Emerald Center for Integrative Medicine
@730 Third Avenue N.E. Suite 202, Seattle, WA 98115 e 206-525-5576

Patient Information

Patient Name: Date:

Address: City: State: Zip:

SSN: Gender: OFemale O Male Date of Birth: Age:
Check appropriate box: O Partner O Single O Married O Divorced O Widowed O Separated
Phone:  Home: Work: Cell:

Number easiest to contact you to leave messages: Email address:

HIPAA regulations require permission to leave detailed messages. Which number is best for this?

Spouse/Partner or parent's name: Phone:

Patient's or parent’s employer: Occupation:

Business Address: City: State: Zip:

If patient is a student, name of school/college: City: State:
Whom may we thank for referring you?

Person to contact in case of an emergency: Phone:
Responsible Party

Name of person responsible for this account: Relationship:

Address: Home Phone:

Driver’s license #: Birthdate: Business Phone:

Employer: Address:

Is this person currently a patient at our office? O Yes 0 No

Insurance Information
Subscriber name:

Relationship to patient:

Date of Birth:

Social Security Number:

Insurance company:

Phone:

What is your deductible?

How much have you used?

Subscriber [D#

Group #

Secondary Insurance:

Subscriber name:

Relationship to patient:

Date of Birth:

Social Security Number:

Insurance Company:

Subscriber [D#

Group #

| authorize release of any information concerning my (or my child’s) health/mental health care, advice and treatment
provided for the purpose of evaluating and administering claims for insurance benefits. | also hereby authorize
payment of insurance benefits otherwise payable to me directly to the doctor.

X

Date:

Signature of patient or parent if minor



EMERALD CENTER 7~
INTEGRATIVE MEDICINE

9730 Third Avenue N.E. Suite 202, Seattle, WA 98115 e 206-525-5576 e Fax: 206-525-5776

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

State and Federal laws require us to maintain the privacy of your health information and to inform you about our privacy
practices by providing you with this Notice. We must follow the privacy practices as described below. This Notice will take
effect on , today’s date, and will remain in effect until it is amended or replaced by us.

It is our right to change our privacy practices provided law permits the changes. Before we make a significant change, this
Notice will be amended to reflect the changes and we will make the new Notice available upon request. We reserve the right to
make any changes in our privacy practices and the new terms of our Notice effective for all health information maintained,
created and/or received by us before the date changes were made.

You may request a copy of our Privacy Notice at any time by contacting our Privacy Officer, Moira Fitzpatrick. Information on
contacting us can be found at the end of this Notice.

TYPICAL USES AND DISCLOSURES OF HEALTH INFORMATION

We will keep your health information confidential, using it only for the following purposes:

Treatment: We may use your health information to provide you with our professional services. We have established “minimum
necessary or need to know” standards that limit various staff members’ access to your health information according to their
primary job functions. Everyone on our staff is required to sign a confidentiality statement.

Disclosure: We may disclose and/or share your healthcare information with other health care professionals who provide
treatment and/or service to you. These professionals will have a privacy and confidentiality policy like this one. Health
information about you may also be disclosed to your family, friends and/or other persons you choose to involve in your care,
only if you agree that we may do so.

Payment: We may use and disclose your health information to seek payment for services we provide to you. This disclosure
involves our business office staff and may include insurance organizations or other businesses that may become involved in the
process of mailing statements and/or collecting unpaid balances.

Emergencies: We may use or disclose your health information to notify, or assist in the notification of a family member or
anyone responsible for your care, in case of any emergency involving your care, your location, your general condition or death.
If at all possible we will provide you with an opportunity to object to this use or disclosure. Under emergency conditions or if you
are incapacitated we will use our professional judgment to disclose only that information directly relevant to your care. We will
also use our professional judgment to make reasonable inferences of your best interest by allowing someone to pick up filled
prescriptions, x-rays or other similar forms of health information and/or supplies unless you have advised us otherwise.

Healthcare Operations: We will use and disclose your health information to keep our practice operable. Examples of
personnel who may have access to this information include, but are not limited to, our medical records staff, outside health or
management reviewers and individuals performing similar activities.

Required by Law: We may use or disclose your health information when we are required to do so by law. (Court or
administrative orders, subpoena, discovery request or other lawful process.) We will use and disclose your information when
requested by national security, intelligence and other State and Federal officials and/or if you are an inmate or otherwise under
the custody of law enforcement.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. This information will be disclosed
only to the extent necessary to prevent a serious threat to your health or safety or that of others.

HIPAA Notice of Privacy Practices
This form does not constitute legal advice and covers only federal, not state, law.
C/Mv dociiments/FCIM/Forms/HIPPA/Notice of Privacv nractice




Public Health Responsibilities: We will disclose your health care information to report problems with products, reactions to
medications, product recalls, disease/infection exposure and to prevent and control disease, injury and/or disability.

Marketing Health-Related Services: We will not use your health information for marketing purposes unless we have your
written authorization to do so.

National Security: The health information of Armed Forces personnel may be disclosed to military authorities under certain
circumstances. If the information is required for lawful intelligence, counterintelligence or other national security activities, we
may disclose it to authorized federal officials.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders,
including, but not limited to, voicemail messages, postcards or letters.

YOUR PRIVACY RIGHTS AS OUR PATIENT

Access: Upon written request, you have the right to inspect and get copies of your health information (and that of an individual
for whom you are a legal guardian.) There will be some limited exceptions. If you wish to examine your health information, you
will need to complete and submit an appropriate request form. Contact our Privacy Officer for a copy of the Request Form.
You may also request access by sending us a letter to the address at the end of this Notice. Once approved, an appointment
can be made to review your records. Copies, if requested, will be $ (0.710) for each page and the staff time charged will be

$ (none) per hour including the time required to locate and copy your health information. If you want the copies mailed to you,
postage will also be charged. If you prefer a summary or an explanation of your health information, we will provide it for a fee.
Please contact our Privacy Officer for a fee and/or for an explanation of our fee structure.

Amendment: You have the right to amend your healthcare information, if you feel it is inaccurate or incomplete. Your request
must be in writing and must include an explanation of why the information should be amended. Under certain circumstances,
your request may be denied.

Non-routine Disclosures: You have the right to receive a list of non-routine disclosures we have made of your health care
information. (When we make a routine disclosure of your information to a professional for treatment and/or payment purposes,
we do not keep a record of routine disclosures: therefore these are not available.) You have the right to a list of instances in
which we, or our business associates, disclosed information for reasons other than treatment, payment or healthcare operations.
You can request non-routine disclosures going back 6 years starting on April 14, 2003. Information prior to that date would not
have to be released. (Example: If you request information on May 15, 2004, the disclosure period would start on April 14, 2003
up to May 15, 2004. Disclosures prior to April 14, 2003 do not have to be made available.)

Restrictions: You have the right to request that we place additional restrictions on our use or disclosure of your health
information. We do not have to agree to these additional restrictions, but if we do, we will abide by our agreement. (Except in
emergencies.) Please contact our Privacy Officer if you want to further restrict access to your health care information. This
request must be submitted in writing.

QUESTIONS AND COMPLAINTS

You have the right to file a complaint with us if you feel we have not complied with our Privacy Policies. Your complaint should
be directed to our Privacy Officer. If you feel we may have violated your privacy rights, or if you disagree with a decision we
made regarding your access to your health information, you can complain to us. Request a Complaint Form in writing from our
Privacy Officer. We support your right to the privacy of your information and will not retaliate in any way if you choose to file a
complaint with us or with the U.S. Department of Health and Human Services.

HOW TO CONTACT US

Practice Name: Emerald Center for Integrative Medicine
Privacy Officer: Moira Fitzpatrick, PhD, ND
Telephone: 206-525-5576 Fax: 206-525-5776

E-Mail: drfitznd@comcast.net

Address: 9730 Third Avenue NE, Suite 202, Seattle, WA 98115

HIPAA Notice of Privacy Practices
This form does not constitute legal advice and covers only federal, not state, law.
C/Mv dociiments/FCIM/Forms/HIPPA/Notice of Privacv nractice



EMERALD CENTER 7~
INTEGRATIVE MEDICINE

9730 Third Avenue N.E. Suite 202, Seattle, WA 98115 e 206-525-5576 e Fax: 206-525-5776

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES

Dear Patient:

We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may use
and/or disclose your health information. Please sign this form to acknowledge receipt of the Notice. You may
refuse to sign this acknowledgement, if you wish.

| acknowledge that | have received a copy of this office’s Notice of Privacy Practices.

Please print your name here

Signature

Date

FOR OFFICE USE ONLY
We have made every effort to obtain written acknowledgment of receipt of our Notice of Privacy from this patient
but it could not be obtained because:
The patient refused to sign.
Due to an emergency situation it was not possible to obtain an acknowledgement.
We weren’t able to communicate with the patient.
Other (Please provide specific details)

Employee/Practitioner signature Date

HIPAA Acknowledgement of Receipt of the Notice of Privacy Practices
This form does not constitute legal advice and covers only federal, not state, law.




EMERALD CENTER 7

INTEGRATIVE MEDICINE
9730 Third Avenue N.E. Suite 202, Seattle, WA 98115 e Phone / Fax 206-525-5576

CONFIDENTIAL HEALTH HISTORY QUESTIONNAIRE

Name: Date:

What are the concerns for which you are seeking care? (Primary concern first)

1. Date of onset:

Date of onset:

2
3. Date of onset:
A

Date of onset:

Are you seeking primary care from [ Dr. Fitzpatrick [ ]Ann Padilla [ Neither (check one)

If No, who is your primary care physician?

(Name) (Phone if known)

For what concern did you last receive health or medical care?

Medications and Supplements
What medications (prescribed or over the counter), herbs, vitamins, supplements, etc. are you

currently taking?

Check each that you currently use:

Laxatives Pain relievers Antacids Cortisone
Antibioftics Heart/Blood medication Allergy Medication Thyroid medication
Sleeping pills Anti-depressants Birth Control Pills Hormones

Do you have any known contagious diseases at this time? Yes  No If yes, what?

Page 1 206.525.5576| fax206.525.5776
9730 Third Ave NE, Suite 202, Seattle, WA 9811
www.theemeraldcenter.com



Name: Date:

Family History

Father Mother Brothers Sisters Children Maternal Paternal
Grandparents | Grandparents

Ages (if
living)

Current
health

Age af
death

Cause of
Death

Indicate if there have been any of the following diseases in you, your parents, grandparents,
brothers, sisters or children. Indicate the number of relatives who have the disease.

Cancer Diabetes Epilepsy

Heart Disease High Blood Pressure Stroke
Anemia Kidney Disease Glaucoma
Allergies Asthma Mental lliness
Arthritis Tuberculosis Alzheimer’s Dz

Have you had any of the following Childhood llinesses (check if yes)
Scarlet fever Diphtheria Rheumatic fever Mumps Measles German measles __

Have you had any immunizations? Yes  No Negative Reactions?

Hospitalizations, Surgery, X-Ray and Special Studies
What hospitalizations, surgeries, x-rays, or special studies have you had?

year: year.

year: year.

year: year.
Allergies

Are you hypersensitive or allergic to foods, drugs, or environmental substances? Please list:

General
Weight lbs. Height Weight T yearago ____lbs.
Maximum Weight lbs.  When Blood Type
Page 2 206.525.5576 | fax 206.525.5776
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Name: Date:

Review of Symptoms

Answer questions or check any of the following you have or have had in the past 6 months.

LIFESTYLE HABITS

Please shade in areas where you are experiencing Main interests and hobbies?
pain on figures (if applicable). ____Exercise, what kind?
How often do you exercise?
____Average 6-8 hrs. of sleep
____Have a supportive relationship
____History of abuse
____Major traumas
____Use recreational drugs
____Treated for drug abuse/dependence
___Drink coffee
____Drink black or green tea
___Drink cola or other sodas
____Add salt to your food
___Eat refined sugar
__Enjoy your work
____Take vacations
____Spend time outside
___Watch TV? How much?
___Read? How often?
___Use alcoholic beverages # per week
____Treated for alcoholism
___Use tobacco currently
___Used tobacco in the past

How many years?
How many packs per day?
____Have a religious/spiritual practice

Review of Symptoms

Check any of the following you have or have had in the past 6 months.

SKIN HEAD / NECK IMMUNE
___Rashes ____Headache/migraine ___ Chronic Fatigue Syndrome
____Eczema, Hives ___Faintness ___Chronic infections
____Acne, Boils ___ Dizziness ___Chronically swollen glands
____ltching ___Jaw Pain ____Slow wound healing
____Fungal Infections ____Swollen Glands
___Color change ___ Goiter MUSCLES / JOINTS/ BONES
____Hair Loss ____Pain or stiffness ____Joint pain
___ Dry skin/ scalp _TMJ ___Muscle pain
_ Lumps ___Muscle spasms / cramps
___Night Sweats RESPIRATORY ___Restless leg Syndrome
___Slow healing ulcerations ___ Chest congestion ____Sciatica
____Flushing or hot flashes ___Wheezing ___Osteoporosis
__ Asthma
Page 3 206.525.5576 | fax 206.525.5776
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Name: Date:

NOSE AND SINUSES ____Bronchitis/Pneumonia NEUROLOGIC
____Frequent colds ___Emphysema ____Seizures

___Nose Bleeds ___Difficulty/Pain breathing ___Paralysis

___ Stuffiness ____Shortness of breath ___Muscle weakness
____Hay fever ____Tuberculosis ___Numbness or tingling
____Sinus problems ___Cough __ Wetor___ Dry ___Easily stressed
___Loss of smell ____Coughing blood ___Vertigo or dizziness

Loss of balance

EYES AND EARS CARDIOVASCULAR ___Tics

____ltchy eyes ____Heart disease

___Watery eyes ____Angina/Chest pain DIGESTION

__ Dryeyes ___High/Low Blood Pressure ___Trouble swallowing
____Swollen/painful eyes __ Murmurs ____Heartburn / Acid Reflux
___RedEyes ___Blood clots ____Change in thirst/appetite
____Impaired vision/Blurriness  ___lrregular heart beat ___Ulcer

__ Floaters in vision __Palpitations/Fluttering __Nausea/Vomiting

__ Cataracts __ Swelling in ankles ___Gas/Bloating

____Color blindness ____Belching or passing gas
__ Double Vision CIRCULATION __ Diarrhea

Glaucoma

____Easy bleeding or bruising

___ Constipation

___Hearing difficulty ____Anemia

___Ringing ___Deep leg pain

____Earaches/Infection ___Varicose veins
___Cold hands/feet

____Pain or cramps
___Mucous in stools
___Black / Bloody stool
____Hemorrhoids

MOUTH AND THROAT Itchy / Burning Anus

____Sore throat ENDOCRINE ___Rectal Pain

___Copious saliva ____Hypothyroid ___Liver/Gall Bladder trouble
____Teeth grinding ____Heat or cold intolerance ____Jaundice (yellow skin)
___Sore tongue/lips ____Hypoglycemia Bowel Movements: How often?
___Gum problems ___ Diabetes Is this a change?

___Hoarseness ____Excessive thirst Stools __ Hard ___ Firm
____Gagging/choking ____Excessive hunger ___Soft ___ Loose

___ Difficulty swallowing ____Fatigue

Seasonal depression

Review of Symptoms

Check any of the following you have or have had in the past 6 months.

URINARY FEMALE ONLY

___Pain on urination ___lrregular cycles
__Increased frequency __ Bleeding between cycles
____Frequency at night ___Pain during intercourse
__ Frequent infections __ Clotting

__Inability to hold urine __Heavy or excessive flow
____Kidney stones ___PMS

___Blood in urine ____Endometriosis

Page 4 206.525.5576 | fax 206.525.5776
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Name:

Date:

MENTAL/ EMOTIONAL
____Mood Swings
___Anxiety or nervousness
____Considered/Attempted suicide
___ Depression
____Poor concentration
____Poor Memory
____Panic

Other
GENERAL
____Poor Sleep / Insomnia
___ Disturbed Sleep
___Fatigue / Low Energy
____General feel Hot
____General feel Cold
___Cahills
___Fevers
____Poor Appetite
___ Constant Hunger
__ Cravings
____Peculiar taste in mouth
___Low Libido
____Experience High Stress

MALE ONLY

____Hernias

____Testicular masses
____Testicular pain

____Prostate disease
____Sexually transmitted disease
___Discharge or sores
____Sexual dysfunction

Are you sexually active? Yes No
Sexual orientation?

Birth control? Type?

___Difficulty conceiving
___Painful menses

___Vaginal discharge? Color?
___Vaginal Odor

___Ovarian cysts
____Menopausal symptoms
____Abnormal PAP

____Sexually transmitted disease
___Breast pain/tenderness
___Nipple discharge

___ Breast Lumps

Age at which menses began
Age of last menses (if menopausal)____

Length of Cycle (Day 1 to Day 1)

Duration of Flow

Date of last period

Are you sexually active? Yes No
Sexual orientation?

Birth control? Type?

Number of pregnancies

Number of live births

Number of miscarriages

Number of abortions

___Difficult or premature births
Do you do breast self-exams? Yes No
Date of last Pap smear

Date of last mammogram

Could be pregnant now?
Any other feminine difficulties?

Context of Care Overview

We would like to take this moment to welcome you to Emerald Center for Integrative Medicine. Whether
you were referred by another practitioner for a one-time visit, or are looking for a longer-term
comprehensive health solution, we look forward to our role in your care. Below are a few questions that
really assist us in understanding “where you’re coming from” and how we can best support your health.
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Name: Date:

1) How did you discover our clinic and how did you decide to see us now?

2) What is your present level of commitment to address any underlying causes of your signs and
symptoms that relate to your lifestyle? (Rate from 0 to 10, with 10 being 100% committed)
0% 0 1 2 3 4 5 6 7 8 9 10 100%
What if anything stands between your current commitment and 100%?

3) What behaviors or lifestyle habits do you currently engage in regularly that you believe support your
health? (Please list)

4) What do you love most about your life at this time?

5) What behaviors or lifestyle habits do you currently engage in regularly that you would like to
change? (Please list)

6) What potential challenges do you foresee in addressing the lifestyle factors and recommendations,
which we will be sharing with you?

7) What are your top three expectations of us?

Page 6 206.525.5574 fax 206.525.5776
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Metabolic Assessment Form

#
Name: Age: Sex: Date:

PART 1
Please list the 5 major health concerns in your order of importance:
B.#CCCCCCCCCCCCCCCCCCCCCCCrrrrrrreeececececececccecececcecececceececceececececececcececcecceccececececececc
3.#CCCCCCCCCCCCCCCLrrrrrerreecececececccecececececececeececcecececcececcececececececececececcececececececcecececcc
D.#CCCCCCCCCCCrcrcrrrrereeeeeceeeeeeeeeeeeeeeeeeeeeeceeecececccececcecececcececcececcececcecececececect
b 6{ 01 6{0{6{ 61 6{ 61 6{ 6 6{ 6 6 6 6{ 6 6 6 6 6 6 6 61 61 61 61 61 61 61 61 61 6 6 1 6 6 6 6 6 6 61 6 6{ 6 6{ 6{ 6{ 6{ 6{ 6{ 6{ 6{ 6{ 6{ 6{ 6{ 6{ 6{ 6{ 6{ S{ S{ S{ S{ S{ 1
E.CCCCCCCCCCCrrrrrrrcececeececeeeeeeeeeeceeeeceeeceeececeecececececcecececcececcececcecececcecececcc
#
PART II Please circle the appropriate number ‘0 - 3’ on all questions below.

0 as the least/never to 3 as the most/always.

Category I # # # # # Category V#
=0 RH(B(HFOGH -0 0 HL(2#IOHL™*(*2%# 0 1 2 3 TH+*8) 240+ %& #KS(HKOO-JHIBM) #-%)(+*)# 0 1 2 3
JOG*+#8F-0Hb;8"#18%;#+*"0b*KHF 2#18))%; &#) (O0HO+H&SY 3 JOGH+#FOG*"#8&8)#8; -#0+#F"08(%; &t
I"(*+;8(%;&H10;) (% 18(%60;#8;-#-%8++*8## 0 1 2 3 B S+ 8 H OM+ ) HBK (*+#°8 (%0, &t 0 1 2 3
7%8++*8itH 0 1 2 3 N ((*+HH*(8"" %6 I#(8)(*#%;#HOM('6##
10;)(%18(%0;## 0 1 2 3 ) 14008 2490 #(+HHO+ Y0, &t# 0 1 2 3
L8+-6#-+26#0+#)H8""#)(00"## 0 1 2 3 _*QL"8%:;*-#9%(1'2H) Z%: 0 1 2 3
J08(*-#(0;&M*#OKANKM:: 204-*F+06)#0#(0:&M*# 0 1 2 3 OGY6) H18)(#(0#* 2 0 1 2 3
P8))#'8+&*#8HOM; (HOKAKOM "#)H*"%:8#&8)% 0 1 2 3 U(00"#10"0+#8" (*+;8(*J#K+OH#I"82#10"0+*-##
<O+*#('8;#DH#FOG*"#HO, *H*; ()#-8%"2# 0 1 2 3 HHHH O#;0+ HB " #F+0G ## 0 1 2 3
M)*#"8Q8(%, *)#K+*RM*;("2# 0 1 2 3 *ox k) 7 0;64) 1¥1968" 24 18" H)## 0 1 2 3
# T+280+#K"8Z2H)Z%:#8;-|0+#'8%+## 0 1 2 3
Category II L9)(0+2#0K#&S " F'8--*+#8((8IZ)#0+#H) (0% 0 1 2 3
SQI*%)%%*#F*"I'%;&G#FM+1%;&6#O+#F"08(%;&# 0 1 2 3 L8, *#20M#'8-#20M+#&8""F"8--*+#+*HO, *-## Yes No
T8)HYHH*-068(*"2#K0"" 0G%; &HBHH*S" 0 1 2 3 #
AKK*;)%, HF++8(‘## 0 1 2 3 Category VI
T%KKY%IM" (#FOG*"#HO, *H*; ()# 0 1 2 3 48,74 G- M-+ 06: & (-804 0 1 2 3
U% ) HOKHKM™ *))#-M+%;&##8;-#B8K(*+#H*8")## 0 1 2 3 [++%(8F “#Y%KH#H*8")#8+*#H0%))*-## 0 1 2 3
;:QKMK%%:ﬁﬁ?gg}gﬁ%ﬂi&ﬁg{ﬁg{j)z;&*(gF"*)VT) L s s TH1%-HOHIOKKH(OHZ**1#20M+)* KHEOY%; &HO+HKB+HE-##2 3
' -#%; T8 (*8-*-HYK#H* ) HB+*#H0b))*-# 0 1 2 3
# S8(%0; &+ ) HKB(Yo&M* 0 1 2 3
Category III , , - =*H)'8Z 26H#a%0((*+26#(+*HO+)#H# 0 1 2 3
U(OHBI'#18%;64F N+;%6;&6#0+#81'%6; &#BW#># OM+)#AK (*+1£*8( ;843 \Q9(8(* H8) 06" DML (64 OM)#tt o 1 2 3
TOH20M#K-+RM*; ("24M)*48; (81%-) Xt 0 1 2 3 POO+#H*HO+26#K0-+&*(KM" 444 0 1 2 3
=0 QHM: &+ 2HB HOM+HO+#(GOHBK(“+#*8(%:&#H#0 1 2 3 NN+ 90) %0044 0 1 2 3
L*8+(FM+#G™ #'200;&#-0G  #O+H#F*-%; 8#KO+G8+6# 1 2 3 4
YAHL0+8+2#+*'06*K#K+OH#8; (81%-)64#K00-6##
HHHIHY " Z6#18+F0;8(*-#F* *+8&* ) 0 1 2 3 Category VII )
7%&*)(%, *#1+0F *H)#)MF)%-*#G%(#+*) (#8;-#+*'8Q8(U0;#2 3 =8(%&M*#BK(*+#H*8")# 0 1 2 3
L*8-+(FM-+:#-M*#(0#) 1% 2K 00-)641'010"8(*6#1%(+M)6# 1+8 )G (- M+ %, &i#(*#-82# 0 1 2 3
####l*ll*+)6#8'l|0'O"6#8;-#|8KK*%;*## 0 1 ) 3 58(%;&#)G**()#-O*)#;O(#+* %*,*#|+8,%;&)#K0+#)m&S‘I## 2 3
4 <M)(#'8,#) G () HBK (*+#H*8")## 0 1 2 3
Category IV bBYG)(H&Y6+(HOEVITRMB HO+H"B+&-+#H(Bi# W H&I+ (M 2 3
SOME'BR#8:-#KY6F*+#I8M)*#10:) (%18(%0:# 0 1 2 3 SHRMY M 90 8(%0:# 0 1 2 3
[;-%&*)(%0;#8;-#KM"";))#"8) J#3W>## [;1+*8)*-#( ./I()+)(I#I¢C#811 (Co( #. 0 1 2 3
S ONHHBK (B (Yo 8 0 1 2 3 T9%KKYIM" (2#"0)%; &H#G*%& (# 0 1 2 3
P8Yo;6#(*;-*+;%))BH#)0-+*; %)) HO #"*K (#) Yo- *#t#
HHHHHN -+ YO F #188 0 1 2 3 Category VIII
SQI*))%, *#18))8&*H#OK#88)## 0 1 2 3 /8;0(#)(82##8)"* 143 0 1 2 3
\BM)*8#8;-]0+#,0HY6(%; & 0 1 2 3 [+8,%4#)8" (14 , 0 1 2 3
U(OO"#M;-%&*)(*-6#KOM"#)H*""%;&G## U 0G#)(8+(*+#%,#( *#HO+;%; &#H# 0 1 2 3
HMIOM)W"06Z*6#8++8)26#0+#100+"24K0+H*-## 0 1 2 3 HK("+,00;#K8(6&M" it o ¢ 1 2 3
= RM* (M. 8(060; 44 0 1 2 3 799G #)(8;- &AM LHRMObIZ 24 0 1 2 3
[[1++8)*-#(%%+) (#8; #BL1*(%6(*## 0 1 2 3 tK(*+;00;#78-8I™)i## . 0 1 23
7%KK%|M"(Z#"O)O/O;&#G*%&'(## 0 1 2 3 L*8-8I )#G%(# Q +(%0;#0+#)(+ ))## 0 1 2 3
4 brBZ#8Y )i 0 1 2 3

Symptom groups listed in this flyer are not intended to be used as a diagnosis of any disease condition.
For nutritional purposes only.
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Category IX Category XIV
Cannot fall asleep 0o 1 2 3 Urination difficulty or dribbling 0
Perspire easily 0o 1 2 3 Urination frequent 0
Under high amounts of stress 0o 1 2 3 Pain inside of legs or heels 0
Weight gain when under stress 0o 1 2 3 Feeling of incomplete bowel evacuation 0
Wake up tired even after 6 or more hours of sleep 0o 1 2 3 Leg nervousness at night 0
Excessive perspiration or perspiration with
little or no activity o 1 2 3 Category XV
Decrease in libido 0
Category X Decrease in spontaneous morning erections 0
Tired, sluggish 0 1 2 3 Decrease in fullness of erections 0
Feel cold — hands, feet, all over 0 1 2 3 Difficulty in maintain morning erections 0
Require excessive amounts of sleep to Spells of mental fatigue 0
function properly 0o 1 2 3 Ina'blhty to concentr.ate 0
Increase in weight gain even with low-caloriediet 0 1 2 3 Episodes of depression 0
Gain weight easily 0o 1 2 3 Muscle soreness . 0
Difficult, infrequent bowel movements 0o 1 2 3 Decrease? mp hy§1cal stz.:lmma 0
Depression, lack of motivation 0o 1 2 3 Unexplalped we}gh.t gain . 0
Morning headaches that wear off Incregse in fat distribution around chest and hips 0
as the day progresses 0o 1 2 3 Sweating aFtacks . 0
Outer third of eyebrow thins 0 1 2 3 More emotional than in the past 0
Thinning of hair on scalp, face or genitals or
excessive falling hair 0o 1 2 3 Category XVI
Dryness of skin and/or scalp 0o 1 2 3 Are you perimenopausal Yes
Mental sluggishness 0o 1 2 3 Alternating menstrual cycle lengths Yes
Extended menstrual cycle, greater than 32 days Yes
Category XI Shortened menses, less than every 24 days Yes
Heart palpations 0o 1 2 3 Pain and cramping during periods 0
Inward trembling 0o 1 2 3 Scanty blood flow 0
Increased pulse even at rest 0o 1 2 3 Heavy bl(.)Od flow . . 0
Nervous and emotional 0 1 2 3 Breast pain and swelling during menses 0
Insomnia 0 1 2 3 Pelvic pain during menses 0
Night sweats 0 1 2 3 Irritable and depressed during menses 0
Difficulty gaining weight 0 1 2 3 Acne break outs 0
Facial hair growth 0
Hair loss/thinning 0
Category XII
Diminished sex drive ‘ 0o 1 2 3 Category XVII
Menstrual dlggrders or lack of menstruation 0o 1 2 3 How many years have you been menopausal?
Increased ability to eat sugars without symptoms 0o 1 2 3 Since menopause, do you ever have uterine bleeding? ~ Yes
Hot flashes 0
Category XIII Mental fogginess 0
Increased sex drive 0o 1 2 3 Disinterest in sex 0
Tolerance to sugars reduced 0o 1 2 3 Mood swings 0
“Splitting” type headaches 0 1 2 3 Depression 0
Painful intercourse 0
Shrinking breasts 0
Facial hair growth 0
Acne 0
PART III Increased vaginal pain, dryness or itching 0
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How many 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:

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:
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Emerald Center for Integrative Medicine
9730 Third Avenue NE, Suite 202, Seattle, WA 98115
P: 206.525.5576 F: 206.525.5776

Informed Consent
General Information: Naturopathic Treatment may include any of the following general treatments: General Diagnostic
Procedures, Lifestyle counseling/exercise prescriptions, Herbal/Natural Medicine, Homeopathy, Therapeutic Nutrition,
Physical Medicine, and/or prescription medications.

Methods, Procedures and Therapeutic Approaches: Providers may perform any of the following procedures/tests, as
needed to properly evaluate my condition, determine appropriate treatment options to treat or address my health concerns.

Counseling/Lifestyle counseling/Exercise prescriptions/Medical Hypnotherapy: For the purposes of stress management,
relaxation or treatment of psychological disorders to improve health or the prevention and treatment of disease.

Herbal/Natural Medicine: Use of plant and animal materials given in the form of teas, pills, powders, liquid extracts,
tinctures, creams, pastes, washes, suppositories, etc. to restore normal function. These may contain alcohol.

Homeopathy: Using remedies made from diluted naturally occurring substances, mixed in an alcohol or water base.

Therapeutic Nutrition: Use of foods, diet plans, or nutritional supplements for treatment — may include vitamin injections.

Physical Medicine: Use of massage, muscle stretching, exercise therapy, as well as naturopathic manipulation of the
joints (similar to what an osteopathic doctor or chiropractor might perform), to relieve pain and improve function.
Physical medicine may also include the use of heating pads, micro-current electrical therapy, cranial electro-therapy
stimulation, nebulizer (mist breathing therapy), hydrotherapies including use of hydroculator, and cryotherapy.

Medication or drug therapy: Use of prescription or over-the-counter medications to treat/control symptoms of disease.

Potential Risks: pain, discomfort, blistering, discolorations, infection, bleeding, fainting or injury from needle insertions
during blood draws or injections of a vitamin, herb, or drug; bleeding or infection during pap tests; aggravation of pain or
injury/condition during physical examination or physical medicine treatments; injury during exercise; intolerance to a
vitamin, herb, remedy or drug; mild to severe (life threatening) allergic reactions to a vitamin, herb, or drug; burns or
discoloration from topical therapies; inadequate treatment response.

Potential Benefits: Proper diagnosis and treatment of my condition; improved stress management; improved mood;
improved health and diet; restoration of optimal biochemistry/physiology; restoration of health and the body’s maximal
functional capacity, relief of pain and symptoms, reduction in scar tissue, improved healing after injuries, relief of
symptoms, optimal health.

Notice to Pregnant Women: All female patients must alert the doctor if they know or suspect that they are pregnant, since
some of the therapies/procedures could present a risk to pregnancy.

I understand that I may ask questions regarding my treatment before signing this form and I am free to withdraw my
consent and to discontinue participation in any procedure/treatment at any time. With this knowledge, I voluntarily
consent to treatment and/or the above procedures, realizing that no guarantees have been made regarding cure or
improvement of my condition. I understand that a record will be kept of the health services provided to me. This record
will be kept confidential and will not be released to others unless so directed by me or my representative or otherwise
permitted or required by law.

Patient’s Name Signature Guardian/Personal Representative’s Signature

Patient’s Name (Printed Guardian/Personal Representative’s Name (Printed
Y

Date Relationship/Representative’s Authority



EMERALD CENTER 7

INTEGRATIVE MEDICINE
9730 Third Avenue N.E. Suite 202, Seattle, WA 98115 e Phone / Fax 206-525-5576

Patient Financial Agreement

Naturopathic Medicine Extended First Office Call:
*  This fee is charged the first time a patient with multiple health concerns is seen by Dr. Fitzpatrick or Dr Reddeman.
*  This fee is charged the first time a patient is seen by Dr. Fitzpatrick for a psychiatric medical evaluation.
*  Please bring your medical records and list of health concerns relative to the conditions you are being seen for, if possible.

Naturopathic Medicine Return Office Call:
*  Allow approximately 30 - 45 minutes for this visit, unless Dr. Fitzpatrick or Dr Reddeman recommends additional time.

Craniosacral Therapy: The fee is based upon approximately 1 hour for this visit.
Microcurrent Treatment: per 15 minutes

Cancellation Charge:
*  We request and appreciate a minimum of 24 hour notice.
* A fee of $75 will be charged if 24 hour notice is not given.

Payment:

*  Payment for visit co-pays and/or medication and supplements is to be rendered at time of service and can be made by cash,
check, or money order.

*  There is a minimum billing fee of 12% APR for account balances due beyond 30 days.

*  There is a $35 NSF fee on all returned checks.

*  Patients will be held responsible for non-payment by their insurance company. Accounts unpaid by the insurance company
greater than 90 days will be billed to the patient.

*  Outstanding balances greater than 120 days will be turned over to a collection agency unless prior arrangements have been
made with Emerald Center for Integrative Medicine in writing.

We are committed to providing quality care for your naturopathic medical needs. Our office appreciates your
patronage.

IF I HAVE INSURANCE, I UNDERSTAND THAT I AM RESPONSIBLE TO READ MY MEDICAL BENEFIT BOOK AND
UNDERSTAND IT. WHEN APPLICABE, I AM RESPONSIBLE TO PAY A PERCENTAGE OF THE COST OF MY VISIT AT
THE TIME OF TREATMENT. I AGREE THAT I AM FULLY RESPONSIBLE FOR THE TOTAL PAYMENT OF ALL
PROCEDURES PERFORMED IN THIS OFFICE. THIS INCLUDES ANY TREATMENT THAT IS NOT A BENEFIT OF ANY
MEDICAL INSURANCE THAT I MAY HAVE

I agree to the above defined financial policies of Emerald Center for Integrative
Medicine. In the case of default of payment, I am responsible for full payment of the balance, interest accrued, and any collection costs and
legal fees incurred to collect on this account.

I, the undersigned, have read, understand, and accept the information and conditions specified in this document.

Patient Signature Print Name Date



Health Questionnaire (NTAF)

Name:

Age:

Sex: Date:

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

SECTION A

* Is your memory noticeably declining?

e Are you having a hard time remembering names
and phone numbers?

Is your ability to focus noticeably declining?

Has it become harder for you to learn things?

* How often do you have a hard time remembering
your appointments?

Is your temperament getting worse in general?

Are you losing your attention span endurance?

How often do you find yourself down or sad?

How often do you fatigue when driving compared
to the past?

* How often do you fatigue when reading compared

to the past?
* How often do you walk into rooms and forget why?
* How often do you pick up your cell phone and forget why?

SECTION B

* How high is your stress level?

* How often do you feel that you have something that
must be done?

Do you feel you never have time for yourself?

How often do you feel you are not getting enough
sleep or rest?

Do you have the time to get regular exercise?

How often do you not feel cared about by the
people in your life?

* How often do you not feel you are accomplishing

your life purpose?
* How often do you share your problems with someone?

SECTION C

SECTION C1
* How often do you get irritable, shaky, or have
lightheadedness between meals?
How often do you feel energized after eating?
How often do you have difficulty eating large
meals in the morning?
How often does your energy level drop in the afternoon?
How often do you crave sugar and sweets in the afternoon?
* How often do you wake up in the middle of the night?
* How often do you have difficulty concentrating
before eating?
* How often do you depend on coffee to keep yourself going?
* How often do you feel agitated, easily upset, and nervous
between meals?

SECTION C2

e Do you get fatigued after meals?

* Do you crave sugar and sweets after meals?

* Do you feel you need stimulants such as coffee after meals?

* Do you have difficulty losing weight?

* How much larger is your waist girth compared to
your hip girth?

* How often do you urinate?

e Have your thirst and appetite been increased?

* Do you have weight gain when under stress?

e Do you have difficulty falling asleep?

SECTION1-S

e Are you losing your pleasure in hobbies and interests?

* How often do you feel overwhelmed with ideas to manage?
* How often do you have feelings of inner rage (anger)?

* How often do you have feelings of paranoia?

* How often do you feel sad or down for no reason?
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How often do you feel like you are not enjoying life?
How often do you feel you lack artistic appreciation?
How often do you feel depressed in overcast weather?
How much are you losing your enthusiasm for your
favorite activities?
How much are you losing enjoyment for
your favorite foods?
How much are you losing your enjoyment of
friendships and relationships?
How often do you have difficulty falling into
deep restful sleep?
How often do you have feelings of dependency
on others?
How often do you feel more susceptible to pain?
How often do you have feelings of unprovoked anger?
How much are you losing interest in life?

SECTION2-D

How often do you have feelings of hopelessness?

How often do you have self-destructive thoughts?

How often do you have an inability to handle stress?

How often do you have anger and aggression while
under stress?

How often do you feel you are not rested even after
long hours of sleep?

How often do you prefer to isolate yourself from others?

How often do you have unexplained lack of concern for
family and friends?

How easily are you distracted from your tasks?

How often do you have an inability to finish tasks?

How often do you feel the need to consume caffeine to
stay alert?

How often do you feel your libido has been decreased?

How often do you lose your temper for minor reasons?

How often do you have feelings of worthlessness?

SECTION3 -G

How often do you feel anxious or panic for no reason?

How often do you have feelings of dread or
impending doom?

How often do you feel knots in your stomach?

How often do you have feelings of being overwhelmed
for no reason?

How often do you have feelings of guilt about
everyday decisions?

How often does your mind feel restless?

How difficult is it to turn your mind off when you
want to relax?

How often do you have disorganized attention?

How often do you worry about things you were
not worried about before?

How often do you have feelings of inner tension and
inner excitability?

SECTION 4 - ACH

Do you feel your visual memory (shapes & images)
is decreased?

Do you feel your verbal memory is decreased?

Do you have memory lapses?

Has your creativity been decreased?

Has your comprehension been diminished?

Do you have difficulty calculating numbers?

Do you have difficulty recognizing objects & faces?

Do you feel like your opinion about yourself
has changed?

Are you experiencing excessive urination?

Are you experiencing slower mental response?

Symptom groups listed in this flyer are not intended to be used as a diagnosis of any disease condition.
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