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CLIENT INTAKE FORM

Today's Date:

Name: Date of Birth:
(Last, First, Middle Initial) (Month/Day/Year)

Gender: O Male [OFemale [OTransgender 0[O Maleto Female [ Female to Male [ Other:

Address:
City: State: Zip Code:
Home Phone: ( ) Cell Phone: ( ) Work Phone: ( )

May we leave confidential messages for you at any of the above numbers? [ Yes O No (Specify)) OHome O Work OCell

Email Address: May we contact you by email? O Yes [ONo
Primary Care Physician: Physician’s Phone: ( )

Physician’s Address: City: State: Zip Code: _
Employer: Occupation:

Work Address: City: State: Zip Code: _

Marital Status: O Single O Married O Separated O Divorced O With Partner O Widow

Name of Spouse/Partner (or parent/guardian if a minor):

Whom may we contact in case of an emergency:

Relationship to you: Emergency Contact #: ( )

How did you hear about us?

O Yellow Pages [ Newspaper [ORadio/TV O lInternet [ Sign/Flyer [ Informational Talk O Word of Mouth [ Other
Were you referred by another patient/client? O Yes [ No Were you referred by a physician/healthcare provider? [ Yes [No

If you answered “yes" to either of the above questions would you provide us with as much information as possible so that we may thank
them for referring you to us at Vitality Natural Health and Wellness Center.
Referring Patient/Client/Practitioner’s Name:

Address, City, State, Zip:

Phone Number:

Client Signature Parent/Guardian Signature Date
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INFRARED SAUNA HEALTH HISTORY QUESTIONNAIRE

PLEASE COMPLETE THIS QUESTIONNAIRE AS THOROUGHLY AS POSSIBLE.

CLIENT: DATE:

Health Concerns (Please describe your major health concerns.)

Date Began:

Date Began:

Date Began:

When is the last time you had something to eat (for hypoglycemics only)?

Are you currently experiencing any of the following conditions? [ Contagious disease; please explain:

O Cold or Flu O Inflammation O Fever O Infection O Diarrhea O Constipation O Vomiting

Goals and Expectations (Please tell us your goals and expectations for your infrared sauna.)

Medications, Supplements, Vitamins, Herbs

Medication/Supplement/Vitamin/Herb Dosage Condition(s) Taken For
Medical History
(Check the following conditions that apply to you, past and present. Please add comments to clarify the condition.) YES NO

Do you have open wounds or skin lesions?

Do you have Type | or Type Il diabetes?

Do you have cancer?

Do you currently receive radiation therapy or chemotherapy?

Do you have a pacemaker or any battery operated or electrical implant?

Are you an organ transplant recipient?

Are you on medications to prevent rejection of a transplanted organ?
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Did you have an organ removed? Please explain:

Are you pregnant, suspect that you may be pregnant or breast feeding?

Are you on a heartbeat regulating medication(s)?

Are you taking any anticoagulants, antihistamines, vasoconstrictors and/or tranquilizers?

Do you have high or low blood pressure?

Do you have any other cardiovascular or circulatory condition(s)?

Are you on blood pressure medication(s)?

Does your blood pressure increase if you miss one or more doses of your medication(s)?

Do you have asthma or any other respiratory condition(s)?

Do you have any swelling or edema?

Do you have a heat sensitivity or intolerance?

Do you have any kidney issues?

You should consult with your physician if you have answered YES to any of the questions above to see if the use of the infrared sauna
would be appropriate for you. If you feel discomfort, step out of the sauna and let us know immediately.

e Do not wear metal such as watches, use a computer or cell phone during a session.

e [f taking prescription medication, take them after or at least six hours prior to an infrared sauna session.
e Users should be properly hydrated prior to and after each infrared sauna session.

e Itisrecommended to take a good quality mineral supplements to safeguard against loss of electrolytes.

Please Read and Sign

The procedures administered at Vitality Natural Health and Wellness Center, LLC are non-medical procedures. They are not intended to be
a treatment, prescription or therapeutic or corrective measure for human ailments, symptoms or conditions of any kind. Only your licensed
health care practitioner can provide medical treatments. This business does not engage in the diagnosis, prescription, or treatment of
physical or mental human ailments or conditions of any kind. Any medical complaints or requests for diagnosis, prescription, or treatment
of human ailments should be referred to your licensed health care practitioner.

| understand that the infrared sauna is a detoxification tool. Usage may result in an exacerbation of some symptoms. The infrared sauna is a
gentle, non-invasive method to promote detoxification and support the body’s immune system. It is intended to be used as an adjunctive
therapeutic tool and carries no guarantees with respect to the resolution of specific health concerns. If you feel dizzy, light headed, or faint
you should end your sauna session. It is your responsibility to use the sauna correctly or ask for instructions for proper use.

| understand that no claims, promises, or guarantees are being made through the use of the infrared sauna. | accept full responsibility for
the risk and effectiveness of this procedure.

By signing below, | agree that | have read and understand this consent for the use of the infrared sauna.

Client or legally authorized individual signature Date

Printed name if signed on behalf of the client Relationship (parent, legal guardian, representative, etc.)
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NOTICE AND ACKNOWLEDEMENT OF PRIVACY PRACTICES

To Our Patients/Clients:

This notice describes how health information about you, as a patient/client of this practice, may be used and disclosed, and how you
can get access to your health information. This is required by the Privacy Regulations created as a result of the Health Insurance
Portability and Accountability Act of 1996 (HIPAA).

Our Commitment to Your Privacy:

Our practice is dedicated to maintaining the privacy of your health information. We are required by law to maintain the
confidentiality of your health information. We realize that these laws are complicated, but we must provide you with the
following information.

Use and Disclosure of Your Health Information in Certain Special Circumstances:
e To public health authorities and health oversight agencies that are authorized by law to collect information.
e Lawsuits and similar proceedings in response to a court administrative order.
e Ifrequired to do so by a law enforcement official.

e When necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another
individual or the public. We will only make disclosures to a person or organization able to prevent the threat.

e If you are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate authorities.
o To federal officials for intelligence and national security activities authorized by law.

e To correctional institutions or law enforcement officials, if you are an inmate or under the custody of a law enforcement
official.

e For Worker's Compensation and similar programs.

Your Rights Regarding Your Health Information:

e You can request that our practice communicate with you about your health and related issues in a particular manner or at a
certain location. For instance, you may ask that we contact you at home, rather than work. We will accommodate reasonable
requests.

e You can request a restriction in our use or disclosure of your health information for treatment, payment, or health care
operations. Additionally, you have a right to request that we restrict our disclosure of your health information to only
certain individuals involved in your care or the payment for your care, such as family members and friends. We are not
required to agree to your request; however, if we do agree, we are bound by our agreement except when otherwise
required by law, in emergencies, or when the information is necessary to treat (care for) you.

e You have the right to inspect and obtain a copy of the health information that may be used to make decisions about you,
including patient/client medical records and billing records, but not including psychotherapy notes. You must submit your
request in writing to:

o Meadville Location: Vitality Natural Health and Wellness Center, LLC, 18955 Park Ave. Plaza, Meadville, PA 16335

o Grove City Location: Vitality Natural Health and Wellness Center, LLC, 209 S. Broad St., Grove City, PA 16127

o Lakewood Location: Vitality Natural Health and Wellness Center, LLC, 130 Chautauqua Ave. Lakewood, NY 14750
Note: We must respond to this request within 30 days.

e You may ask us to amend your health information if you believe it is incorrect or incomplete, and as long as the information
is kept by or for our practice. To request an amendment, your request must be made in writing and submitted to:

o Meadville Location: Vitality Natural Health and Wellness Center, LLC, 18955 Park Ave. Plaza, Meadyville, PA 16335
o  Grove City Location: Vitality Natural Health and Wellness Center, LLC, 209 S. Broad St., Grove City, PA 16127
o Lakewood Location: Vitality Natural Health and Wellness Center, LLC, 130 Chautauqua Ave. Lakewood, NY 14750

Note: We must respond within 60 days. The Privacy Officer or the patient/client’s practitioner will usually do this. If the
practitioner believes the information is complete and accurate, the practitioner can refuse to make any changes.
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e You are entitled to receive a copy of this Notice of Privacy Practices. You may ask us to give you a copy of this Notice at any
time. To obtain a copy of this notice, contact the front desk staff/office manager.

e If you believe your privacy rights have been violated, you may file a complaint with our practice or with the Secretary of the
Department of Health and Human Services. To file a complaint with our practice, contact the General Manager at Vitality
Natural Health and Wellness Center, LLC. All complaints must be submitted in writing. You will not be penalized for filing a
complaint.

e Our practice will obtain your written authorization for uses and disclosures that are not identified by this notice or
permitted by applicable law.

Shared Information within Vitality Natural Health and Wellness Center, LLC:

There may be times when you are working with multiple practitioners at Vitality Natural Health and Wellness Center, LLC. In order to
provide you with the best quality health care we do at times consult with other practitioners that you may be seeing in the practice.
Information regarding your medical history and/or current treatment/healing plan may be shared with the other practitioners at
Vitality Natural Health and Wellness Center, LLC.

If you have any questions regarding this notice or our health information privacy policies, please contact the general manager at
Vitality Natural Health and Wellness Center, LLC.

I acknowledge that | have received a copy of Vitality Natural Health and Wellness Center, LLC's Notice of Privacy Practices.

Patient or legally authorized individual signature Date

Printed Name if signed on behalf of the patient Relationship (parent, legal guardian personal
representative, etc.)

For office use only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be
obtained because (please specify):

Signature of office staff Date
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PAYMENT AND CANCELLATION POLICY

At Vitality Natural Health and Wellness Center, LLC, we consider it an honor and privilege to be of service to our clients and hope for
a long and mutually satisfying relationship. We spend an inordinate amount of time and energy with each and every one of our new
and established clients because we are committed to providing the highest quality care.

Vitality Natural Health and Wellness Center, LLC is a cash-based office. Appointments may be reserved with a credit card at the time
of scheduling and full payment is expected at the time of service. Payments may not be reimbursable by an insurance provider in the
state of Pennsylvania with the exception of some acupuncture and chiropractic services. For your convenience, our office accepts
cash, personal checks and credit card (Visa, Mastercard, Discover and American Express). We charge what is usual and customary for
our community. There will be a $50.00 charge for all returned checks for insufficient funds.

Appointment times are dedicated specifically to our clients. We do understand that there may be extenuating circumstances;
however, we request that any cancellation or rescheduling of appointments be made at least 24 hours in advance. Missed
appointments or appointments cancelled less than 24 hours in advance affect us all and prevent us from being able to serve others
in need. Because of this, we have created a cancellation and missed appointment policy.

If a client is not able to keep their scheduled appointment, they must notify us within 24 hours of the appointment. If this
requirement is not met, the client may be billed a 25% fee of the scheduled service fee or it will be applied to the client’s credit card
(if on file) and will be non-refundable. A no-show of any scheduled appointment may be billed at 50% of the scheduled service
price or it will be applied to the client’s credit card (if on file) and will be non-refundable. We will always do our best to reschedule
an appointment, however, these are the minimum requirements of notice allowable.

The payment and cancellation policy will be included in all new client paperwork. This form must be signed by all clients.
Thank you for understanding our policy. We appreciate your consideration of our time and will express the same consideration of
your.

By signing below, | agree that | have read and understand this payment and cancellation policy.

Client or legally authorized individual signature Date

Printed name if signed on behalf of the client Relationship (parent, legal guardian, representative, etc.)
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