
MEADVILLE LOCATION 

18955 Park Avenue Plaza 
Meadville, PA 16335 

814-720-4825 (phone) 
814-601-0930 (fax) 

meadville@vitalityhealthandwellness.com 

GROVE CITY LOCATION 

209 South Broad Street 
Grove City, PA 16127 

724-458-5522 (phone) 
814-601-0930 (fax) 

grovecity@vitalityhealthandwellness.com 

LAKEWOOD LOCATION 
130 Chautauqua Avenue 

Lakewood, NY 14750 

716-763-8880 (phone) 
814-601-0930 (fax) 
lakewood@vitalityhealthandwellness.com 

 

CLIENT INTAKE FORM 
 
                       

Today’s Date: __________________________________ 
     

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

 
Gender:  Male     Female     Transgender     Male to 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     No      (Specify):     Home     Work     Cell 
 
Email Address: __________________________________________________________________ May we contact you by email?     Yes     No          
 
Primary Care Physician: ____________________________________________________ Physician’s Phone: (______)______________________ 
 
Physician’s Address: __________________________________________City: _______________________ State: ______ Zip Code: ___________ 
 
Employer: __________________________________________________________________Occupation: __________________________________ 
 
Work Address: _______________________________________________City: _______________________ State: ______ Zip Code: ___________ 
 
Marital Status:      Single           Married           Separated           Divorced           With Partner           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?     

 Yellow Pages     Newspaper     Radio/TV     Internet     Sign/Flyer     Informational Talk     Word of Mouth     Other 
 
Were you referred by another patient/client?     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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NUTRITIONAL THERAPY HEALTH HISTORY QUESTIONNAIRE 
SUCCESSFUL HEALTH CARE AND PREVENTION ARE ONLY POSSIBLE WHEN THE PROVIDER HAS A COMPLETE UNDERSTANDING OF THE CLIENT 

PHYSICALLY, MENTALLY AND EMOTIONALLY.  PLEASE COMPLETE THIS QUESTIONNAIRE AS THOROUGHLY AS POSSIBLE.  PRINT ALL INFORMATION AND 

MARK ANYTHING YOU DON'T UNDERSTAND WITH A QUESTION MARK. 

 
CLIENT: _________________________________________________________________ DATE: ___________________________ 
 

Health Concerns (What are your most important health concerns?  Please list as many as you can in the order of importance.  Please 

include the date when the condition began.) 

                                                                                                                                              Date Began: 

                                                                                                                                              Date Began: 

                                                                                                                                              Date Began: 

                                                                                                                                              Date Began: 

                                                                                                                                              Date Began: 

This/ condition interferes with:     Work       Sleep       Exercise       Other: ___________________________________________________ 

This condition is:    Getting worse       Getting better       Staying the same 

What do you believe is the cause? 

How is the condition being treated? 

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

 

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

 

 

 

 

Hospitalizations and Surgeries (What hospitalizations or surgeries have you had?) 

_______________________________________________ Year: _________ _______________________________________________ Year: ________ 

_______________________________________________ Year: _________ _______________________________________________ Year: ________ 

 

Allergies (Are you hypersensitive or allergic to any of the following?) 
Medications: ___________________________________________________________________ Reaction: _________________________________ 

Foods: _________________________________________________________________________  Reaction: _________________________________ 

Environmental: _________________________________________________________________ Reaction: _________________________________ 

 
 
 



Family History 
 Father Mother Brothers Sisters Children               Grandparents 

  PGF        PGM       MGF      MGM 

Age (if living)          

Health (G=good; P=poor)          

Age at death (if deceased)          

Mark (X) those applicable          

Diabetes          

Heart Disease          

High Blood Pressure          

Stroke           

Epilepsy          

Thyroid Disease          

Mental Illness (Identify type)          

Asthma/Hayfever/Hives          

Allergies          

Anemia          

Kidney Disease          

Glaucoma          

Tuberculosis          

Migraines          

Autoimmune Disease (type)          

Cancer (Identify type)          

Others          

Cause of Death          

 

Medications, Supplements, Vitamins, Herbs 

Medication/Supplement/Vitamin/Herb Dosage Condition(s) Taken For 

   

   

   

   

   

   

   

 

Review of Symptoms (Please check the following that apply to you.) 

Head Cardiovascular/Circulatory Skin Urinary 
 Headaches  High blood pressure  Acne  Frequent infections 

 Migraines  Low blood pressure  Rashes  Inability to hold urine 

 Jaw/TMJ Problems  Chest pain/pressure  Flushing/hot flashes  Inability to empty bladder 

 Hair Loss  Palpitations/fluttering  Eczema  Inc. urinary frequency 

 Ear pain  Varicose veins  Hives  Inc. frequency at night 

 Ear infections  Blood Clots  Itching  Urgency with urination 

 Ears, itchy  Stroke  Boils  Low force of urination 

 Hearing problems  Lymphedema  Color changes  Pain with urination 

 Ringing in ears/Tinnitis  Anemia  Lumps  Bed wetting 

 Wax, excessive  Swollen ankles  Moles Female 
 Blurry Vision  Pressure sores  Psoriasis  Bleeding between cycles 

 Color blindness  Fainting  Sun sensitivity  PMS 

 Decreased night vision  Heart Condition: _________  Tight skin  Endometriosis 

 Double vision Respiratory  Easy bleeding  Painful intercourse 

 Dry, red, gritty eyes  Difficult breathing  Easy bruising  Sexual difficulties 



 Eyes, itchy  Pain with breathing  Rosacea  Breast lumps 

 Eye pain  Wheezing  Athlete’s Foot  Breast pain/tenderness 

 Glasses/Contacts  Chronic cough  Warts  Nipple discharge 

 Spots in eyes/Floaters  Shortness of breath Digestion/Elimination  Difficulty getting pregnant 

 Tearing, excessive              At night  Change in appetite/thirst  Vaginal discharge 

 Hay fever              Lying Down  Fatigue after eating  Vaginal itching 

 Nose bleeds             With exercise/exertion  Heartburn/Acid Reflux  Vaginal dryness 

 Red nose and/or face  Asthma  Nausea  Genital Warts 

 Runny nose  Spitting up blood/mucus  Vomiting  Genital Herpes 

 Sinus problems  History of pneumonia  Hemorrhoids  Yeast infection, chronic 

 Stuffiness/congestion  History of bronchitis  Painful stool Male 
 Frequent sore throat  History of pneumonia  Constipation  Penile discharge 

 Frequently clear throat  COVID (Date: ___________)  Diarrhea  Penile sores 

 Gum problems/Periodontal 
disease 

Musculoskeletal  Alternating constipation/ 
diarrhea 

 Difficulty getting/ 
maintaining erection 

 Hoarseness  Muscle pain  Pain in rectum/anus  Sexual difficulties 

 Mouth sores  Joint pain or stiffness  Itching in rectum/anus  Pain with intercourse 

 Cold sores/Oral herpes  Joint heat or redness  Difficulty swallowing  Testicular pain 

 Mouth dryness  Joint swelling  Irritable bowel syndrome  Testicular lump 

 Sore tongue, lips  Hand/foot swelling  Abdominal/stomach pain  Scrotal redness/rash 

 Teeth grinding  Hip/leg/foot pain  Belching/burpimg  Scrotal itching 

 Swollen glands  Back pain  Change in stool  Genital Warts 

 Tonsils/Adenoids removed  Shoulder/neck/arm pain  Blood or mucus in stool  Genital Herpes 

Neck  Chest/rib pain  Flatulence/gas General 
 Goiter Neck lumps  Abdominal pain  Difficult bowel movement  Chronic fatigue/tiredness 

 Neck pain/stiffness  Fibromyalgia  Diverticulosis/Diverticulitis  Frequent colds/infections 

 Whiplash injury  Broken/fractured bones  Crohn’s disease  Inflammation 

Nervous System  Strains/sprains  Colitis  Infections, chronic 

 Numbness/tingling  Spasms/cramps  Nervous stomach  Slow wound healing 

 Twitching of face  Problems walking Mental/Emotional  Heat or cold intolerance 

 Chronic pain  Bursitis  Anxiety/nervousness  Increasing hunger or thirst 

 Sleep disorders  Arthritis  Depression  Excessive sweating 

 Paralysis  Osteopenia/Osteoporosis  Poor memory  Night sweats 

 Herpes/ shingles  Scoliosis  Difficult concentration  Fainting/lightheadedness 

 Cerebral palsy  Degenerative joint disease  Mood swings  Dizziness/vertigo 

 Epilepsy  Bone or joint disease  Foggy mind  Cold hands and/or feet 

 Multiple sclerosis  Muscle weakness/fatigue  Tension/stress  Anemia 

 Muscular dystrophy Endocrine  ADD/ADHD  Eating disorder 

 Parkinson’s disease  Diabetes (Type: _________)  Weepiness/sadness Other 

 Spinal cord injury  Thyroid (hyper/hypo)  PTSD  ________________________ 

 Neuropathy  Adrenal concerns  Substance abuse  ________________________ 

 

Reproductive History 

Female 

Date of last female exam: ___________ Normal Pap?   Yes    No, explain: ______________ Have you ever had HPV?   Yes    No 

Sexual Orientation:  Heterosexual     Homosexual     Bi     Other     Sexually active?   Yes    No                                                                 

Birth Control Type: ___________________________________________________________________________________________________________ 

# of Pregnancies: ______    # of Live Births: ______    # of Cesarian deliveries: ______    # of Miscarriages: ______    # of Abortions: ______   

Age period began: ______     Length of period (bleeding): ______     Length of cycle: ______     Are your cycles regular?   Yes    No    

Menstrual pain /cramps:  None     Mild     Significant     Severe      

Menstrual Flow:  Light     Moderate     Heavy     Extremely heavy 

Are you pregnant?   Yes    No     Are you breast feeding?   Yes    No     Have you ever breast fed?   Yes, how long_______  No    

Were you ever on oral contraceptives?    Yes    No     How long? ______ Hormone Replacement:  Past    Current      How long? _______ 

Uterine Fibroids:  Past    Current          Fibrocystic Breasts:  Past    Current          Polycystic Ovaries:  Past    Current     



Are you menopausal?   Yes    No     Age of menopause: _________     Date of last period: __________             Hysterectomy:  Yes    No 

Do you do Self Breast Examination (SBE)?   Yes    No     Date of last mammogram: _______________  Normal:  Yes    No, please explain:  

Please explain any concerns: 

Male 

Sexual Orientation:  Heterosexual     Homosexual     Bi     Other     Sexually active?   Yes    No     Birth Control Type: ___________ 

Ejaculation concerns:  Yes    No     Fertility Concerns:   Yes    No     Impotence:  Yes    No     Hernia concerns:   Yes    No 

Prostate concerns:  Yes    No    

Please explain any concerns: 

 

General Lifestyle Information 

Height: _______________________________________________________ 

Weight, current: _______________________________________________ 

Weight, 1 year ago: ____________________________________________ 

Maximum Weight: _____________________________________________ 

Ideal Weight: _________________________________________________ 

I consider my weight to be: 

      Not a factor in my present illness 
      Somewhat of a factor 
      Not a factor 
 

Do you drink alcohol?    Yes    No      

     Number of drinks/week: ___________________________________ 

     Type of alcohol: __________________________________________ 

Ever been treated for alcoholism?    Yes    No 

Do you use tobacco?    Yes    No      

Have you ever used tobacco?    Yes    No      

     What type?  

     How much/day? _________ # of years: __________ 

Have you ever tried to quit?    Yes    No      

Have you been exposed to toxic/potentially toxic chemicals?   
 Yes    No      
Please explain: 
 

Do you use recreational drugs?    Yes    No      

     What type? _____________________________________________ 

Have you ever been treated for drug dependence?   Yes    No      

 

Movement 

How often do you exercise? 

 

 

What type of exercise do you? 

 

How would you rate the intensity of your exercise? 

     Light     Moderate     Vigorous/Hard 

 

How much time are you willing and/or able to commit to an 
exercise program? 

 

What do you like most about exercise? 

 

What do you like least about exercise? 

What types of exercise do you enjoy: (Check all that apply.) 

      Walking     Running/Jogging     Aerobics classes 

      Water aerobics      Bicycling      Weight lifting          

      Stretching     Treadmill      Elliptical     Swimming                                                                       

      Skiing      Rowing     Other: ______________________________ 

What are your motivators for exercise? (Check all that apply.) 

      

      Control blood sugar      Increase energy      Improve mood          

      Decrease stress     Improve sleep      Weight reduction                                                                       

      Better endurance     Decrease stres     Other: ____________ 

 

Sleep/Energy 

Do you feel that you have a sleep problem.   Yes    No      

If yes, please explain: 

  

Energy/Fatigue Level: 
      I have abundant energy. 
      I have adequate energy to do what I need/want to do. 
      I could use a little more energy. 
      I feel tired often. 
      I feel tired all the time. 

Do you sleep well?    Yes    No      

Do you awaken feeling rested?    Yes    No         

Do you have difficulty falling asleep?    Yes    No      

Do you have difficulty staying asleep?    Yes    No      

Do you take naps?    Yes    No      



Do you sleep through the night?    

      Most of the time    Occasionally    Never 
If yes, for how long? _________________________________________ 

Do you snore loudly/stop breathing while you sleep?    Yes    No 

Have you completed a sleep study?    Yes    No      

Do you use a CPAP or BiPAP machine?    Yes    No      

Bedtime: _______________________ 

Wake Time: _____________________ 

Average hours of sleep per night: ____________________________ 

Do you watch TV before bed?    Yes    No      

Is the TV in your bedroom or living/family room? _________________ 

Do you use a tablet, phone or other electronic device while lying in 
before before going to sleep?    Yes    No      

Do you read in bed before trying to fall asleep?     Yes    No      

If yes, do you read on a tablet or phone that has a lit-up screen? 

 Yes    No      

 

Emotional Wellness/ Self-Care 

Ever been diagnosed with a psychiatric disorder?    Yes    No      

Did you undergo treatment?    Yes    No      

Do you consider yourself to be happy these days? 

 Yes    No      

Please identify the 3 biggest stressors in your life: 

      1. 

      2. 

      3. 

Do you practice any stress management techniques (i.e. yoga, 
journaling, prayer, meditation, deep breathing, etc.)? 

 

 

On a scale from 1 to 10, where 0 is a thoroughly easy going person 
and 10 is a very high strung person, please rate how you generally 
consider yourself. _________ 

How do you think others would rate you? __________ 

Please list main interests/hobbies. 
 
 
 

Please describe 2-3 of your greatest strengths and/or achievements. 

      1. 

      2. 

      3. 

What do you do creatively? / What are your creative outlets? 

Do you have a significant other?     Yes    No     

Is your significant other supportive?    Yes   No 

Do you have a strong support system (i.e. family, friends, people to 
talk/share things with)?    Yes   No      

What kind of work do you do? 

 

Do you enjoy your work?    Yes   No      
 

Average number of sick days/year: _____________________________ How many hours per day do you use a computer? ______________ 

Do you watch television?   Yes, hrs/day: ____________   No      How many hours a day do you spend on a phone/tablet: ________ 

Do you spend time outside?   Yes    No      Do you spend time in the sun?  Yes, hrs/day: ___________    No      

Do you follow a spiritual practice?   Yes    No      
     Type of practice/religion: 

How important is spirituality in your daily life? 
   Not important    1-2    3-4    5 -6    7-8    Very important 
How important is religion in your daily life? 

   Not important    1-2    3-4    5 -6    7-8    Very important 

If you could change 3 things about yourself, what would they be? 

      1. 

      2. 

      3. 

What are you grateful for? 

 

 

Is there negativity you can cut from your life? 

Is there any self-work that you would like to focus on? What are the things that bring you joy? 

 

 

Do you practice self care? What types of self care activities would you like to do more often? 

 

What type of self care activities do you do? Are you honoring your boundaries? 

 



Nutrition/Hydration 

Please describe your typical dietary habits: 

Breakfast:  
 
 
 
 
      
Lunch: 
 
 
 
 
 
Dinner: 
 
 
 
 
Snacks: 
 
 

Do you have food allergies/intolerances?  Yes   No 
Please describe: 
 
 
 
 
 
Do you experience food cravings?    Yes   No  
For what types of food?  
 
 
 
 
Recent improvements to your diet include: 
 
 
 
 
 
What are the factors in your life that interfere with eating better? 
 
 
 
 

What are the 3 healthiest foods you eat each week? 

      1. 

      2. 

      3. 

What the 3 worst foods you eat each week? 

      1. 

      2. 

      3. 

How many glasses of water/day do you drink? ___________________ 
     Is it filtered water?   Yes   No 

How many cups of coffee per day do you drink? _______________ 
     What type: ______________________________________________ 

How many cans of soda or juice/day do you drink? ______________ 
     Diet:   Yes   No     What type: ________________________ 

How many cups of tea/day do you drink? _____________________ 
     What type?  Black   Green   Other: ____________________ 

Do you cook?   Yes   No  What % of your weekly meals are home-prepared? ____________ 

How many meals do you eat out/week on average? _______________ What % of your weekly food intake is organic? ________________ 

My diet can best be described as: 
      Omnivore           
          (Meats/poultry/fish/eggs/dairy/fruits/grains/veggies) 
      Semi-vegetarian  
         (I include some animal products, specifically: 
      Ovo-lacto-vegetarian  
         (I exclude animal flesh, but include dairy and eggs.) 
      Vegan 
         (I exclude all animal products.) 
      Other (please explain)  

Regarding the way you eat, which statement most closely 
describes you: 
      I am not considering any nutritional changes at this time. 
      I am considering nutritional changes, but am not ready to       
          make changes. 
      I am early into the process of making nutritional changes. 
      I am well into the process of making nutritional changes. 
      I am maintaining prior changes that I have implemented. 
 

Anything else you would like to say about your diet? 
 
 
 

Have you ever been diagnosed with an eating disorder?  

 Yes   No  Please explain: ________________________________ 
 

My interest and motivation to make/sustain changes is: 
   None       Slight       Moderate       Strong       Very Strong 

My confidence in my ability to make/sustain changes: 

   None       Slight       Moderate       Strong       Very Strong 

 
 
 
 
 
 



Consent for Functional Nutritional Therapy 

Welcome to Vitality Natural Health and Wellness Center and the services of Blair Erdeljac, Functional Nutritional Therapy Practitioner.  
 
GOAL: Our basic goal is to encourage people to become knowledgeable about and responsible for their own health, and to bring it to a 
personal optimum level. Nutritional therapy is designed to improve your health, but is not designed to treat any specific disease or medical 
condition. Reaching the goal of optimum health, absent other non-nutritional complicating factors, requires a sincere commitment from 
you, possible lifestyle changes, and a positive attitude. A Nutritional Therapist is trained to evaluate your nutritional needs and make 
recommendations of dietary change and nutritional supplements. A Nutritional Therapist is not trained to provide medical diagnoses, and 
no comment or recommendation should be construed as being a medical diagnosis. Since every human being is unique, we cannot 
guarantee any specific result from our programs.   
 
HEALTH CONCERNS: If you suffer from a medical or pathological condition, you need to consult with an appropriate healthcare provider. A 
Nutritional Therapist is not a substitute for your family physician or other appropriate healthcare provider. A Nutritional Therapist is not 
trained nor licensed to diagnose or treat pathological conditions, illnesses, injuries, or diseases. If you are under the care of another 
healthcare provider, it is important that you contact your other healthcare providers and alert them to your use of nutritional supplements. 
Nutritional therapy may be a beneficial adjunct to more traditional care, and it may also alter your need for medication, so it is important 
you always keep your health care practitioner informed of changes in your nutritional program. If you are using medications of any kind, 
you are required to alert the Nutritional Therapist to such use, as well as to discuss any potential interactions between medications and 
nutritional products with your pharmacist. If you have any physical or emotional reaction to supplements, discontinue their use 
immediately, and contact your Nutritional Therapist to ascertain if the reaction is adverse or an indication of the natural course of the 
body's adjustment to the therapy.     
 
COMMUNICATION: Every client is an individual, and it is not possible to determine in advance how your system will react to the 
supplements you need. It is sometimes necessary to adjust your program as we proceed until your body can begin to properly accept 
products geared to correct the imbalance. It is your responsibility to do your part by using your nutrition guidelines, exercise your body 
and mind sufficiently to bring your emotions into a positive balance, eat a proper diet, get plenty of rest, and learn about nutrition. You 
must stay in contact with the Nutritional Therapist so we can let you know what is happening and the best course of action. You may 
request your other healthcare provider, if any, to feel free to contact the Nutritional Therapist for answers to any questions they may have 
regarding nutritional therapy.   
 
LICENSURE: A Nutritional Therapist is not licensed or certified by any state. However, a Nutritional Therapy Practitioner™ is trained by the 
Nutritional Therapy Association, Inc.® which provides a certificate of completion to students who have successfully met all course 
requirements, including a written and practical exam. A license to practice Nutritional Therapy is not required in some states. Laws and 
regulations regarding certification and licensure requirements differ from state to state.   
 
By my/our signature(s) below, I/we confirm that I/we have read and fully understand the above disclaimer, are in complete agreement 
thereto and do freely and without duress sign and consent to all terms contained herein.   

 
If you have any questions about this information, we will be more than happy to discuss it with you. 
 
By signing below, I agree that I have read and understand this policy and consent to nutritional therapy under the supervision of Blair 
Erdeljac, FNTP. 
 
______________________________________________________________   _____________________________________________________ 
Client or legally authorized individual signature             Date  
 
______________________________________________________________   _____________________________________________________ 
Printed name if signed on behalf of the client                                Relationship (parent, legal guardian, representative, etc.)  

 

 

 



MEADVILLE LOCATION 

18955 Park Avenue Plaza 
Meadville, PA 16335 

814-720-4825 (phone) 
814-601-0930 (fax) 

meadville@vitalityhealthandwellness.com 

GROVE CITY LOCATION 

209 South Broad Street 
Grove City, PA 16127 

724-458-5522 (phone) 
814-601-0930 (fax) 

grovecity@vitalityhealthandwellness.com 

LAKEWOOD LOCATION 
130 Chautauqua Avenue 

Lakewood, NY 14750 

716-763-8880 (phone) 
814-601-0930 (fax) 
lakewood@vitalityhealthandwellness.com 

 

 
 
 
 
 

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: 

• To public health authorities and health oversight agencies that are authorized by law to collect information. 

• Lawsuits and similar proceedings in response to a court administrative order. 

• If required to do so by a law enforcement official. 

• 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. 

• If you are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate authorities. 

• To federal officials for intelligence and national security activities authorized by law. 

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

• For Worker’s Compensation and similar programs.  
 

Your Rights Regarding Your Health Information: 

• 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.  

• 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. 

• 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. 

• 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, 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 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. 



• 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. 

• 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. 

• 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 I 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 

 



MEADVILLE LOCATION 
18955 Park Avenue Plaza 
Meadville, PA 16335 
814-720-4825 (phone) 
814-601-0930 (fax) 
meadville@vitalityhealthandwellness.com 

GROVE CITY LOCATION 
209 South Broad Street 
Grove City, PA 16127 
724-458-5522 (phone) 
814-601-0930 (fax) 
grovecity@vitalityhealthandwellness.com 

LAKEWOOD LOCATION 
130 Chautauqua Avenue 
Lakewood, NY 14750 
716-763-8880 (phone) 
814-601-0930 (fax) 
lakewood@vitalityhealthandwellness.com 

 

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, I agree that I 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.)  

 

 

 


