Willow Bend Chiropractic

5930 W. Park Blvd. Ste. 500 * Plano, TX  75093 * (972) 267-5998
NUTRITIONAL NEW PATIENT INFORMATION

Patient Name: _____________________________________________________________ Date: _____/_____/_______________

Date of Birth: _____/_____/_______________ Age: ________        Sex: (Male / Female)     Height: ________     Weight: ________

Marital Status: Single / Married / Divorced        Name of Spouse:_____________________________________________________

Occupation: ______________________________________________        E-mail: ______________________________________
Any household pets or other animals that you are in close contact with? _______________________________________________

You would rate your overall health as (please circle): Excellent / Fair / Poor / Other ______________________________________

What can we do to make you happier? _________________________________________________________________________

REASON FOR CURRENT VISIT

Chief Complaint (reason you are here): ________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Previous Treatments for this Complaint: ________________________________________________________________________

________________________________________________________________________________________________________

Please List Other Issues or Problems: ________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently under the care of a health care professional for this issue? _______ (Approximate Last Visit Date:____________)
HEALTH HISTORY

List Major Illnesses (with approximate dates):____________________________________________________________________
________________________________________________________________________________________________________

Past Accidents, Falls, or Sports Injuries (with approximate dates):____________________________________________________
________________________________________________________________________________________________________Past Surgeries or Medical Procedures (with approximate dates):_____________________________________________________
________________________________________________________________________________________________________Check the Following Items which Apply to You and Indicate the Amount :

□Coffee
 __________

□Tea
 __________

□Soft Drinks
 __________

□Diet Drinks 
__________

□Artificial Sweetener 
__________

□Antacids
__________

□Laxatives 
__________

□Candy
__________

□Ice Cream 
__________

□Alcohol 
__________

□Cigarettes 
__________

□Other Tobacco 
__________

How many desserts do you have in an average week? ____________________________________________________________

Please List Any Medications You are Taking: ____________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please List Any Vitamins, Herbs, or Supplements You are Taking: ___________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Willow Bend Chiropractic
5930 W. Park Blvd. Ste. 500 * Plano, TX  75093 * (972) 267-5998

PERMISSION & AUTHORIZATION FORM REGARDING NUTRITIONAL MUSCLE RESPONSE TESTING

I specifically authorize the natural health practitioners at Willow Bend Chiropractic to perform Nutritional Muscle Response Testing health analysis and to develop a natural, complementary health improvement program for me which may include dietary guidelines, nutritional supplements, etc. in order to assist me in improving my health, and not for the treatment, or “cure of any disease.
I understand that Nutritional Muscle Response Testing is a safe, non-invasive, natural method of analyzing the body’s physical and nutritional needs, and that deficiencies or imbalance in these areas could cause or contribute to various health problems. I also understand that Nutritional Muscle Response Testing is not a method for “diagnosing” or treating any disease.

No promise or guarantee has been made regarding the results of Nutritional Muscle Response Testing or any natural health, nutritional or dietary programs recommended, but rather that I understand that Nutritional Muscle Response Testing is a means by which the body’s natural reflexes can be used as an aid to determining possible nutritional imbalances, so that safe natural programs can be developed for the purpose of bringing about a more optimum state of health.
WILLOW BEND CHIROPRACTIC’S HIPAA AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH CARE INFORMATION
By signing this form I authorize the use and use disclosure of my health information as described below:

1. Description of information:  Disclosure of my condition, prognosis, and treatment plan___
2. Name or class of person(s) or class or persons authorized to make the use or disclosure: Employees and Authorized Agents of Willow Bend Chiropractic____________________
3. Name or identification of person(s) or class of persons authorized to receive the information (please list all family members, spouse name, friends or representatives that we may discuss your medical condition with): ______________________________________________________________________
4. Date or event when authorization expires: This authorization does not expire unless: ______________________________________________________________________
5. Description of each purpose of the requested use or disclosure: Participation in the medical care of the patient or: ______________________________________________
I understand that I have the right to revoke this authorization, in writing, at any time, except (1) where uses or disclosures have already been made based upon my original permission or (2) the authorization was obtained as a condition of securing insurance coverage and the insurer by law has the right to contest a claim or the insurance policy. I understand that uses and disclosures already made based upon my original permission cannot be taken back. To revoke this authorization, I must do so in writing and send it to Willow Bend Chiropractic at the address listed above.
I understand that it is possible that information used or disclosed with my permission may be re-disclosed by the recipient and no longer protected by the Federal Privacy Standards.


I understand the aforementioned terms and conditions. This permission form applies to subsequent visits and consultations.


__________________________________________________________             __________________________________
Signature of Patient or Guardian**




   
Date

__________________________________________________________
Print Name of Patient

__________________________________________________________
Print Name of Guardian

**If an individual’s personal representative signs an authorization, the representative’s authority is based on: ________________________________________________________________(e.g., state law, court order, etc.)
Copyright 2004 Willow Bend Chiropractic HIPAA Authorization

________[Initials of patient or guardian] I understand that Willow Bend Chiropractic may not condition treatment on my signing this authorization and that I have a right to refuse to sign this authorization.








