AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH
INFORMATION

Weareveryconcemedwithprotectingyour privacy. Whilethelaw requiresthatyougiveusthisdisclosure, please
understand that we have, and always will, respect the privacy of your health informatios.

Thereareseveral circumstancesinwhichwemayhave to use or disclose your heaithinformation.
e Wemayhave todiscloseyour healthinformation toanotherhealthcare providerorahospitalifitisnecessary to
. refer you to them for the diagnosis, assessment, or treatment of your health condition,
o Wemay have to disclose your health information and billing records to another party if they are potentially
responsibleforthe paymentofyourservices.
e Wemay need to use your health information within our practice for quality control or other operational purposes.
= e may have to disclose your health information to Science Based Nutrition™ to obtain test results and reporis.

Wehaveamore complete notice that providesadetailed description of howyour healthinformationmaybeusedor
disclosed. Youhave the right toreview that notice before you sign this consent form (§164.520). Wereserve the right
tochangeourprivacy practicesas describedin thatnotice. If wemakea changetoour privacy practices, wewill notify
youinwritingwhenyou comeinfor treatment or bymail. Pleasefeel free to call usat anytime for acopy forour
privacy notices.

tauthorize Lawrence Health & Wellness to contact me with information related to my personal  healthneedsand
interests. The physician'soffice may useany phone number oremail inmy personal recordsto contactme. If
contactismade by phone and f am unable to respond, amessage may be left with my home answering machineor
voicemail service. Imaybecontactedabout the following:

= Appointment reminders or schedule changes.

e information aboutalterative treatments, presentations orevents

= Cther health related information that may be of interest tome

Tocontactme, | authorize ayeEtEhiWdes touse and disciose the following  information:
o MyName, Address, Email and Phone Numbers
s TheNameof my Physicianand the Clinicwhere | was treated

MNOTE: NO DIAGNOSIS OR TREATMENT INFORMATION WILL BE USED OR DISCLOSED.

Patient Name: Uate of Birth:
Address of Patient: Phone:
Email:

Lawrence Health & Wellness fullysupportsthe protectionofhealthinformation. Onlythephysician andofficestaff
willusethisinformationtocontactyou. Whileweretain the standardrightsof disclosureasprovided underHIPAA,
thisauthorizationallowsustoaccessonlytheaboveauthorizedinformation for contact purposes.

Thisauthorizationwillremainvatidforten({i0)yearsfromthedateofsignature. Youmayrevokethisauthorizationat
anytimeorrequest toreceiveacopyofthe protectedheaithinformationtobeused by writing to laserststhfiidnes
TN B, Tooms, GABY. Inthiscase, everyeffortwill bemade  todiscontinue future communicaions.

Signature Date

Lawrence Health & Wellness, 334 N. Broad St., Toccoa, GA 30577



Lawrence Healin & Weliness
334 N. Broad St.
Toccoa, GA 30577
706-886-8800

NOTICE OF UNDERSTANDING AND AGREEMENT:

| hereby, attest to the following:

£ 2

I fully understand that the Nutrition Consultant { am seeing in this office is

not a physician, and | am not consulting for medical, diagnostic, or
treatment procedures.

The services performed by the Nutrition Consultant are at all times
restricted to helping me gain a better understanding of my degree of

“health” {not disease}, so | will have a greater self-awareness and be able to
use a self-care program for daily living.

| understand that as a Nutrition Consultant the recommendations,
discussion, sale of food, nutrition, nutritional supplements, vitamins or
minerals, food grade herbs, or other nutrients as foods for special dietary
use only pertains to the whole body concept of nutrition, and does not
relate in the context of anv specific ailment or condition. :

The appointments do not involve the diagnosing, prognosticating, treating
or prescribing of medicines or the treatment of disease, or any act which

will constitute the practice of medicine in this state, for which a license is
required.

Signed -Date

Print Name




NEW PATIENT INFORMATION FORM

Name:
HISTORY:
List any major illnesses {with approx. dates):

List any suzgery or operations with approx. daie:

Past Accidents or Injuvies:
Maritai Status: S M D W Name of Spouse
Describe héalth of spouse: Number of children ifany
Name of Child ‘ Age Sex Any physical conditions or concerns?
B/F
MF
M/F
Any family history of serious ilinesses (circle those which apply): Cancer / Disbetes /
Heart / Gther,

Any household pets or other amimals you or family members are in close coniact with:

What can we do 1o make you happier?

How did you hear about our offica?

YVe will provide a receipt for you to submit {o your insurance. You are responsible for payment in
full at the time of service. By signing below you are stating that you clearly understand that all

services rendered at Lawrence Health & Weliness are your responsibility and payment is expected
at the time of service.

Patient’s Signature — Date

NUTRITIONAL INFORMED CONSENT

According to the Federal Food, Drug, and Cosmetic Act, as amended, Section 201 (g) (1), the tem "DRUG” is defined to mean:
“Articles intended for use in the Diagnosis, Cure, Mitigation, Treatment or Prevention of disease.”
A Vitamin is not a drug, NEITHER is a Miineral, Trace Element, Amino Aci, Herd, or fomeopaiine Remady.

Although a Vitamin, 2 Mineral, Trace Element, Amino Acid, Herb or Homeopathic Remedy may have an effect on any disease process
or symptoms, this does not mean that it can be misrepresented or be classified as a drug by anyone.

1
Therefore, please be advised that any suggested nuiritional advice or dietary advice is not intended as a primary treatment and/or
therapy for any disease or particular bodily symptom.

Nudritional counseling, vitamin recommendations, nutritionai advice, and the adjunctive schedule of nutrition is provided solely to

upgrade the qualily of foods in the patieat’s diet in grder {0 supply good nutrition supporting the physiclogical and biomechanical
processes of the human body.

Nutritional advice and nutritional intake may also enhance the stabilization of chiropractic adjustments and treatment.
t-have read and understand the above.

Signature 7 Date




Medications | | o,
Please list all drugs you are currently taking on a daily basis.
DRUG PRESCRIBED FOR: HOW LONG

Please list ail drugs taken within the last year and/or you take as needed inciuding over the counter
drugs, antibiotics, aspirin, inhalers, etc.

DRUG PRESCRIBED FOR: HOW LONG
Allergies
Please list any known allergies (ex. foods, medications, spices, environmental, efc.)
2 Dairy CCluten {7 Ragweed ) Sulfa drugs
] Eggs 2 Mold 1 Shellfish = Tree nuts
2 Garlic O Peanut 3 Soy 3 Wheat
7 Other
Supplements
Please list all vitamins/herbs/supplements you are currently taking and dosages.
VITAMIN BRAND DOSAGE




Metabolic Assessment Form™

Name: Age: Sex: Date:

PART T

Please list your 5 major health concerns in order of importance:

& 4.

2l 5‘

3.

PART I Please circle the appropriate number on all questions below. 0 as the least/never to 3 as the most/always.
Category I Category VII

Feeling that bowels do not empty completely

Lower abdominal pain relieved by passing stool or gas
Alternating constipation and diarrhea

Diarrhea

Constipation

Hard, dry, or small stool

Coated tongue or “fuzzy” debris on tongue

Pass large amount of foul-smelling gas

More than 3 bowel movements daily

Use laxatives frequently

Category I1

Increasing frequency of food reactions
Unpredictable food reactions

Aches, pains, and swelling throughout the body
Unpredictable abdominal swelling

Frequent bloating and distention after eating

Category 111

Intolerance to smells

Intolerance to jewelry

Intolerance to shampoo, lotion, detergents, etc
Multiple smell and chemical sensitivities
Constant skin outbreaks

Category IV

Excessive belching, burping, or bloating

Gas immediately following a meal

Offensive breath

Difficult bowel movements

Sense of fullness during and after meals

Difficulty digesting proteins and meats;
undigested food found in stools

Category V

Stomach pain, burning, or aching 1-4 hours after eating

Use of antacids

Feel hungry an hour or two after eating

Heartburn when lying down or bending forward

Temporary relief by using antacids, food, milk, or
carbonated beverages

Digestive problems subside with rest and relaxation

Heartburn due to spicy foods, chocolate, citrus,
peppers, alcohol, and caffeine

Category VI
Difficulty digesting roughage and fiber
Indigestion and fullness last 2-4 hours after eating
Pain, tenderness, soreness on left side under rib cage
Excessive passage of gas
Nausea and/or vorhiting
Stool undigested, foul smelling, mucus like,
greasy, or poorly formed
Frequent loss of appetite
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Abdominal distention after consumption of
fiber, starches, and sugar

Abdominal distention after certain probiotic
or natural supplements

Decreased gastrointestinal motility, constipation

Increased gastrointestinal motility, diarrhea

Alternating constipation and diarrhea

Suspicion of nutritional malabsorption

Frequent use of antacid medication

Have you been diagnosed with Celiac Disease,
Irritable Bowel Syndrome, Diverticulosis/
Diverticulitis, or Leaky Gut Syndrome?

Category VIII

Greasy or high-fat foods cause distress

Lower bowel gas and/or bloating several hours
after eating

Bitter metallic taste in mouth, especially in the morning

Burpy, fishy taste after consuming fish oils

Unexplained itchy skin

Yellowish cast to eyes

Stool color alternates from clay colored to
normal brown

Reddened skin, especially palms

Dry or flaky skin and/or hair ¢

History of gallbladder attacks or stones

Have you had your gallbladder removed?

Category IX

Acne and unhealthy skin
Excessive hair loss

Overall sense of bloating

Bodily swelling for no reason
Hormone imbalances

Weight gain

Poor bowel function
Excessively foul-smelling sweat

Category X

Crave sweets during the day

Irritable if meals are missed

Depend on coffee to keep going/get started
Get light-headed if meals are missed
Eating relieves fatigue

Feel shaky, jittery, or have tremors
Agitated, easily upset, nervous

Poor memory, forgetful between meals
Blurred vision

Category XI

Fatigue after meals

Crave sweets during the day

Eating sweets does not relieve cravings for sugar
Must have sweets after meals

Waist girth is equal or larger than hip girth
Frequent urination

Increased thirst and appetite

Difficulty losing weight
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Symprom groups lisicd on this form are not intended 10 be used as a diagnosis of any disease or condition.




Category XII Category XVI (Cont.)
Cannot stay asleep 01 2 3 Night sweats : 01 2 3
Crave salt 0 1 2 3 Difficulty gaining weight 01 2 3
Slow starter in the morning 0 1 2 3
Afternoon fatigue 0 1 2 3 Category XVII (Males Only)
Dizziness when standing up quickly 06 1 2 3 Urination difficulty or dribbling ¢ 1 2 3
Afternoon headaches 01 2 3 Fre?-qlgcn.t unnatioe 0 1 2 3
Headaches with exertion or stress ¢ 1 2 3 Pam.msme_ of legs.or heels : 01 2 3
Weak aifls 01 2 3 Feehng of !ncomp!ete bowel emptying 01 2 3
Leg twitching at night 01 2 3
Category XIII Category XVIII (Males Only)
Cannot fall asleep ®:1: 2.3 Decreased libido 01 2 3
Perspire easily 06 123 Decreased number of spontaneous morning erections 01 2 3
Under a high amount of stress 0 1.2.3 Decreased fullness of erections 0 1 2 3
Weight gain when under stress 6 1 2 3 Difficulty maintaining morning erections 01 2 3
Wake up tired even afier 6 or more hours of sleep 0 1 2 3 Spells of mental fatigue 0 1-2. 3
Excessive perspiration or perspiration with little Inability to concentrate 8 i34
or no activity 0 1 2 3 Episodes of depression 01 2 3
Muscle soreness 01 2 3
Category XIV Decreased physical stamina 01 2 3
Edema and swelling in ankles and wrists 0 1 2 3 Unexplained weight gain 01 2 3
Muscle cramping 0 1 2 3 Increase in fat distribution around chest and hips 0 1 2 3
Poor muscle endurance 0 1 2 3 Sweating attacks 01 2 3
Frequent urination 6 1 2 3 More emotional than in the past 01 2 3
Frequent thirst 0 1 2 3
Crave salt 0 1 2 3 Category XIX (Menstruating Females Only)
Abnormal sweating from minimal activity 0 1 2 3 Perimenopausal Yes No
Alteration in bowel regularity 6 1 2 3 Alternating menstrual cycle lengths Yes No
Inability to hold breath for long periods 0 1 2 3 Extended menstrual cycle (greater than 32 days) Yes No
Shallow, rapid breathing 01 2 3 Sh_orteued mens.trual c).rcle (le:ss than 24 days) Yes No
Pain and cramping during periods 01 2 3
Category XV Scanty blood flow 01 2 3
. 5 Heavy blood flow
Tiredigunt iah Tl 208 Breast pain and swelling during menses LS
Feel cold—hands, feet, all over 0 1 2 3 Pelvic Sain et mensges g 0 1 2 3
Require excessive amounts of sleep to function properly 0 1 2 3 Teitible aid de g 4 duri 0 1 2 3
: . - ¢ s pressed during menses
Increase in weight even with low-calorie diet 01 2°3 Acne g % ; g
G?m wexght easily 0 1 2 3 Facial hair growth & 133
Difficult, infrequent bowel movements 01 2 3 Hair loss/thinning
Depression/lack of motivation 01 2 3 - 0123
Morning headaches that wear off as the day progresses 0 1 2 3 Category XX (Menopausal Females Only)
Outer third of eyebrow thins 0 1 2 3 How many years have you been menopausal? ik
Thinning of hair on scalp, face, or genitals, or excessive Since menopause, do you ever have uterine bleeding? Yes Izo
hair loss 0:.L 23 Hot flashes 01 2 3
Dryness of skin and/or scalp 0 1 2 3 Mental fogginess 01 2 3
Mental sluggishness 0.-1"2 -3 Disinterest in sex 01 2 3
Mood swings 01 2 3
Category XVI1 Depression 01 2 3
Heart palpitations 0 1 2 3 Painful intercourse 01 2 3
Inward trembling 0 1 2 3 Shrinking breasts 01 2 3
Increased pulse even at rest 01 2 3 Facial hair growth 61 2 3
Nervous and emotional 0 L 2.3 Acne i . S 0 123
Insomnia 01 2 3 Increased vaginal pain, dryness, or itching 01 2 3
PART IT1
How many alcoholic beverages do you consume per week? Rate your stress level on a scale of 1-10 during the average week:

How many caffeinated beverages do you consume per day? How many times do you eat fish per week?
How many times do you eat out per week? How many times do you work out per week?
How many times do you eat raw nuts or seeds per week?

List the three worst foods you eat during the average week:
List the three healthiest foods you eat during the average week:
PART IV

Please list any medications you currently take and for what conditions:

Please list any patural supplements you currently take and for what conditions:
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