For women, aiso include events related to your repro-
ductive system (f irst period, menopause, pregnancies, abort ions, birth control,  etc.).  I f  you are f i l l ing
this out for your chi ld, please include any notable information about the pregnancy and nursing.
Keep i t  br ief and simple, we wil l  go into detai l  as needed.
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