ADULT MEDICAL HISTORY FORM
Robert U”man, N.D. and Juclgth Reichenberg%/l”man, N.D., L.C.SW.
The Northwest Center for Homeopathic Medicine
131 3rd Ave, N. Eclmoncls, WA 98020
Tel: (425) 774-5599 Fax: (425) 670-0319

www.healthghomeopathg.com nchmclinic@gmail.com

Please complete this form and returnto us beFore your first aPPointment along
with a current Photo of 9ourselF that we can keep. Your doctor will review this
information cluringgour first aPPointment. Bring with you any nutritional

supplements and medications that you may be taking.

Name Date

Address

City, State, Zip, Country

E-mail (optional)

Age_ Date of Birth Referred By

Phone: home cell other
Fax: Social Security Number
Occupation SPouse/ Sign ificantOther

In case of emergency, call Phone

Insurance information (onlg it it covers our care)

What brings you to consult us?




Signiﬁcant health concerns and when theg began (if not mentioned above)
1.
2.
3.
4.
Whg did you choose homeopathic care?

Is there angthing about your life that you are unhappg about or would like to

change?

On a scale of 1to 10, how would you rate your current level of:
1. Phgsical energy and vitalitg
2. mental and emotional weluaeing

Have you experienced any signiﬁcant traumas in your life? If so, what?

What have been the most difficult exPeriences or cha”enges?

Signiﬁcant past health Problems, accidents, hospitalizations or

surgeries? (include dates)

—
.

NN



Familg historg of serious illnesses? (who and what)

Please include the Fo”owing information on a separate sheet:

I. List of current medications and nutritional supplements (include
closages).

2. you are seeing other Phgsicians, Please include their names and
addresses.

3. Ang upcoming cliagnostic testing or medical or dental treatment?

4. Angthing else you would like us to know about you?



INFORMED CONSENT TO HOMEOPATHIC AND
NATUROPATHIC TREATMENT AND OFFICE POLICIES
I (hame) consent to be treated bg Dr.

,alicensed naturopathic

Phgsician in the State of Washington

Descrlptlon of treatment: Homeopathlc medicine uses di lute natural substances to treat

the Whole person. Naturopathlc medicine utilizes various natural theraples ll"lClUCllI"lg
herbsJ vitamins and mlneralsJ nutritional recommenclatlons) manlpulatlon) and
Psgchological counseling. Although many scientific studies and years of clinical
experience have shown these Proceclures to be safe and egective) theg are still
recognizecl bg some individuals and groups as “experimental”. I recognize the Po’cential
risks and benefits of homeopathic and naturopathic medicine.

Potential risks: adverse reactions to homeopathic medicines, herbs, vitamins, minerals,

nutritional recommendations, manipulation) or other Prescribecl treatments.

Potential benefits: improvecl health that may lead to Prevention or relief of sgmptoms

and elimination of Problems.

Release: l:u”g unclerstancling the above-described information and Po’cential risks, I
voluntarilg consent to treatment. realizing thatJ as with any medical treatment, no
guarantees are Possible and none have been given to me bg my doctor or his/her staff
regarcling any cure or imProvement in my condition. | herebg release Dr. Ullman’s and Dr.
Reichenberg%,l”man’s clinicJ stag) or on-call Phgsician (in case of emergencies) from
any and all liabilitg that may arise as a result of my cliagnosis and/or treatment.
lunderstand that any of my ques’cions regarcling any Proceclures will be answered bg the
doctor and his/her staff and that | am free to withclraw my consent and to discontinue
treatment at any time.

Medical records: I authorize the utilization of clinical or other information contained in my

medical records for research or teaching purposes so long as my iclentitg is not
disclosed. Information regarcling my case may be shared with other health Professionals
or with attorneys, with my Permission, to further the goals of my treatment program or
for any other appropriate purpose.

Payment: | have been informed about the doctors’ fees and acknowleclge that | am
clirectlg responsible for Pagment of all charges incurred while I am under the care of Drs.
Ullman or Reichenberg%J”man. | understand that all Pagments are due at the time of
service. | will pay for all Pharmacg items and books when I received them. 1 understand
that all Pagments may be made bg checl@ Visa, or Mastercarcl, that $20 will be chargecl
for any returned checksJ and that a $5 hanc”ing fee will be added monthlg to any
outstancling balance not Paicl within 30 clags of service. I realize that your office does not
send bills and that 1 am responsible for Prompt Pagment of my outstancling balance. |



agree to pay for any costs of collection ancl/or attorncg fees or costs incurred bg any
clclinqucnt unpaicl balances on my or my child’s account.

Insurance: charcling insurance reimbursement, | will pay all fees clirectlg to The
Northwest Center for Homcopathic Medicine (NCHM) at the time of each visit and, if
aPProPriateJ will seek reimbursement from my insurance company with the Cxccption of
any carrier that has a contract with the doctors. | must advise the office staff Prior to
any visits iFgou are contracted with my insurer. Itis my rcsponsibilitg to know about my
deductible, co-payment, referrals, dates of coverage, services covered, and
reimbursement. | know that Phonc consultations are rarclg covered bg insurance.

Cancellations and Missed Appomtmcnts I understand that all appomtmcnts cancelled

less that 48 hours in aclvancc w1” be chargccl at one-half the appomtmcnt fee cxcept n
case of emergency. Appomtmcnts cancelled less than 24 hours in advance as well as no-
shows will be Chargccl at the full appointmcnt fee.lam responsiblc for kccping my
appointmcnt whether or not I receive a reminder call. 1 will call the office to cancel any
appointmcnts cluring office hours or will leave a message on the voicemail if the office is
closed. 1 understand my insurance will not cover any missed appointmcnts. The
cancellation Policg aPPliCS tomy first as well as subscqucnt appointmcnts.

Spccial Payment: i1 am over 65,1 quali?g for a10% discount on office visits and will

request it. If 1 have a financial harclshipJ I may inquire about spccial arrangements Prior to

my appointmcnt.

IHAVE READ AND UNDERSTAND THIS AGREEMENT AND AGREE TO ALL OF
THE ABOVE PROVISIONS.

(Signaturc of Patient orof person authorized to consent for Patient

(Date)

(Signatu re of witness)

(Date)



