
Wellness Dimensions, llc

8717 West 110th Street Suite 270  Overland Park, KS 66210            913.906.7788 (P)             913.766.0436 (f)
www.kcwellnessdimensions.com

    How did you find us . . .

        Internet  !   Doctor________________________________________   Family/Friend___________________________________________

       Promotion / Event_____________________________________________________   patient: __________________________________________________

        Other:________________________________________________________________________________________________________________________________________

  
   Todays Date: _______/________/_____________
   CLIENT’S NAME: (Last) ___________________________________________________________(First)_____________________________________________________(M)____________ 

   Nickname: “___________________________________”

   Address: _______________________________________________________________________________________________________________________

   City: ______________________________________________________________ State:_______________________ Zip:__________________________

   Phone: (     ) ________________________________Cell: (     )________________________________ Fax: (      )____________________________

   Email Address: ______________________________________________________________________________________________________________ 

!

   DOB _________/___________/______________     ! Age__________ ! !  Gender:  ! MALE   or    FEMALE    

   WEIGHT___________________LBS! ! ! Blood Type ___________ ( POS  or  neg )

   Marital Status:    !!  Married!  Divorced!       Widowed! ! Single

   PARENTS/GUARDIANS NAMES: _________________________________________________________________________________________

   Employer: ______________________________________ Work # w Ext: (         )__________________________________ext_____________

   Emergency Contact: _________________________________________________relationship:__________________________________
   Emergency Phone: (          )_________________________________________(          )_________________________________________________

   Date of last medical exam + reason for visit: ____________________________________________________________________
   Name of Primary care physician (PCP):  Dr: ________________________________________________________________________

   PCP Phone Number: (          )_______________________________________PCP Fax: (           )____________________________________

   Date of most recent lab work: ____________/___________/_______________   

**Please include copies of labs & pertinent medical records (< 6 months) with this form**
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Please LIST current health conditions and your GOALS for making this 
appointment:

1. _______________________________________________________________________________________________________________

2. _______________________________________________________________________________________________________________

3. _______________________________________________________________________________________________________________

4. _______________________________________________________________________________________________________________

5. _______________________________________________________________________________________________________________

! Additional Comments:

Do you have any known allergies and/or sensitivities to:

   Drugs / Medications (please list):   (If none - please mark None)

______________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________

   Foods (please list):     (If none - please mark None)

! ______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

   Environmental Items / Chemicals (please list):      (If none - please mark None)

! ______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________

!
• As a general rule, do you require: normal_____, low_____, or high_____ doses of 
! medications / supplements, etc to get desired effects?

please explain: if not normal: ______________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________

• Can you swallow capsules      ❍ YES       ❍ NO       ❍ Yes, but with some difficulty 
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!
please list all Rx and Over the counter medications and supplements you are taking

Supplement Name Dosage Freq Source Reason for taking

Medication Dosage Freq How 
long

Reason for taking

!
Do you follow any special food restrictions

     ❍  Soy! ❍ Dairy! ❍ Wheat! ❍ Gluten! ❍ Corn! ❍Eggs ! ❍ yeast! ❍ sugar

     Other information you feel is important:
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!
please list the number of servings per day of each of the following items:

Soda _______   Diet Soda _______   Alcohol _______   Coffee _______   Water _______   Dairy _______   Tea _______   Meat _______

Carbs _______   Fast Food _______   Fruit _______   Veggies _______   Nuts & Seeds _______   Salt _______   Other ______________________

indicate the amount of each of the following that you use:

Cigarettes _______ packs per day, for _______ years                  chewing tobacco ________ times per day, for _______ years

recreational drugs (list type and how often and how long): ____________________________________________________________________________________

!
! EXERCISE:  please indicate your exercise habits below:

     What type of exercise do you perform? ___________________________________________________________________________

     How frequently do you exercise?    ________ days per week   - how many hours per day _____________

     How long have you been exercising consistently? _________________ years / months

     What is you current weight?  ____________ lbs      1 year ago: ____________lbs      ideal weight? 

psychological/emotional/mental (circle any that apply)
depression     anxiety     panic attacks     anger     agitation     memory disturbances     personality changes     

hallucinations     headaches     migraines     sleep disturbances     Other: _____________________________________________________

have you experienced any major griefs, regrets r traumatic experiences:

Birth to 10 years 10 to 20 20 to 30 30 to 40 40 plus

Have you ever considered suicide?     YES      NO    if yes please explain

Have you ever attempted suicide?       YES      NO    if yes please explain

__________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

have you ever utilized psychological counseling of any kind?  if so, please explain

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Do you suffer from any of the following fears or phobias?
heights     crowds     insects     loneliness     the dark     thunderstorms     death     impending doom     dogs     cats     

snakes     mice     water     closed-in-spaces     financial concerns     spiders     scorpions     public speaking     

other: _____________________________________________________________________________________________________________________________________________ 
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Family history

       ! ! ! ! ! SELF      MOTHER      FATHER      SIBLINGS      CHILDREN      GRANDPARENTS

       ADD/ADHD! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍

         Autism, PDD, Asperger! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Anemia - type ________________ !!      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Arthitis - Type _______________ !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Alcoholic!! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Allergies! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Asthma! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Birth Defects ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Birth Trauma! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Blood Pressure - high! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍!
         Cancer - type________________!!      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Cholesterol - high! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍!
         Chronic Fatigue! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Colitis! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Convulsions! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Depression! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         diabetes! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         drug addictions! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         eczema! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         epilepsy/seizures!! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Fibromyalgia! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         gall bladder disease! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Gastritis ! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         GERD ! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Glasses /Contacts ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         headaches! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         heart disease! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         hiv / aids! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         hemorrhoids ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         hepatitis! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         hypoglycemia! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         irritable bowel synd (IBS)!      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         autoimmune disease! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         mental illness! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         osteoporosis! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         rheumatic fever! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         lymes disease ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         shingles! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         seizures! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         insomnia / sleep disorder!      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Stroke ! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Thyroid disease ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         ulcer! ! ! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         ulcerative colitis! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         abnormal weight gain! !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         abnormal weight loss!  !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         prostate issues! !  !      ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Other: ________________________________           ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Other: ________________________________           ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
         Other: ________________________________           ❍!           ❍! !  ❍!            ❍! !       ❍! !          ❍
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Social History
! Do you enjoy your job / career?     YES     NO    please explain if no:

      ___________________________________________________________________________________________________________________
      ___________________________________________________________________________________________________________________

Recreational activities, sports played and hobbies:
• ___________________________________________________________________________________________________________      ❍ Current     ❍ Past

• ___________________________________________________________________________________________________________      ❍ Current     ❍ Past

• ___________________________________________________________________________________________________________      ❍ Current     ❍ Past

• ___________________________________________________________________________________________________________      ❍ Current     ❍ Past

• ___________________________________________________________________________________________________________      ❍ Current     ❍ Past

Female: please circle any that apply to you

hysterectomy     tubal ligation     breast cancer     cervical cancer     peri-menopausal     menopausal     std’s

hot flashes     irregular menses     vaginal discharge     painful periods     fibrocystic breasts     pcos     

endometriosis     discharge from breast     decreased libido     increased libido     uterine cancer     
uterine fibroids       vaginal yeast infections       heavy menses      pms     Other: _____________________________________________

    date of last menses: _______/_______/_________   # of Days of menses: ________    Cycle Length: ________days

     date of last pap smear: _______/________/__________      have you ever had abnormal pap:       YES     NO

     ever been on birth control, hrt, or iud?     yes    no   

     what type, when how long? ______________________________________________________________________________________________

     # of pregnancies (g) _____________    # of live births (p) ___________     # of miscarriages____________

     # of abortions ____________
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Please circle the appropriate number 0-3 on all questions below.  0 as the least/never  to  3 as the most/alwaysPlease circle the appropriate number 0-3 on all questions below.  0 as the least/never  to  3 as the most/alwaysPlease circle the appropriate number 0-3 on all questions below.  0 as the least/never  to  3 as the most/alwaysPlease circle the appropriate number 0-3 on all questions below.  0 as the least/never  to  3 as the most/alwaysPlease circle the appropriate number 0-3 on all questions below.  0 as the least/never  to  3 as the most/alwaysPlease circle the appropriate number 0-3 on all questions below.  0 as the least/never  to  3 as the most/alwaysPlease circle the appropriate number 0-3 on all questions below.  0 as the least/never  to  3 as the most/alwaysPlease circle the appropriate number 0-3 on all questions below.  0 as the least/never  to  3 as the most/alwaysPlease circle the appropriate number 0-3 on all questions below.  0 as the least/never  to  3 as the most/alwaysPlease circle the appropriate number 0-3 on all questions below.  0 as the least/never  to  3 as the most/alwaysPlease 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
Feeling that bowels do not empty completely 0 1 2 3 Greasy or high fat foods cause distress 0 1 2 3
Lower abdominal pain relief by passing stool or gas 0 1 2 3 Lower bowel gas and or bloating several hours
Alternating constipation and diarrhea 0 1 2 3      after eating 0 1 2 3
Diarrhea 0 1 2 3 Bitter metallic taste in mouth, especially in the morning0 1 2 3
Constipation 0 1 2 3 Unexplained itchy skin 0 1 2 3
Hard, dry or small stool 0 1 2 3 Yellowish cast to eyes 0 1 2 3
Coated tongue or "fuzzy" debris on tongue 0 1 2 3 Stool color alternates from clay colored to normal brown 0 1 2 3
Pass large amount of foul smelling gas 0 1 2 3 Notice you have a hard time detoxifying 0 1 2 3
More than 3 bowel movements daily 0 1 2 3 Reddened skin, especially palms 0 1 2 3
Frequent use of laxatives 0 1 2 3 Dry or flaky skin and/or hair 0 1 2 3

History of gallbladder attacks or stones 0 1 2 3

Category II Have you had your gallbladder removed?  Yes   Yes  NoNo

Excessive belching, burping 0 1 2 3
Gas immediately following a meal 0 1 2 3 Category VI
Offensive breath 0 1 2 3 Crave sweets during the day 0 1 2 3
Difficult bowel movements 0 1 2 3 Irritable if meals are missed 0 1 2 3
Sense of fullness during and after meals 0 1 2 3 Depend on coffee to keep yourself going or started 0 1 2 3
Difficulty digesting fruits/veggies - see food in stools 0 1 2 3 Get lightheaded if meals are missed 0 1 2 3
Excessing bloating during and/or after meals 0 1 2 3 Eating relieves fatigue 0 1 2 3

Feel shaky, jittery, tremors 0 1 2 3

Category III Agitated, easily upset, nervous 0 1 2 3

Stomach pain, burning or aching 1-4 hours after eating 0 1 2 3 Poor memory, forgetful 0 1 2 3
Frequent use of antacids 0 1 2 3 Blurred vision 0 1 2 3
Feeling hungry an hour or two after eating 0 1 2 3
Heartburn when lying down or bending forward 0 1 2 3 Category VII
Temp relief from antacids, food, milk, carbonated drinks 0 1 2 3 Fatigue after meals 0 1 2 3
Cramping pain and tenderness just under sternum 0 1 2 3 Crave sweets during the day 0 1 2 3
Digestive problems subside with rest and relaxation 0 1 2 3 Eating sweets does not relieve cravings for sugar 0 1 2 3
Heartburn due to spicy foods, chocolate, citrus, Must have sweets after meals 0 1 2 3
     peppers, alcohol and caffeine 0 1 2 3 Waist girth is equal or larger than hip girth 0 1 2 3

Increased thirst & appetite 0 1 2 3

Category IV Difficulty losing weight 0 1 2 3

Roughage and fiber cause constipation 0 1 2 3
Indigestion and fullness lasts 2-4 hours after eating 0 1 2 3 Category VIII
Pain, tenderness, soreness on left side under rib cage 0 1 2 3 Cannot stay asleep 0 1 2 3
Excessive passage of gas 0 1 2 3 Crave salt 0 1 2 3
Nausea and/or vomiting 0 1 2 3 Slow starter in the morning 0 1 2 3
Stool undigested, foul smelling, mucous-like, greasyStool undigested, foul smelling, mucous-like, greasyStool undigested, foul smelling, mucous-like, greasy Afternoon fatigue 0 1 2 3
     or poorly formed 0 1 2 3 Dizziness when standing up quickly 0 1 2 3
Frequent urination 0 1 2 3 Afternoon headaches 0 1 2 3
Increased thirst and appetite 0 1 2 3 Headaches with exertion or stress 0 1 2 3
Difficulty loosing weight 0 1 2 3 Weak nails 0 1 2 3

Category IX Category XIV (Male Only)
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Cannot fall asleep 0 1 2 3 Urination difficulty or dribbling 0 1 2 3
Perspire easily 0 1 2 3 Urination frequent 0 1 2 3
Under high amounts of stress 0 1 2 3 Pain inside of legs or heels 0 1 2 3
Weight gain when under stress 0 1 2 3 Feeling of incomplete bowel evacuation 0 1 2 3
Wake up tired even after 6 or more hours of sleep 0 1 2 3 Leg nervousness at night 0 1 2 3
Excessive perspiration or perspire w minimal activity 0 1 2 3
No reason for elevated Blood Pressure 0 1 2 3 Category XV (Males Only)

Decrease in libido 0 1 2 3

Category X Decrease in spontaneous morning erections 0 1 2 3

Tired, sluggish 0 1 2 3 Decrease in fullness of erections 0 1 2 3
Feel cold - hands, feet, all over 0 1 2 3 Difficulty in maintaining morning erections 0 1 2 3
Require excessive amts of sleep to function properly 0 1 2 3 Spells of mental fatigue 0 1 2 3
Broken and/or peeling fingernails 0 1 2 3 Inability to concentrate 0 1 2 3
Increase in weight gain even with low-calorie diet 0 1 2 3 Episodes of depression 0 1 2 3
Gain weight easily 0 1 2 3 Muscle / Joint soreness that is unusual 0 1 2 3
Constipation - difficult bowel movements 0 1 2 3 Decrease in physical stamina 0 1 2 3
Depression, lack of motivation 0 1 2 3 Unexplained weight gain 0 1 2 3
Morning headaches, wear off as the day progresses 0 1 2 3 Increase in fat distribution around chest and hips 0 1 2 3
Outer third of eyebrow thins 0 1 2 3 Sweating attacks 0 1 2 3
Thinning of hair on scalp, face or genitals or 0 1 2 3 More emotional than in the past 0 1 2 3
Dryness of Skin and/or Scalp 0 1 2 3 Hot Flashes 0 1 2 3
Mental Sluggishness 0 1 2 3 Bone loss (bone density issues) 0 1 2 3
Foggy thinking 0 1 2 3
Low Basal body temperature 0 1 2 3 Category VI (Menstruating Females Only)
Elevated Cholesterol and/or Triglycerides 0 1 2 3 Are you perimenopausal  Yes   Yes  NoNo

Alternating menstrual cycle  Yes   Yes  NoNo

Category XI Extended menstrual cycle, greater than 32 days  Yes   Yes  NoNo

Heart palpations 0 1 2 3 Shortened menstrual cycle, less than every 24 days  Yes   Yes  NoNo

Inward trembling 0 1 2 3 Pain and cramping during periods 0 1 2 3
Increased pulse even at rest 0 1 2 3 Scanty blood flow 0 1 2 3
Nervous and emotional 0 1 2 3 Heavy blood flow 0 1 2 3
Insomnia 0 1 2 3 Breast pain and swelling during menses 0 1 2 3
Night sweats 0 1 2 3 Pelvic pain during menses 0 1 2 3
Difficulty gaining weight 0 1 2 3 Irritable and depressed during menses 0 1 2 3

Acne break outs 0 1 2 3

Category XII
Diminished sex drive 0 1 2 3 Category XVII (Menopausal Females Only)
Menstrual disorders or lack of menstruation 0 1 2 3 How many years have you been menopausal? ____________________________________
Increased ability to eat sugars without symptoms 0 1 2 3 Do you ever have uterine bleeding since menopause?  Yes   Yes  NoNo

Hot flashes 0 1 2 3

Category XIII Mental Fogginess 0 1 2 3

Increased sex drive 0 1 2 3 Disinterest in sex 0 1 2 3
Tolerance to sugars reduced 0 1 2 3 Mood swings 0 1 2 3
"Splitting" type headaches 0 1 2 3 Depression 0 1 2 3
Increase in frequency of headaches 0 1 2 3 Painful intercourse 0 1 2 3
Notice rapid weight gain 0 1 2 3 Increased vaginal dryness and itching 0 1 2 3
Blood pressure increasing 0 1 2 3 Facial hair growth and/or acne 0 1 2 3
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CONTEXT OF CARE 
Why did you choose to come to this clinic?
_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

Do you think the signs and symptoms you are experiencing could be purposeful or for a 
reason?  Could they be the body’s wisdom saying “I need some help… let’s change a few things 
in my life”??
_______________________________________________________________________________________________________________________________________

How long do you think/feel it will take to resolve these conditions? (please explain)
_______________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________

How strong is the possibility for you to make some necessary lifestyle changes if 
determined this will be necessary to achieve your goals.  Please rate on scale of 1 to 10 with 
10 be the strongest your willingness to make necessary lifestyle changes:

1            2           3           4           5           6           7           8            9          10

Financial Agreement
Thank you for choosing Wellness Dimensions, LLC as part of your health and wellness team.  We do not 
take lightly the decision you have made to entrust us in providing you and/or your family advice for the 
concerns to be discussed.

Please read the following financial policy, sign, and submit as part of your “NEW PATIENT INTAKE FORM”.   
New patients are asked to fill out our intake form prior to their appointment.      

  

PLEASE NOTE:   A 50% DEPOSIT FEE IS REQUIRED WHEN SCHEDULING A NEW PATIENT CONSULTATION.  IF 
APPOINTMENTS ARE CANCELLED OR RE-SCHEDULED TWO BUSINESS DAYS PRIOR TO YOUR APPOINTMENT, 
DEPOSIT AMOUNT IS FULLY TRANSFERABLE TO ANOTHER DATE OR REFUNDABLE (LESS $25.00 CANCELLATION FEE).  

• The remainder of your balance is due at the time of service.   
• WE ACCEPT CASH, CHECKS, VISA, MASTER CARD, AMEX, and DISCOVER

 It is STRONGLY recommended to schedule 75 minutes for New Patient Consultations.
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Functional Medicine Fees

Initial (New Patient) Consultation Fees (based on time and complexity):

•  ranges from $260 - $500 (avg length is 60 - 120 minutes)

Follow-Up Consultation and Lab Review fees (based on time and complexity):
• $55 per 15 minutes (avg 30 to 60 minutes) 

Venipuncture: 
• $20 per draw

Laboratory testing:

• ranges from $10 per test to $2500 per test depending on the test

Rx Nutritionals:

• Varies from case to case
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PLEASE NOTE THAT WE DO NOT FILE FOR INSURANCE. IN ADDITION, WE CANNOT ACCEPT 
MEDICARE OR MEDICAID FROM ANY STATE.  We will give you a copy of your receipt at the completion 
of your appointment for you to submit to your insurance company.  The receipt you will receive includes 
the standard billing and coding information, which is required by insurance companies when you file your 
claim.  Your insurance policy is a contract between you and your insurance company.  We are not a party 
to that contract.  THE BILL IS YOUR RESPONSIBILITY AT THE TIME OF SERVICES, REGARDLESS OF YOUR 
INSURANCE COMPANY’S CONTRIBUTION.  Please be aware that some, and perhaps all, of the services 
provided may be “non-covered” services and not considered reasonable and necessary under your 
insurance plan.  You are responsible for payment in full regardless of any insurance company’s 
arbitrary determination of usual and customary rates.  We think you will find that these procedures are 
similar to other offices that offer alternative medicine treatments.   Insurance companies that require 
additional information create an added burden and expense to our office – please be aware of the 
following charges:

Charges for additional information include:

Copies: $0.25 per page; Short/Long insurance Form: $15.00/$25.00; Medical Letter of Necessity: 
$40.00-50.00 (If drafted by patient & e-mailed in Word document-$20.00-30.00); Narrative Report: $ 
100.00- $250.00; Administrative time will be charged accordingly at $25.00 per hour and/or 
doctor’s time as the rates commensurate with appointments.  We cannot send out this information 
until fees are pre-paid. 

!  

Health care Privacy Notice
if you would like a more detailed notice - please ask for a copy

Wellness Dimensions is committed to providing our patients with quality health and wellness services delivered with 
integrity and compassion.  Fulfilling this commitment requires the efforts of our staff and doctors working together as a 
team to provide you with the best experience possible.  Patient satisfaction and exceeding your expectations and industry 
standards is a vital interest to all of us at wellness dimensions, llc.  

This office is required by law to abide by the terms of this health care privacy notice as well as other applicable federal 
and state laws governing privacy practices in health care.  Our office may change and/or modify the terms of this notice at 
anytime without  additional notice to you except to publicly post in our office and/or make available to patients any 
updated notices.  Photocopy of this notice is available to you upon request.  

Our office is committed to maintaining the privacy of your protected health information (PHI).  PHI is information about you, 
including demographic information that may be related to your present, future and past health information and the care 
and treatment you receive from our office.  This notice describes how medical information about you may be used and 
disclosed and how you can obtain access to this information.  Please read this notice and direct questions, 
misunderstandings or concerns to someone in our office.  

Our office may use and disclose your PHI for health care delivery purposes.  Your PHI may be used and/or disclosed 
without your written authorization by the doctors and staff of this office for the purpose of your care and treatment; 
paying your health care bills; and to support the operations of the practice.  Your doctor and the staff will take all 
reasonable measures to maintain the confidentiality of your PHI.  

The Privacy rule allows you the right to review and receive copies of your health care records as it relates to your 
health and wellness care.  The request must be in writing, allowing your provider 30 days to respond.  Your provider may 
deny your request if it may cause harm to you or another person.  Your provider may charge a copy fee, which will be in 
compliance with State Law.  Your provider will comply with any reasonable request to have confidential communication by 
alternative means or at an alternative location if not doing so endangers you.  

YOu may request to have an amendment placed on your record if you disagree with anything in your record.  this does not 
mean that anything will be removed or changed and the provider has the right to respond with a rebuttal statement if he 
feels it is necessary.  You may revoke authorization, in writing, at any time, except in the event that the provider has acted 
as indicated in the doctors Authorization Notice.  

You have the right to file a written complaint with our office if you believe that any of our privacy rights have been 
violated.  You can obtain a complaint form with the Office of Civil Rights.  All complaints must be filed within 180 days of 
when you knew or should have known that the violation occurred.  The privacy law prohibits our office from taking any 
retaliatory actions against anyone who files a complaint.  A more detailed, updated and comprehensive Health Care 
Privacy Notice is available for your review in the office.  

Laboratory Informed Consent

Wellness Dimensions, llc offers laboratory testing for the purpose of biochemical assessment of our clients.  
We utilize assessments as a tool to assist you and your practitioner in the development of a therapeutic regimen.  
If findings from these laboratory assessments warrant a referral to another practitioner, this will be discussed 
with you.

Since nutritional deficiencies and biochemical abnormalities may or may not be associated with a specific 
disease(s), it is important for you to understand fully that our sole concern in your case will be your nutritional 
program and your ability to metabolize and utilize the nutrients you consume.  The laboratory assessments are 
tools used with success to identify abnormalities and to assist in the development of your nutritional program 
and other necessary recommendations.      

We do not treat or cure any specific disease.  The nutritional recommendations made based on laboratory tests, 
physical and clinical findings, history and symptoms, does not constitute treatment of any specific disease or 
affliction, rather a support and balancing of normal physiology.      
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In the management of clients and their health concerns, we routinely recommend a variety of different vitamins, 
minerals, enzymes, herbs, homeopathics, phytopharmaceuticals and other nutritional substances and modalities.  
In the event that any vitamin, mineral, food, or nutritional substance is recommended to you, we want you to 
understand that its purpose will be for:

1. The improvement of your overall nutritional status and homeostasis

2. To improve your metabolic function

3. To improve your overall sense of well-being

However, you may not receive any of these benefits because they do not occur predictably with every single 
client, and in some clients they may not occur at all.  

While all regulatory agencies and associations may not be in agreement, we at Wellness Dimensions, llc are 
certain that nutritional status and biochemical homeostasis are essential for optimal health and well being.  

Consent and signature

I understand that I am ultimately responsible for my health and wellness and must fully 
commit and participate for healing to take place.  I am voluntarily choosing to use 
integrative/functional/naturopathic/holistic medicine to optimize my health and well being.  
By signing below, I acknowledge and understand that this type of medical treatment is not 
considered ‘standard of care’ in conventional medical circles and that I voluntarily am 
choosing this type of health care because I believe that it will be of benefit to me.  I also 
agree that I have read and fully understand and agree to the above policies, fees, and 
procedures.  The signature below also gives consent for the treatment of the minor (if less 
than 18) for whom I am legally responsible.
 !

______________________________________________________________________  ! ! ! Date: _________________________
Signature of Patient/Responsible Party

______________________________________________________________________
Print Name
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