
 
NATUROPATHIC FAMILY MEDICINE 

Jennifer Zeglen, ND 
 

 
Dear New Patient, 
I look forward to welcoming you to my office and working together to improve your health and well-being.  Listed below is 
some information that should be of help and importance to you.  Please read it carefully and contact me if you have any 
questions or concerns.  You will also find several forms attached that you should complete and bring with you to your first 
appointment.   
 
Office Location/Hours   
The office is located at 1991 Village Park Way, Suite206A in the Village Park neighborhood of Encinitas.  Park near and enter 
the complex at suite 100 and check in with the receptionist.  Office hours vary but include some evenings and Saturdays.  I am 
also available by phone at 760-216-8769 and email at jennifer@drzeglen.com.   
 

 
 
What To Expect 
Most initial appointments are 90 minutes long.  This allows plenty of time to discuss your health concerns and medical history, 
perform indicated physical examinations (please note I am not able to offer gynecological exams at this time), and come up with 
a basic treatment plan.  Certainly any painful or uncomfortable symptoms will be addressed right away.  Occasionally I will 
suggest we split the first visit in to two separate days if I need to review a complex medical history or order labs before starting 
treatment.  Discounted weekly appointments are also available for situations where regular check-ups are helpful, such as weight 
loss or health coaching. 
 
Phone/email consults are available, at no charge, following an appointment in order to answer questions and concerns about 
treatment.  Consults for new problems or for patients who have not been seen recently may be charged at the same rate as an 
office visit.  I also offer complementary phone and email consults from potential patients who would like to find out more about 
how naturopathic medicine may be able to help them.  
 
Some of the possible treatments I will recommend include nutrient therapies, dietary changes, herbal medicines, hydrotherapy, 
homeopathy, and lifestyle counseling.  All treatment plans are based on the Six Principles of Naturopathic Medicine: do no 
harm, treat the cause, work with the body to heal itself when possible, treat the whole person, educate the patient, and focus on 
prevention.     
 
Natural Pharmacy 
I carry numerous high-quality, professional-grade supplements and botanical products for patients to purchase as part of their 
treatment plans.  These provide convenience and cost-savings for the patient (I discount many products compared to retail).  
They also insure that a high-quality product is being used.  The supplement industry includes a broad range of quality and 
effectiveness.  Some of the products available make overstated health claims, being more concerned with marketing than with 
clinical effectiveness and medical research.  In addition, products that are not rigorously tested for purity are sometimes 
contaminated or contain cheaper, less-effective forms of key ingredients.  These products are not regulated by the FDA, making 
it more important to use brands that have a record of purity, effectiveness, and independent testing.  I am aware that there is 
potential for a conflict of interest in selling supplements and so I pledge to never prescribe products that are unnecessary and to 
discontinue prescriptions as soon as it is medically appropriate.  If you prefer to purchase products from other sources, I will be 
glad to give you other options for finding high-quality items. 
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NATUROPATHIC FAMILY MEDICINE 

Jennifer Zeglen, ND 
NOTICE OF PRIVACY PRACTICES 

 
This notice describes how medical information about you may be used and disclosed and how you can get access to 
this information.  I understand that this information is very personal and I am committed to protecting your 
confidentiality.  I am also required by law to make sure that medical information that identifies you is kept private 
(with certain exceptions), to give you this privacy notice, and to follow its terms.  Please review this notice carefully.  
If you have any questions, contact Dr. Zeglen at 760-216-8769. 
 
How I May Use & Disclose Your Medical Information 
For treatment: I may disclose your medical information to other doctors whom I consult with about your case, to 
medical student interns, other medical staff involved in your care, or your family (unless you have specified otherwise 
in writing) if they are involved in your health care or the payment of your health care. 
 
For payment: I may disclose medical information about you if necessary to coordinate payment from an insurance 
company or health savings account.   
 
In phone messages/correspondence: I may disclose medical information about you in order to remind you about an 
appointment you have, send a greeting card, inquire about your health, or send periodic health newsletters that pertain 
to your health.  This may be in the form of a phone message, letter, or email.   
 
Research: I may disclose medical information about you for research purposes, however your identifying information 
will be removed from your medical record unless your permission is specifically obtained. 
 
As Required By Law: I will disclose medical information about you when required to do so by law, for example to 
report the incidence of certain diseases, to report suspected abuse or neglect of children or elders, in response to a 
court order or warrant, etc.. 
 
To Avert Serious Threat to Health or Safety: I may disclose medical information about you when necessary to prevent 
a serious threat to your health and safety or that of the public or another person.  Any disclosure would only be to 
someone able to prevent that threat. 
 
Your Rights Regarding Medical Information About You
Right to Inspect and Copy: You have the right to inspect and request a copy of medical information and billing 
records, but this may not include some mental health information.  To inspect or request a copy, you must provide a 
written request in advance to Dr. Zeglen.  You may be charged a fee for the costs of copying and mailing your 
request. 
 
Right to Amend: You have the right to amend your medical information if you feel it is incorrect or incomplete.  To 
request an amendment, you must provide a written request to Dr. Zeglen including a reason that supports your 
request. 
 
Right to an Accounting of Disclosures: You have the right to request a list of the disclosures made of your medical 
information, other than those made for purposes of your treatment, payment, or correspondence. 
 
Right to Request Restrictions: You have the right to request restrictions on the disclosure of your health information, 
for example, that I not disclose to a particular family member.  I am not required to agree with that request, but will 
comply when possible. 
 
Complaints 
If you believe your privacy rights have been violated, you may file a complaint with Dr. Jennifer Zeglen directly, or 
with the Secretary of the Department of Health and Human Services.   
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NATUROPATHIC FAMILY MEDICINE 
Jennifer Zeglen, ND 

PRIVACY & FINANCIAL POLICIES 
 

 
Last Name: __________________________ First Name: ______________________  DOB:__________ 
 
 Privacy Practices 
 
You will find a copy of “Notice of Privacy Practices” enclosed.  This notice outlines the types of uses and disclosures that may occur 
involving your protected health information, describes your rights, and explains how you may exercise those rights. Please read it carefully. 
If you have questions concerning the management of your healthcare information, wish to inquire about your rights, or if you wish to view 
your medical record, please contact the office in advance. 

 
Can phone messages with confidential health information be left on your:                
    Home Phone: Yes     No               Work Phone: Yes     No                Cell Phone: Yes     No 
 

Do you wish to receive periodic health newsletters and announcements by email and/or mail?       Yes     No 
 
I hereby acknowledge that I have received a copy of Dr. Zeglen’s “Notice of Privacy Practices”.  
 
X______________________________ Date:__________            X______________________ Date:__________          

(Patient’s Signature)        (Guardian/Representative’s Signature)  

                   Relationship to patient: __________________  
 

 
 

Financial Policies 
 
Services are billed at the following rates:    
First Visit, comprehensive  (90 min):    $225 
First Visit, well-visit/basic  (60 min):    $150 
 
Return Visit   (60 min)    $150 
Return Visit   (40 min)    $100 
 
Weekly Check-ins  (15 min per week)   $135/month 
 
Phone or email consults for new problems or for patients who have not been seen recently may be charged at the same rate as 
an office visit (with advance notification).   
 
• Any laboratory, imaging, and supplement costs are additional.   
• Cancellations require 24 hours notice.  A fee of $25 may be charged for missed appointments.                                          
• Full payment is due at the time of service.   
• An insurance billing form will be provided if the patient wishes to request reimbursement from their insurance plan.  

This office is not able to provide insurance billing services. 
 
 
X______________________________ Date:__________            X______________________ Date:__________          

(Patient’s Signature)        (Guardian/Representative’s Signature)  

                   Relationship to patient: ____________________ 
 
 

3/01/08 



 
NATUROPATHIC FAMILY MEDICINE 

Jennifer Zeglen, ND 
 

INFORMED CONSENT TO TREAT 
   

 
I, ________________________________________, hereby authorize Dr. Zeglen to perform the following specific procedures 
as necessary to facilitate my diagnosis and treatment: 
 
Common diagnostic procedures:  e.g., venipuncture, Pap smears, laboratory, spirometry, TB testing. 
Minor office procedures:  e.g., dressing a wound, ear cleansing, nasal/sinus irrigation & dilation, immunization. 
Medicinal use of nutrition: therapeutic nutrition, nutritional supplementation, and intramuscular vitamin injections. 
Botanical medicine:  botanical substances may be prescribed as teas, alcoholic tinctures, capsules, tablets, creams, plasters, or 
suppositories. 
Homeopathic medicine:  the use of highly dilute quantities of naturally occurring plants, animals and minerals to gently 
stimulate the body’s healing responses. 
Lifestyle counseling and hygiene: diet therapy, promotion of wellness including recommendations for exercise, sleep, stress 
reduction and balancing of work and social activities. 
Psychological Counseling 
 
I recognize the potential risks and benefits of these procedures as described below: 
 
Potential risks:  allergic reactions to prescribed herbs and supplements, side effects of natural medications, inconvenience of 
lifestyle changes, injury from injections, venipuncture or procedures. 
 
Potential benefits:  restoration of health and the body’s maximal functional capacity, relief of pain and symptoms of disease, 
assistance in injury and disease recovery, and prevention of disease or its progression. 
 
Notice to Pregnant Women:  All female patients must alert the doctor if they know or suspect that they are pregnant as some 
of the therapies used could present a risk to the pregnancy. 
 
With this knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have been given to me 
regarding cure or improvement of my condition.  I understand that I am free to withdraw my consent and to discontinue 
participation in these procedures at any time. 
 
I understand that my medical record will be kept confidential and will not be released to others unless so directed by myself or 
my representative or unless it is required by law.  I understand that I may look at my medical record at any time and can request 
a copy of it by paying the appropriate fee.  I understand that my medical record will be kept for a minimum of three, but no 
more than ten years after the date of my last visit.  I understand that information from my medical record may be analyzed for 
research purposes, and that my identity will be protected and kept confidential.  I understand that any questions I have will be 
answered by my practitioner to the best of his/her ability. 
 
 
 
X____________________________ Date:__________            X_________________________ Date:__________          

(Patient’s Signature)                (Guardian/Representative’s Signature)  

                           Relationship to patient: _____________________  
 
 
 
 
 
 
 
 
 

3/01/08 



 

NATUROPATHIC FAMILY MEDICINE 
Jennifer Zeglen, ND 
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PPAATTIIEENNTT    IINNFFOORRMMAATTIIOONN  
 

Last Name: _________________________________ First Name: ____________________________ MI: ______ 

Date of Birth: _______________           Sex:   �Male    �Female 

Address: ___________________________________________________________________________________ 

     City: _____________________________________________     State: __________      Zip: _______________  

Mother’s/Guardian’s Name & Address: _________________________________________________________________ 

___________________________________________________________________________________________________ 

Mother’s/Guardian’s Phone:      Home: ____________________    Work: _____________________  

    Cell Phone: ______________________________     Email: _________________________________________ 

Father’s Name & Address (if different): ____________________________________________________________ 

___________________________________________________________________________________________ 

Father’s Phone:      Home: ______________________    Work: _______________________  

    Cell Phone: ______________________________     Email: _________________________________________ 

Emergency Contact (not a parent)     Name: ____________________________________________________ 

                    Phone #: __________________________________________________ 

                    Relationship: _______________________________________________   

 

Does the patient have a primary care doctor?:   Name:_________________________________________________ 

                                                                          Address:_______________________________________________ 

                     Phone #:_______________________________________________ 

May I contact this doctor if necessary?     �Yes     � No 

Do you have a Health Savings Account (HSA)?   Yes    No 

Do you have any special needs? __________________________________________________________________ 

Is this patient visually impaired?    �Yes     �No                 Is this patient hearing impaired?      �Yes      �No          

How did you hear about Naturopathic Family Medicine?  ______________________________________________ 

 

X______________________________Date:_______           Relationship to patient: _______________________ 
(Guardian/Representative’s Signature)  



   
NATUROPATHIC FAMILY MEDICINE 

Jennifer Zeglen, ND 
PEDIATRIC CONFIDENTIAL HEALTH HISTORY (Completed By Parent/Guardian) 

 
 
Child’s Full Name: _________________________________________       Prefers To Be Called ____________________ 

Birthdate:__________   Age: _____   Sex: _____  

 

 

PRESENT HEALTH CONCERNS 

Please list your most significant reasons for seeking naturopathic medical care.  If a diagnosis has been made, please indicate the date 

and place it was diagnosed: 

1. 

 

2. 

 

3. 

 

Date of last complete check-up/well-child exam: _________________________________________________ 
 

Please list medications that this patient is currently taking, with dosages: 

1._________________________________________   3.__________________________________________ 

2._________________________________________   4.__________________________________________ 

 

Please list all supplements that this patient is currently taking (including brand name) with dosages: 
1._________________________________________   4.__________________________________________ 

2._________________________________________   5.__________________________________________ 

3._________________________________________   6.__________________________________________ 

 
Please list any severe or life-threatening allergies (medication or inhalants): ________________________________  

Explain: ___________________________________________________________________________________  

 

Please list any other allergies/sensitivities (foods, chemicals, animals, dust/mold) 

___________________________________________________________________________________________

___________________________________________________________________________________________

________________________________________________________________________________________ 
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PERSONAL MEDICAL HISTORY 

How would you rate the patient’s general health? (circle one):         excellent         good          fair          poor 

How was the pregnancy and birth for the birthmom?  _______________________________________________ 

_________________________________________________________________________________________ 

Did the child have any difficulties after birth? ______________________________________________________ 

 

Serious Illnesses/Injuries/Surgeries Age Outcome 

1.   

2.   

3.   

4.   

Immunizations & Dates:  Hepatitis B __________________    Hib ___________________________________ 

                                            DTaP ______________________    PCV (Pneumococcal) _____________________ 

                                            Polio _______________________    Varicella (chickenpox) ____________________ 

                                            MMR _______________________   Other _________________________________ 

FAMILY MEDICAL HISTORY 

Conditions: Check ( ) conditions you currently have or have had in the past: 
 Allergies                             Chronic Fatigue                     Heart Disease                    Migraine 
 Alcoholism                         Diabetes                                Hepatitis                            Osteoporosis 
 Anemia                               Drug Addiction                     Herpes                               Pneumonia 
 Arthritis                              Eating Disorder                     High blood pressure          Psychiatric care 
 Asthma                               Eczema                                 High cholesterol                 Stroke/TIA 
 Bleeding Disorders             Epilepsy                                HIV positive                       Suicide attempt 
 Cancer                                Fibromyalgia                         Intestinal disorder               Syphilis 
 Candidiasis                         Frequent infections                Kidney disease                   Tuberculosis 
 Cataracts                            Glaucoma                              Liver disease                       Other_______ 
 Chemical Sensitivity           Gonorrhea                             Lung problems 

For any checks above, please list condition and relatives affected: 

Condition: Relative(s): 
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LIFESTYLE 

Are you satisfied with your child’s diet?   yes    no      Are you satisfied with you child’s weight?   yes    no 

Does the child have any dietary restrictions (e.g. vegetarian)?  yes ____________________   no 

What are some of the child’s favorite foods? ____________________________________________________ 

_______________________________________________________________________________________ 

Typical Daily Diet:  Breakfast________________________________________________________________ 

                                Lunch    ________________________________________________________________ 

                                Dinner   ________________________________________________________________ 

                                Snacks   _________________________________________________________________ 

                                Drinks  __________________________________________________________________ 

 

Does anyone in the home smoke?   yes    no      What pets are at home? ______________________________ 

How many hours of sleep per night? __________      Does the child take regular naps?  yes    no 

Do you feel the child is safe at home?  yes   no      Do you feel that others in your house are safe?  yes    no 

How many hours of TV/computer time does the child spend on the average day? __________________ 

How would you rate the child’s academic performance (if applicable)?      excellent         good          fair          poor 

Does your child have any fears? ________________________________________________________________ 

 
What are some of your child’s favorite activities? ___________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 
Is there anything else important to know about your child? ____________________________________________ 

___________________________________________________________________________________________

___________________________________________________________________________________________

________________________________________________________________________________________ 

 
 
Name of Parent/Guardian Completing Form: ___________________________________________      
 
Signature*: ________________________________________________         Date: ___________ 
*By signing this form you are acknowledging that you have the legal authority to seek medical care for this minor. 
                


