
                                                        Claude Lainesse, Homeopath 
                                            296 Flanagan Court, Newmarket, On. L3X 2E7 
                                               905-806-1771 claude@familyhomeopath.ca 

Dear Patient,       

Please take a moment to read and fill out the questionnaire provided in the next pages. Answer every 
question to the best of your ability, keeping in mind that the information you give will help me choose the 
appropriate remedy and course of treatment. Please note that I will be the only one reviewing this 
questionnaire and that all information will be kept in the strictest of confidence. 

Fee schedule:    

Initial consultation:  Adult: $150.00 (1 1/2 to 2 hours) 
                                 Children (18 and under): $80.00 
                                 Students and Seniors: $120.00 

Follow up consultations: $50.00/visit (20 to 40 minutes) 
                                     
Acute care consultations: $10.00/10 minutes 
(Phone and Skype consultations available) 

Missed appointments or late cancellations (less than 24 hours): $50.00 

Medical/Professional Disclaimer: Please read the following carefully (if under 19 years of age, a parent or 
guardian must sign). 

I, the undersigned, understand that Claude Lainesse is not a medical doctor and as such will not diagnose 
any medical conditions I may have now or in the future. She also does not recommend changing any 
prescription or regimen that has been prescribed to me by my family physician. I also understand that 
homeopathy is not covered under OHIP and as such I agree to pay all fees incurred at the time of the visit. 
Form of payment is Cash or Cheque. 

Treatment Consent: 

I, the undersigned, acknowledge that I have been informed of the procedure involved in homeopathic care 
and thereby voluntarily consent to the homeopathic assessment/treatment provided by Claude Lainesse.  I 
understand that this consent can be withdrawn at any time. 

Date: ________________________________ 

Name of Patient/Guardian: ___________________________________ 

Address: _________________________________________________ 

Signature of Patient/Guardian: ________________________________ 

Signature of treating homeopath: ______________________________ 

                                      

                                                           


