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Our Commitment: To be the best at delivering wellness care by measuring where a persons current level of health is and designing specific programs to help them gain the level of health they desire.  

Phone: (715) 832-1953
 Fax: (715) 832-0225

Patient Information




Insurance

Date_______________   




Who is responsible for account? __________________

Patient Name ______________________________

Relationship to Patient __________________________



Last Name

__________________________________________

Insurance Co. _________________________________


First Name

Middle Name


Address ___________________________________

ID # _________________  Group # ________________

City ______________________ State ____________

Subscribers Name ______________________________


Zip___________  Email _______________________

Date of Birth____________ SS# __________________

Sex  □ M   □ F       Date of Birth _________________

Relationship to Patient __________________________

□ Married       □ Widowed   □ Single   □ Minor


Assignment and Release









I certify that I, and/or my dependent(s), have insurance coverage with 

□ Separated   □ Divorced   




______________________________ and assign directly to Optima

Occupation _________________________________

Health & Vitality Center all insurance benefits, if any, otherwise









payable to me for services rendered.  I understand that I am financially 

Patient Employer/School ______________________

responsible for all charges whether or not paid by insurance.  I  









authorize the use of my signature on all insurance submissions. 

Employer/School Address _____________________

The above named clinic may use my health care information and may                   









disclose such information to the above-named insurance company and 

__________________________________________

their agents for the purpose of obtaining payment for services and 









determining insurance benefits or the benefits payable for related 

Employer/School Phone ______________________

services.  

Spouses Name _____________________________

____________________________________________










Signature of Patient, Parent or Guardian

Date of Birth _______________




____________________________________________










Print Name of Patient, Parent or Guardian

Spouse’s Employer __________________________

___________________       ______________________










Date 

 
Relationship to Patient

Phone Numbers 





Accident Information

Home # (____) __________  Cell # (____) ________

Is condition due to an accident? □ Yes □ No Date _____

Best time to reach you ________________________

Type of Accident □ Auto  □ Work  □ Home  □ Other

In Case of Emergency Contact 




To whom have you reported your accident? 


Name ________________  Relationship __________

□ Auto Insurance  □ Employer  □ Work Comp  □ Other

Home # (____) ______
     Work # (____) _________

Attorney Name (if applicable) _____________________

I hereby authorize the Doctor to treat my condition as he/she deems appropriate through treatment methods used.  I also agree that I am responsible for all bills incurred in this office. 

Patients Signature ______________________________________________

Date ___________________________________________

Parent or Guardian Signature _____________________________________

Date ____________________________________________

OFFICE POLICY
We believe that REGAINING AND MAINTAINING YOUR HEALTH is our main priority and a clear definition of our office policies will allow both you the patient, and us the doctor, to concentrate on just that.




M:\Forms - Masters\New Patient Forms\New patient intake forms over 2 years old\Patient Intake Form - complete for printing.doc
Patient History

What is your #1 major health concern?  _________________________________________________________________________________________________________________________________________________________________________________When did this concern begin? ______________________________________________________________________________________________________________________

Is it getting better or worse?  __________________________________

How often is this problem present?  ____________________________

___________________________________________________________

When do you notice it most?           AM          PM          Constantly

What makes it better?  _______________________________________

___________________________________________________________

What makes it worse?  _______________________________________

___________________________________________________________

Is it constant or does it come and go?  ___________________________

What do you feel is causing this problem?  _______________________

___________________________________________________________

___________________________________________________________

Does this problem interfere with any of the following?

                      Sleep         Daily Routine         Play          Work

What treatments have you used for this concern?  ________________

___________________________________________________________

___________________________________________________________

What other health care professionals have you consulted about this concern?  __________________________________________________

___________________________________________________________

___________________________________________________________

What are your health goals in dealing with this concern?


[  ]  Fix this problem     


[  ]  Fix this problem AND fix whatever caused this problem


[  ]  Fix this problem, fix whatever caused this problem, AND

      improve  general health

[  ]  Other: ___________________________________________ 

______________________________________________     
For Doctor's Use

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________

What injuries or surgeries have you had?


Accidents:  ___________________________________________


Serious head or neck injuries: ___________________________

Surgeries:  ___________________________________________


Hospitalizations:  ____________________________________


What is the date of your last:


Physical Exam:  ______________________________________


Blood / Urine Test:  ___________________________________


Spine / Chest X-ray:  __________________________________


MRI / CT Scan / Bone Scan:  ___________________________


Tetanus Vaccination:  _________________________________
Are you currently pregnant?      Yes      No       Due Date:  __________

Have you had chiropractic care in the past?  _____________________

Family History

Please list specific blood relatives who have had the following conditions: indicate either: mother, father, sister, brother, aunt, uncle and which side the grandparent is on maternal (M) or paternal (P)


Arthritis:  ___________________________________________


Blood Clots:  _________________________________________

Cancer:  _____________________________________________


Diabetes:  ____________________________________________


Heart Disease:  _______________________________________


High Blood Pressure:  _________________________________


Stroke:  _____________________________________________

           Other Significant Family Illness:  ________________________ 

Systems Review
Please circle your responses.

Ears/ Nose/Mouth/Throat

Issues with:
Excess ear wax

Frequent ear infections



Ringing in ears

Hearing problems

Frequent nosebleeds
Bleeding gums

Fillings/crowns

Loss of taste
Ulcers in mouth

Frequent sore throats
Sinus congestion

 Other  _________________________________

For Doctor's Use

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Eyes

Issues with:
Sensitive to light
Dark circles under eyes


Contacts/glasses 
Poor night vision

Respiratory / Cardiovascular

Issues with:
Shortness of breath      Dizziness
   Coughing      


Poor stamina
            Poor circulation   Asthma



Chest Pain

Irregular heartbeat



Other  ________________________________________

Skin/Nails/Hands

Issues with:
Bruise easily
Dry/itchy skin
Skin rash



Eczema

Acne

Slow wound healing



Hangnails


Trigger finger



Cracking at fingertips

Enlarged knuckles



Other  ________________________________________

Bowels/Bladder/Kidneys

Issues with:
Frequent infections
Incontinence          

Blood in the urine
Waking up at night to urinate     Bedwetting  

Burning with urination



Other  ________________________________________

Number of times you urinate during the day?  ____________________

Number of times you urinate at night?  __________________________ 

How often do you have a bowel movement?  _____________________

Female Reproduction

Age of first menses _______ 

Do you use birth control? _____________________________________

Do you get a yearly PAP test?  _________________________________

Male Reproduction

Do you get a yearly prostate exam?  ____________________________
Allergic/Immunologic

Issues with:
Autoimmune diseases 
Frequent colds/flu/infections Swollen/hard lymph nodes 
 Allergies/ Sensitivities



Other _________________________________________

Please list allergies/sensitivities to food/chemicals/medications/etc.

___________________________________________________________

______________________________________________________________________________________________________________________
For Doctor's Use

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Health History

Please circle "Y" for a condition that you currently have, and "P" for a condition that you have had in the past.

AIDS/HIV
Y   P   

Mononucleosis

Y   P       

Alcoholism
Y   P   

Multiple Sclerosis    
Y   P   

Allergies
Y   P   

Mumps

Y   P   

Anemia
Y   P   

Osteoporosis

Y   P   

Appendicitis
Y   P   

Pacemaker

Y   P   

Arthritis
Y   P   

Parkinson's Disease
Y   P   

Asthma
Y   P   

Pneumonia

Y   P   

Blood Clots
Y   P   

Polio


Y   P   

Breast Lump
Y   P   

Prostate Problems
Y   P   

Bronchitis
Y   P   

Prosthesis

Y   P   

Cancer

Y   P   

Rheumatoid

Y   P   

Cataracts
Y   P   

Scarlet Fever

Y   P  

Chicken Pox
Y   P   

Stroke


Y   P   

Depression
Y   P   

Thyroid Problems
Y   P   
Diabetes
Y   P   

Ulcers


Y   P   

Emphysema
Y   P   

Whooping Cough
Y   P   

Epilepsy
Y   P   

Yeast Infection

Y   P   

Fibromyalgia
Y   P   

Glaucoma
Y   P   

Other  ___________________________

Goiter

Y   P   

_________________________________
Gout

Y   P   

_________________________________
Heart Disease
Y   P   

_________________________________
Hepatitis
Y   P   

_________________________________

Hernia

Y   P   

Liver Disease
Y   P   

List any broken bones: _____________
Lupus

Y   P  

_________________________________

Lyme's

Y   P   

_________________________________

Measles
Y   P   



Migraines
Y   P   

List any major infections:___________
__________________________________________________________________

For Doctor's Use

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Metabolic Assessment Form 

Name:
 Age:
 Sex:
 Date:

PART I

Please list the 5 major health concern in your order of importance:
	1.
	

	2.
	

	3.
	

	4.
	

	5.
	


                Please circle the appropriate number “0 - 3” on all questions below.  0 as the least/never to 3 as the most/always.                                                     

	Category I: 

Feeling that bowels do not empty completely
	0
	1
	2
	3

	Lower abdominal pain relief by passing stool or gas
	0
	1
	2
	3

	Alternating constipation and diarrhea
	0
	1
	2
	3

	Diarrhea
	0
	1
	2
	3

	Constipation
	0
	1
	2
	3

	Hard dry or small stool
	0
	1
	2
	3

	Coated tongue of “fuzzy” debris on tongue
	0
	1
	2
	3

	Pass large amount of foul smelling gas
	0
	1
	2
	3

	More than 3 bowel movements daily
	0
	1
	2
	3

	Do you use laxatives frequently
	0
	1
	2
	3

	Category II: 

Excessive belching burping or bloating
	0
	1
	2
	3

	Gas immediately following a meal
	0
	1
	2
	3

	Offensive breath
	0
	1
	2
	3

	Difficult bowel movements
	0
	1
	2
	3

	Sense of fullness during and after meals
	0
	1
	2
	3

	Difficulty digesting fruits and vegetables;

undigested foods found in stools
	0
	1
	2
	3

	Category III: 

Stomach pain, burning or aching 1- 4 hours after eating
	0
	1
	2
	3

	Do you frequently use antacids
	0
	1
	2
	3

	Feeling hungry an hour or two after eating
	0
	1
	2
	3

	Heartburn when lying down or bending forward
	0
	1
	2
	3

	Temporary relief from antacids, food,

milk, carbonated beverages
	0
	1
	2
	3

	Digestive problems subside with rest and relaxation
	0
	1
	2
	3

	Heartburn due to spicy foods, chocolate, citrus,

peppers, alcohol and caffeine
	0
	1
	2
	3

	Category IV:

Roughage and fiber cause constipation
	0
	1
	2
	3

	Indigestion and fullness lasts 2-4

hours after eating
	0
	1
	2
	3

	Pain, tenderness, soreness on left side

under rib cage bloated
	0
	1
	2
	3

	Excessive passage of gas
	0
	1
	2
	3

	Nausea and/or vomiting
	0
	1
	2
	3

	Excessive passage of gas
	0
	1
	2
	3

	Stool undigested, foul smelling,

mucous-like, greasy or poorly formed
	0
	1
	2
	3

	Frequent urination
	0
	1
	2
	3

	Increased thirst and appetite
	0
	1
	2
	3

	Difficulty losing weight
	0
	1
	2
	3

	Category V: 

Greasy or high fat foods cause distress
0
1
2
3 Lower bowel gas and or bloating

several hours after eating
0
1
2
3 Bitter metallic taste in mouth,

especially in the morning
0
1
2
3

Unexplained itchy skin
0      1      2      3

Yellowish cast to eyes
0
1
2
3 Stool color alternates for clay colored

to normal brown
0      1      2      3

Reddened skin, especially palms
0
1
2      3

Dry or flaky skin and/or hair
0
1
2      3

History of gallbladder attacks or stones
0
1
2
3

Have you had your gallbladder removed
Yes
No

Category VI: 

Crave sweets during the day
0      1      2      3

Irritable if meals are missed
0
1
2
3

Depend on coffee to keep yourself going or started
0
1
2      3

Get lightheaded and if meals are missed
0
1
2      3

Eating relieves fatigue
0
1
2
3

Feel shaky, jittery, tremors
0
1
2
3

Agitated, easily upset, nervous
0
1
2
3

Poor memory, forgetful
0      1      2      3

Blurred vision
0
1
2
3

Category VII: 

Fatigue after meals
0
1
2
3

Crave sweets during the day
0      1      2      3

Eating sweets does not relieve cravings for sugar
0
1
2
3

Must have sweets after meals
0      1      2      3

Waist girth is equal or larger than hip girth
0
1
2
3

Frequent urination
0
1
2
3

Increased thirst & appetite
0
1
2
3

Difficulty losing weight
0
1
2
3

Category VIII: 

Cannot stay asleep
0
1
2
3

Crave salt
0
1
2
3

Slow starter in the morning
0
1
2
3

Afternoon fatigue
0      1      2      3

Dizziness when standing up quickly
0      1      2      3

Afternoon headaches
0      1      2      3

Headaches with exertion or stress
0
1
2
3

Weak nails
0      1      2      3


	Category IX: 

Cannot fall asleep
0
1
2
3

Perspire easily
0
1
2
3

Under high amounts of stress
0      1
2      3

Weight gain when under stress
0      1
2      3

Wake up tired even after 6 or more hours of sleep
0      1
2      3 Excessive perspiration or perspiration with

little or no activity
0
1
2
3

Category X: 

Tired, sluggish
0
1
2
3

Feel cold – hands, feel, all over .
0
1
2
3 Require excessive amounts of sleep to

function properly
0
1
2      3

Increase in weight gain even with low-calorie diet
0
1
2
3

Gain weight easily
0
1
2      3

Difficult, infrequent bowel movements
0      1
2      3

Depression, lack of motivation
0
1
2
3 Morning headaches that wear off

as the day progresses
0
1
2
3

Outer third of eyebrow thins
0      1
2      3 Thinning of hair on scalp, face or genitals or

excessive falling hair
0
1
2
3

Dryness of skin and/or scalp
0
1
2      3

Mental sluggishness
0
1
2      3

Category XI: 

Heart palpations
0
1
2
3

Inward trembling
0      1      2      3

Increased pulse even at rest
0
1
2
3

Nervousness and emotional
0      1      2      3

Insomnia
0      1      2      3

Night sweats
0      1
2      3

Difficulty gaining weight
0
1
2      3

Category XII: 

Diminished sex drive
0      1
2      3

Menstrual disorders of lack of menstruation
0
1
2      3

Increased ability to eat sugars without symptoms
0
1
2      3

Category XIII: 

Increased sex drive
0
1
2
3

Tolerance to sugars reduced
0
1
2      3

“Splitting” type headaches
0
1
2
3


PART III: Foods


Category XIV (Male Only): 

Urination difficulty or dribbling
0
1
2
3

Urination frequent
0
1
2      3

Pain inside of legs or heels
0
1
2
3

Feeling of incomplete bowel evacuation
0
1
2      3

Leg nervousness at night
0
1
2      3

Category XV (Males Only): 

Decrease in libido
0
1
2
3

Decrease in spontaneous morning erections
0
1
2      3

Decrease in fullness of erections
0
1
2
3

Difficulty in maintain morning erections
0
1
2
3

Spells of mental fatigue
0
1
2
3

Inability to concentrate
0
1
2
3

Episodes of depression
0
1
2
3

Muscle soreness
0
1
2      3

Decrease in physical stamina
0
1
2
3

Unexplained weight gain
0
1      2      3

Increase in fat distribution around chest and hips
0
1
2
3

Sweating attacks
0
1
2
3

More emotional then in the past
0
1      2      3

Category XVI (Menstruating Females Only)

Are you a menopausal
Yes
No

Alternating menstrual cycle lengths
Yes
No

Extended menstrual cycle, greater than 32 days
Yes
No

Shortened menses, less than every 24 days
Yes
No

Pain and cramping during periods
0
1      2      3

Scanty blood flow
0
1      2      3

Heavy blood flow
0      1      2      3

Breast pain and swelling during menses
0
1      2      3

Pelvic pain during menses
0
1      2      3

Irritable and depressed during menses
0
1
2
3

Acne break outs
0      1      2      3

Facial hair growth
0
1
2
3

Hair loss/thinning
0
1
2
3

Category XVII (Menopausal Females only)

How many years have you been menopausal?                  __________

Do you ever have uterine bleeding since menopause?
Yes
No

Hot flashes
0
1
2
3

Mental fogginess
0      1      2      3

Disinterest in sex
0
1
2
3

Mood swings
0      1      2      3

Depression
0
1
2      3

Painful intercourse
0
1
2
3

Shrinking breast
0
1
2
3

Facial hair growth
0
1
2
3

Acne
0      1      2      3

Increased vaginal, pain, dryness or itching
0
1
2
3

How may alcohol beverages do you consume per week?__________
    How many caffeinated beverages do you consume per day? ___________

How many times do you eat out per week?
  __________                        How many times a week do you eat raw nuts or seeds?   ______________

How many times a week do you eat fish?    ___________                       How many times a week do you workout?____________
List the three worst foods you eat during the average week?        ______________________,   ______________________,   _____________________    

List the three healthiest foods you eat during the average week?  ______________________,   ______________________,   ____________________   

Do you smoke?
 If yes, how many times a day ___________, a week ____________
Rate your stress levels on a scale of 1-10 during the average week.

 Please list any medications you currently take and for what conditions:

Please list any natural supplements you currently take and for what conditions:

By signing below I acknowledge that I have read, understand and agree to the terms of the office and financial policies of Optima Health & Vitality Center.  I authorize release of all records, correspondence and all imaging studies to Optima Health & Vitality Center for my continued medical care.  





Patient Signature _____________________________________    Date _____________________________





Parent/Guardian Signature ______________________________   Date _____________________________











FINANCIAL AGREEMENT-NO INSURANCE


In consideration for the services rendered to me by Optima Health & Vitality Center, I agree to pay for all charges incurred on my behalf and my dependents behalf at time services are received. 





FINANCIAL AGREEMENT-INSURANCE


For patients submitting services to insurance, Optima Health & Vitality Center will call to verify benefits, and will submit billable charges to your insurance company. 





Verification of benefits is not a guarantee of payment.  All deductibles, co-pays and co-insurances are due at the time services are rendered. 





I understand it is my obligation to pay any and all balances regardless of any agreements between myself and my insurance companies.  Non-payment by my insurance company after 45 days will result in a patient balance and will be due upon receipt of statement.   





LAB WORK/BLOOD WORK POLICY


All lab and blood work fees, done at Optima Health will be collected in full at time of service.  We will be happy to submit to insurance for you and will refund you any amount paid by your insurance company.  





For your convenience we offer many options for payment, including:


Cash / Personal Check / Visa / MasterCard / Discover     and Care Credit














APPOINTMENT POLICY


Once an appointment is made, that time is reserved specifically for you.  If you are unable to keep an appointment for any reason, please call immediately to notify the office.  If you are currently on a care plan, it is important to reschedule your missed appointment as close to your original date as possible.   





X-RAY POLICY


The x-rays that are taken are the property of Optima Health & Vitality Center.  Release for purposes of review can be arranged at your request.   





WORKMEN’S COMP POLICY


Our office does accept workmen comp cases. However, it is not considered work comp until we have all insurance information, a claim number on file and liability is accepted.  Until that time, all charges are the patient’s responsibility and are collected in full at time of service.





PERSONAL INJURY POLICY


Our office does accept personal injury cases.  Optima Health will be happy to submit all services to your insurance company. However all charges are the patients responsibility and are collected in full at time of service unless other arrangements are made with the business office. 





NSF CHECKS / PAST DUE ACCOUNTS


There is a $30 NSF fee charged on all returned checks.  Accounts over 90 days past due may be turned over to collections.
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