Naturopathic Clinic of Issaquah

Confidential Patient Information 

Today's Date _______________             

Name_____________________________________________ Age_______Birth Date ________________   Sex    M    F 

Address_____________________________________ APT# _______ City __________________ State___Zip________

Home Phone (____)_______________ Work Phone (____)__________________ Cell Phone (____)________________

Employer _______________________________ Occupation _______________________________Student? _________    

SS# _________________________ Marital Status   S M D W   # of Children _____Ages________________________

Driver's License #________________________ E-mail address______________________________________________

Person to contact in case of emergency __________________________________ Phone  (____)__________________

HOW DID YOU HEAR ABOUT OUR CLINIC (PLEASE SPECIFY)________________________________________
INSURANCE INFORMATION 

Ins Co _____________________________ Plan Name __________________________ Naturopathic Coverage? Y N
Name of subscriber ____________________________date of birth _________Relationship to patient___________

Subscribers address if different from patient ___________________________________________________________

Subscriber ID#___________________ Primary Care Physician _____________________Phone (____)____________

Other Doctors? _____________________________________________________________________________________

Please call your insurance company (number on back of card) ask for the following information:

Do you need a referral before coming to our clinic?     Y    N         Referral #_________________________________

Is there a deductible?  Y   N   (If yes)  Individual $_______Family $_______ Amount paid to date $_____________

Is there Co-Pay?  Y  N  $_____________    What percent will your policy cover for visits? _____________________

Limited # of visits? ______ Does policy include Acupuncture? ________ % Paid for out of network? ____________

PLEASE BRING YOUR CARD WITH YOU SO WE CAN MAKE A COPY FOR YOUR FILE

I understand and agree that health and accident insurance policies are an arrangement between an insurance company and myself.  I hereby authorize the undersigned physician the right to furnish medical information to my insurance carriers concerning this illness or accident.  I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate my care and treatment, any fees for professional services rendered will be immediately due and payable. Furthermore, any charges, fees, or court costs incurred as a result of collection efforts will be added to my account balance. I agree to pay half of the fee for services to be rendered (up to $85) should I cancel any appointment with less than 24 hours notice.  Permission is hereby given for any medical treatment and any diagnostic procedures required for my health care, or (when patient is a minor child) for the health of my minor child. 

CLINIC POLICY REQUIRES PAYMENT AT THE TIME OF SERVICE
We gladly accept:  Cash • Check • Visa • MasterCard • Discover

________________________________________     _____________________________________________     _______________

Patient's Signature



Parent or Guardian's Signature 

 
        Date

Please explain, in detail, why you are coming to see the Doctor today? 

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

What are your long term goals regarding your health and how can we help you achieve them?

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HEALTH HISTORY

	Name
	
	Birth date
	
	Age
	
	Date
	


Are you currently under the care of a physician?      If yes, name and #, reason for treatment:

       

	Date of last physical exam:____________


	

	SYMPTOMS Check (() symptoms you currently have or have had in the past year

	GENERAL
	GASTROINTESTINAL
	EYE, EAR, NOSE, THROAT
	MEN only

	( Chills
	( Appetite poor
	( Bleeding gums
	( Breast lump

	( Depression
	( Bloating
	( Blurred vision
	( Erection difficulties

	( Dizziness
	( Bowel changes
	( Crossed eyes
	( Lump in testicles

	( Fainting
	( Constipation
	( Difficulty swallowing
	( Penis discharge

	( Fatigue
	( Diarrhea
	( Double vision
	( Sore on penis

	( Fever
	( Excessive hunger
	( Earache
	( Other

	( Forgetfulness
	( Excessive thirst
	( Ear discharge
	WOMEN only

	( Headache
	( Gas
	( Hay fever
	( Breast Lump

	( Loss of sleep
	( Hemorrhoids
	( Hoarseness
	( Nipple discharge

	( Loss of weight
	( Indigestion
	( Loss of hearing
	( Abnormal Pap Smear

	( Nervousness
	( Nausea/ Vomiting
	( Nosebleeds
	( Painful intercourse

	( Numbness
	( Rectal bleeding
	( Persistent cough
	( Hot flashes

	( Sweats
	( Stomach pain
	( Ringing in ears
	( Vaginal discharge

	( Weight gain
	( Vomiting
	( Sinus problems
	( Menstrual Cramps

	
	( Vomiting blood
	( Vision - Flashes
	( Clotting with menses

	MUSCLE/JOINT/BONE
	
	( Vision - Halos
	( Bleeding between periods

	Pain, weakness, numbness in:
	CARDIOVASCULAR
	
	( Spotting

	( Arms
	( Hips
	( Chest pain
	SKIN
	( PMS

	( Back
	( Legs
	( High blood pressure
	( Bruise easily
	( Currently Pregnant?

	( Feet
	( Neck
	( Irregular heart beat
	( Hives
	( Irregular periods

	( Hands
	( Shoulders
	( Low blood pressure
	( Itching
	

	
	( Poor circulation
	( Change in moles
	GENITO-URINARY

	
	( Rapid heart beat
	( Rash
	( Blood in urine

	
	( Swelling of ankles
	( Scars
	( Frequent urination

	
	( Varicose veins
	( Sore that won't heal

( Psoriasis
	( Lack of bladder control

( Painful urination

	
	
	
	

	CONDITIONS Check (() conditions you have or have had in the past

	( AIDS
	( Chicken Pox
	( HIV Positive
	( Psychiatric Care

	( Alcoholism
	( Diabetes
	( Kidney Disease
	( Rheumatic Fever

	( Anemia
	( Emphysema
	( Liver Disease
	( Scarlet Fever

	( Anorexia
	( Epilepsy
	( Measles
	( Seizures

	( Appendicitis
	( Gall stones
	( Migraine Headaches
	( Stroke

	( Arthritis
	( Glaucoma
	( Miscarriage
	( Suicide Attempt

	( Asthma
	( Goiter
	( Mononucleosis
	( Thyroid Problems

	( Bleeding Disorders
	( Gonorrhea
	( Multiple Sclerosis
	( Tonsillitis

	( Breast Lump
	( Gout
	( Mumps
	( Tuberculosis

	( Bronchitis
	( Heart Disease
	( Pacemaker
	( Typhoid Fever

	( Bulimia
	( Hepatitis
	( Pancreatitis
	( Ulcers

	( Cancer
	( Hernia
	( Pneumonia
	( Vaginal Infection

	( Cataracts
	( Herpes
	( Polio
	( Venereal Disease

( Other

	( Chemical Dependency
	( High Cholesterol


	( Prostate problems
	

	MEDICATIONS List those you are currently taking:
	ALLERGIES To medications or substances:

	
	

	
	

	
	

	FAMILY HISTORY Fill in health information about your family

	Relation
	Age
	State of Health
	Age at Death
	Cause of Death
	Check (√) If, your blood relatives had any of the following:

                         Disease                       Relationship to you

	Father
	
	
	
	
	
	Arthritis, Gout
	

	Mother
	
	
	
	
	
	Asthma, Hay Fever
	

	Brother(s)
	
	
	
	
	
	Cancer
	

	
	
	
	
	
	
	Chemical Dependency
	

	
	
	
	
	
	
	Diabetes
	

	Sister(s)
	
	
	
	
	
	Heart Disease, Strokes
	

	
	
	
	
	
	
	High Blood Pressure
	

	
	
	
	
	
	
	Kidney Disease
	

	HOSPITALIZATIONS
	FEMALE HEALTH HISTORY
	
	
	
	

	Year
	Hospital
	Reason and Outcome
	Age of first menses
	
	
	

	
	
	
	Date of last period
	
	

	
	
	
	Date of last pap smear
	
	

	
	
	
	Date of last breast exam
	
	

	Serious Illness / Injuries
	Date
	Outcome
	Date of last mammogram
	
	

	
	
	
	Type of Birth control used
	

	
	
	
	# Pregnancies
	
	# Live Births
	

	
	
	
	# Living Children
	
	Ages (M/F)
	

	Have you ever had a blood transfusion?                □Yes          □No 

If yes, please give approximate dates:
	HEALTH HABITS Check (√) which substances you use and describe how much you use.

	
	
	
	
	
	
	
	
	
	
	
	
	Caffeine

	LIFESTYLE / ENVIRONMENT
	
	Tobacco

	
	
	Drugs

	What is your major stressor?
	
	Alcohol

	
	
	Other

	
	OCCUPATIONAL CONCERNS Check (√) if your work exposes you to the following:

	How do you cope with your stress?
	

	
	
	Stress

	
	
	Hazardous Substances 

	Do you have any difficulties sleeping?  

How many hours of sleep do you get each night?
	
	Heavy Lifting

	
	
	Other

	
	Your occupation:

	How do you relax?

Any Hobbies?
	

	
	DIET 

                                                            YES   NO

	Do you exercise regularly?       Please describe exercise program:

Do you sweat when you exercise?
	Do you perceive your diet as healthful?
	
	

	
	Do you follow a particular diet?
	
	

	
	Are you a Vegetarian?
	
	

	
	Do you drink soda?
	
	

	
	What kind?                          How much?

	Do you live in a new home or recently remodeled?
	How much water do you drink?

	
	Is it filtered water or from the tap?

	Does your home have new carpet?    Paint?     Furniture?
	Do you take nutritional supplements
	
	

	
	Please List:

	Do you have sensitivities to certain smells or environments?
	

	
	

	Do you use perfume or cologne?
	

	
	


I certify that the above information is correct to the best of my knowledge.  I will not hold my doctor or any members of his/her staff responsible for errors or omissions that I may have made in the completion of this form.

__________________________________________________________     _____________________

Signature
                                                                                            Date

Naturopathic Clinic of Issaquah

_____________________________________________________________________________________________

Dr. Mary Riley

Informed Consent to Naturopathic Medical Treatment

I, (print name) _______________________________________________________, request care from Dr. Mary Riley, a Washington State licensed Naturopathic Physician.  I have sought health care of my own free will and hereby authorize the performance of diagnostic and treatment procedures described to me by Dr. Riley.

I understand that if I have been diagnosed by an oncologist as having any form of cancer, that by Washington state law, I am required to also be under the care of a medical doctor.  I am here for adjunctive and supportive therapies only, including nutritional guidance.  

Naturopathic medicine utilizes natural therapies as mainstays for restoring one's natural balance and health.  These include the use of vitamins, minerals, enzymes, amino acids, fatty acids, natural hormones, concentrated food preparations, botanicals, homeopathic medications, hydrotherapy, therapeutic exercise, dietary modifications, psychological counseling, and other techniques which support the natural processes of the human body.

With this knowledge, I voluntarily consent to treatment by Dr. Rileyor her staff, realizing that, as is the case with any medical treatment, no guarantees can or have been given to me by the doctors or staff regarding any cure of my condition.  I have been informed of potential risks or side effects involved in any of the diagnostic or treatment procedures.  I have read and understand all of the above.

_________________________________________________________

__________________

Signature of Patient or Person Authorized to Consent for Patient

Date
Naturopathic Clinic of Issaquah

_____________________________________________________________________________________________

Dr. Mary Riley

LABORATORY TEST CONSENT FORM FOR ALL INSURANCE CLIENTS

For Insurance Clients Only

As you may have noticed, standard or conventional medicine can be slow to incorporate the more progressive and certainly the more natural approaches to health.  This can also include certain types of laboratory testing.  The insurance companies are no more eager to approve and pay for these laboratory tests that the medical profession has yet to acknowledge.  For this reason many of the insurance companies refuse to pay for testing or procedures that are not currently recognized as standard procedure nor are they typically willing to pay lab costs from labs in which they are not contracted.  So there can be limitations when it comes to insurance coverage.  In these situations we will thoroughly discuss with you the usefulness as well as the costs of any of these more specialized tests.  If insurance will not pay, causing you to have to pay out of pocket, then you, of course will ultimately make the decision whether or not to have the test run.  So that we can remain true to our insurance contract agreements it is necessary to have patients sign a consent form in these situations when out-of-contract labs or lab testing outside of your insurance plan are necessary.  We thank you for your understanding and compliance.

I, (print name) ______________________________________________ understand that certain specialized laboratory tests are not covered by my insurance plan.  I hereby authorize Dr. Riley to run the test/analysis that we mutually agree upon and agree that I am fully responsible for any and all charges incurred.  I understand that no laboratory tests will be run without my full consent.

_______________________________________________________________         __________________

Signature of Patient or Person Authorized to Consent for Patient                     Date

Naturopathic Clinic of Issaquah

_____________________________________________________________________________________________                           

                                                                                                                                                  Dr. Mary Riley
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL AND FINANCIAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  THE PRIVACY OF YOUR MEDICAL AND FINANCIAL INFORMATION IS VERY IMPORTANT TO US.

At the Naturopathic Clinic of Issaquah we are committed to maintaining the confidentiality of your medical and financial information, which we refer to as your "personal information."  This Notice of Privacy Practices informs you about how we may collect, use and disclose your personal information and your rights regarding that information.  The effective date of this Notice is April 14, 2003.  It will remain in effect until we replace it.  This Notice pertains to you and your dependents that may also be patients of the clinic.

Under both the Health Insurance Portability and Accountability Act of 1996 (HIPPA) and the Gramm-Leach Bliley Act, we must take measures to protect the privacy of your personal information.  Examples of your personal information include your name, social security number, address, telephone number, account number, employment, medical history, health records, claims information, etc.

We protect your personal information in a variety of ways.  For example, we authorize access to your personal information by our employees and business associates only to the extent necessary to conduct our business of serving you.   We take steps to secure our building and electronic systems from unauthorized access.  We train our employees on our written confidentiality policy and procedures and employees are subject to discipline if they violate them.  Our privacy policy and practices apply equally to personal information about current and former patients; we will protect the privacy of your information even if you are no longer a patient of this clinic.  

How we may collect your personal information:  We collect most of your personal information directly from you.  We may also obtain information from third parties without your specific authorization.  These may include insurance providers, health care providers and state/federal agencies.

How we may use and disclose your personal information:  

We may use or disclose your personal information without your specific authorization for the purpose of processing medical claims.  For example we may need to disclose personal information to administer your health benefits, to coordinate benefits with other health plans, to determine coverage and to obtain premiums.  However, state laws may prohibit us from disclosing certain types of sensitive personal information about you to other members of your family without your specific authorization.

(We may disclose your personal information to our business associates, which are entities or individuals that are not employed by us that perform health care operations or payment activities on our behalf, which requires the collection, use or disclosure of your personal information.  We must have contracts with our business associates that require them to maintain the confidentiality of your personal information.

(We may disclose personal information about you to an immediate family member, or other individuals who are directly involved in your care or payment for your care.

(We may use or disclose your personal information when required by federal, state or local law.  For example, we may disclose personal information to a health oversight agency, to include the Secretary of the Department of Health and Human Services or a state insurance department, for activities such as audits, investigations, or related to licensure.  If you receive public benefits through a government program, we may disclose personal information about you to the state or federal agency administering that program or another government program, including workers compensation programs.

(We may disclose personal information about you to the extent necessary to avert a serious and imminent threat to your health or safety or the health or safety of others.

(We may disclose your personal information in response to a court or administrative order, subpoena, discovery request, or other lawful process.

(We may disclose your personal information to law enforcement officials if we receive a court order, warrant, grand jury subpoena or an inquiry for purposes of identifying or locating a suspect, fugitive, material witness or missing person.

(Under Certain circumstances, we may disclose to military authorities the personal information of armed forces personnel.  We may also disclose to authorized federal officials, personal information required for lawful intelligence, counterintelligence and other national security activities.

YOUR RIGHTS REGARDING PERSONAL INFORMATION

· You have the right to request inspection and to receive a copy of a record of your personal information.

· If you feel the personal information that we maintain about you is incorrect or incomplete, you have the right to request amendment to your personal information.

· You have a right to request a restriction or limitation on the personal information we use or disclose about you for treatment, payment and health care operations, activities or disclosures to individuals involved in your care.

· If you believe that disclosure of all or part of your personal information may endanger you, you have the right to request that we communicate with you about health matters at an alternative location.  For example, you may ask that we only contact you at your work address.

CHANGES TO THIS NOTICE

Should any of our privacy practices change, we reserve the right to change the terms of this Notice.  The revised Notice would apply to all the personal information about you that we maintain.  If we make any changes to our privacy practices, we will provide you with a copy of the revised Notice.

Please sign and date this notice, signifying you have read and understand our privacy policy.

___________________________________________________________  
____________________

Signature of patient or Parent/Guardian, or authorized agent

Date

Naturopathic Clinic of Issaquah

_____________________________________________________________________________________________                           

                                                                                                                                                  Dr. Mary Riley
I, ___________________________,   acknowledge that I have read in full Dr. Mary Riley’s “Notice of Privacy Practices.” I have been offered a copy of said Notice of HIPPA regulations by staff at the Naturopathic Clinic of Issaquah.

Signature_______________________________________  Date________________________________

