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(initial) I, hereby understand Integrative Health Wellness Center is a wellness building that houses a
variety of health professional businesses. As a patient, I realize I am not being treated by Integrative Health Inc., but the
specific provider’s business seen by. Integrative Health is not your health care provider and cannot be held responsible for
any harm or damages to your person. I, hereby release Integrative Health Inc. from any damages that could occur to my
person.

Consent For Care
(initial) I, hereby authorize and request the provider(s) in which I scheduled with at 5191 S Yosemite St,
Ste B, to perform such examinations and therapeutic treatments as in the judgement of the provider(s). I understand I am

not forced to accept medical treatment.

Privacy Practices

(initial) I AUTHORIZE the provider(s) seen at 5191 S Yosemite Street, Ste B, to release any information required
to process this claim to any insurance company or attorney involved in my case. I also authorize any insurance company or medical
provider to release my medical records to the provider(s) at 5191 S Yosemite St, Ste B. The information is to be used for the purpose
of preceding my claim for benefits due.

(initial) I understand that my record will be kept confidential and will not be released to others unless they are
involved in my care plan or unless I give written permission to release my medical information in the form of a “Release of Medical
Records.” I understand that I may request a copy of my records at any time and a fee may apply.

(initial) We may use your health care information without your authorization only for the following reasons: Public
health safety; Auditing purposes; Emergencies; At the request of your insurance carrier; When required by law.

Payment Agreement

(initial) I assume full responsibility for and agree to pay all costs, charges and expenses for goods and services
furnished by provider(s) seen at 5191 S Yosemite St, Ste B, at time of service.

(initial) I hereby authorize my insurance benefits to be paid directly to the provider(s) seen at 5191 S Yosemite St,
Ste B. I must pay charges and services not covered by any insurer third-party and/or paid to the providers(s) seen at 5191 S Yosemite
St, Ste B, for any reason within a time period deemed reasonable by the provider(s). The amount of the bill shall be due and payable
upon presentation to the patient, his/her agent, guardian, conservator or third party responsible for payment of the charges.

Cancellation Notice

(initial) Kindly give 24 HOURS NOTICE for cancellations. Late cancellations are subject to
50% CANCELLATION FEE, no shows or cancellation with less than 2 hours before scheduled appointment are subject to a
100% CANCELLATION FEE. Cancellation fee is based on the cash rate of service. Call-backs or email reminders are a courtesy and |

understand that I am responsible for my appointment and providing 24 hour notice for cancellations or reschedules.

Patient Name Printed:

Signature: Date:

If signed by someone other than patient, printed name:
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Consent for Purpose of Treatment and Healthcare Operations
In this document, “I”" and “my” refer to the patient/client

I consent to the use or disclosure of my protected health information by the provider(s) seen at Integrative
Health Inc, 5191 S Yosemite St, Ste B., for the purpose of analyzing, diagnosing and providing treatment to me,
obtaining payment for my health care bills or to conduct health care operations. I understand that analysis,
diagnosis or my treatment may be conditioned upon my consent as evidenced by my signature below.

I understand I have the right to request a restriction as to how my protected health information is used or
disclosed to carry out treatment, payment or healthcare operations of the practice, the provider(s) seen are not
required to agree to the restrictions that I may request. However, if the provider(s) agrees to a restriction that I
request, the restriction is binding on the provider(s). I have the right to revoke this consent, in writing at any
time, except to the extent that the provider(s) has taken action in reliance on the consent.

My “protected health information” means health information, including my demographic information, collected
from me and created or received by my physician, another health care provider, health plan, my employer or a
healthcare clearinghouse. This protected health information relates to my past, present or future physical or
mental health condition and identifies me, or there is a reasonable basis to believe the information may identify
me.

I may review the Notice of Privacy Practices online on the link provided below and understand that I have the
right to read the Notice of Privacy Practices prior to signing this document. The Notice of Privacy Practices
describes the types of uses and disclosures of my protected health information that will occur in my treatment,
payment of my bills or in the performance of health care operations of Integrative Health, as well as my rights
and duties of the provider(s) seen at 5191 S Yosemite St, Ste B, with respect to my protected health information.

The Notice of Privacy Practices is available online at: https://www.hhs.gov/hipaa/for-individuals/index.html

Patient Name Printed:

Signature:

Date:

If signed by someone other than patient, printed name:
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INSURANCE BILLING INFORMATION

Dealing with insurance can be a complicated and confusing process. This information is meant to clear up any
questions you might have when we are billing your insurance.

Each provider is their own independent business and therefore contracts individually with insurance. Confirm
with your insurance to see which providers are in-network and out-of-network with your insurance. Not all
services at Integrative Health Inc are eligible under insurance.

The process to verify and bill insurance takes a few steps:

1. We will copy your insurance card, call and verify your benefits. We will find out if there is a deductible to
be met prior to your insurance paying, or if you have a copay or coinsurance. To speed-up the verification
process, contact your insurance prior to your appointment and we will honor benefits. Verification is never
a guarantee of benefits. Your insurance will determine coverage upon receiving the claims.

2. When billing insurance, your provider will use specific legal codes designated to the service you received.
These procedure codes, or CPT codes, have an assigned amount of time and fee attached to each. We must
abide by these codes and they cannot be changed. The codes dictate the overall price at which the insurance
company is charged, which is usually higher than the amount paid at time of service.

3. Once the insurance company receives the claim they will allow the full or a portion of the amount billed.
For example, if the insurance company gets a bill for $250.00 they may decide to allow $60.00 or deny the
claim. Usually a denial is based on a variety of reasons, when possible we submit corrected claims for
approval. Insurance companies ask us to allow 60-90 days to process claims.

4. If your insurance benefits state that your insurance will only cover a percentage of the charges, you may be
responsible for paying the difference.

5. We will do everything we can to get your claims processed and approved, however, if insurance does not
pay for your service(s), you will be responsible for the billed amount. To avoid additional charges, payment
must be made in a timely manner.

Your understanding of this process is critical in our working relationship of provider and patient. Thank you for
taking the time to read this letter, for further questions please inquire at our front desk.

Patient Name Printed:

Signature: Date:

If signed by someone other than patient, printed name:
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INITIAL INTAKE

CONFIDENTIAL

Patient Information Sheet

5191 S. Yosemite, Suite B. Greenwood Village, CO 80111 Phone: (303) 577-9977

www.integrativehealthinc.com

Important: Complete this document as thoroughly as possible. Some questions may seem unrelated to your condition, but they
may affect your diagnosis and treatment. All information is confidential.

Date First Name Last Name Social Security Number
Marital Status Date of Birth Age Gender
EFmng’larnelevorced Malg [Femal INon-binar Other: Prefers not to say
Street Address City State Zip
Mobile Phone Alternate Phone # — Check On Hom Wor] Mobile
Place of Employment Occupation Phone Numbers of Emergency Contact
Primary Alternate
Insurance Coverage ( Please check one
None Workers” Comp Auto Injury Health Insurance Company Name:
Pharmacy Name: Phone: Address:
E-Mail:
How did you hear about us? Write the name of referral
“urrent Patient’s Name: Doctor: Advertisement: Friend/Family’s Name: Insurance: Other:
SOCIAL HISTORY
Smoker? NO YES How many per day? How many years?
Alcohol? NO YES How many per day? How many years?
Recreational drug(s)? O YES How many per day? How many years?
Exercise?| [NO YES How often? Type?
Special Diet?] [NO YES Type of Diet?
Do you have little interest or pleasure in doing things?
Not at all Several days More than half the days Nearly every day
Do you feel safe at home?| [YES NO
SLEEPING HABITS
Position Face down Face up Left side Right side
How many hours? Straight through or how many wakes? What wakes you up?
MEDICATIONS — Please list all prescription medications you use. Include those which you may only use occasionally.
Remember inhalers, eye drops and nose sprays. NOTE: If need more space, or have a form the front desk can make a copy.
Prescription Name Purpose Started taking Dose How Often Last Dose




MEDICAL CONDITIONS ALLERGIES

Please list conditions & surgeries you have had and year diagnosed.

Seasonal, Environmental, Food, etc

ACCIDENT HISTORY: (Everything is relevant)

Date: OFrontOSide CRear Impact Traveling MPH
Any treatment?

Date: OFrontOSide ©ORear Impact Traveling MPH
Any treatment?

Date: OFrontOSidORear Impact Traveling MPH
Any treatment?

Date: OFrontOSideORear Impact Traveling MPH
Any treatment?

SURGICAL HISTORY

Year Area Type/Name Purpose
TRAUMAS (fractures, stitches, etc.)

Year Area Type/Name Purpose




MEN ONLY

Impotence Premature ejaculation Infertility

Discharge from penis Weak erection Low sex drive

Testicular pain or lump Prostate problems
WOMEN ONLY
Could you be pregnant now E NO Hysterectomy - Ovaries Removed?| [YES o
Number of: pregnancies # births # miscarriages # abortions #

Post-menopausal bleeding| [YE NO

When did your last period end? Number of days for monthly cycle? ~ Number of days bleeding lasts?
Menstrual Flow: HEAVY MODERATE LIGHT NONE

Color of Menstrual Flow: DARK BRIGHT RED SLIGHTLY REDDISH

Birth Control: NONE SPERMICIDES BIRTH CONTROL PILLS BARRIERS 1UD

Do you suffer from cramping SEVERE MILD MODERATE WITH PERIOD (Circle onQbeforepduringgafier)
Other symptoms|  |CLOTTING (ColoQbright QOdark|  |BLEEDING BETWEEN PERIODS INFERTILITY
MASTITI PELVIC INFLAM. DISEASE VARIAN CYSTS ENDOMETRIOSIS

HOT FLASHES BREAST CYSTS YEAST INFECTION/VAGINITIS/OTHER DISCHARGE
Premenstrual Syndrome? FLUID RETENTION CRAVINGS FLUCTUATING EMOTIONS
IRRITABILITY TENDERNESS IN BREASTS IDEPRESSION FATIGUE

Any other information that you would like to share that can help with the care you are receiving?

I hereby certify that all of the information above is true to the best of my knowledge.

Patient Name Printed:

Signature: Date:

If signed by someone other than patient, printed name:
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