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Austin’s Favorite Pharmacy

Wellness Consultation Policies

Cancellation Policy: There is a $50 charge for cancellations of less than 24 hours or failure to show up for a scheduled appointment.

Email Policy: Email may be used for answering brief clarifying questions at your practitioner's discretion. If you are emailing about a
new or more detailed concern, you will be asked to schedule a phone or office consultation to ensure effective communication and

comprehensive care.

Costs of any laboratory tests are paid directly to the lab and do not include the fee for follow-up consultation to discuss the results.

Consultation Fees:

Practitioner 90 minutes 60 minutes 30 minutes 15 minutes
PharmD, DC, or ND $195 $145 $85 $30
Classical Homeopath, CCN, L.Ac., MS, RD, or RN N/A $110 $75 N/A
ACN, Ayurvedic, Certified Herbalist, NA, or LMT N/A $85 $55 N/A
Chiropractic Adjustment $40 per visit
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HIPAA Notice of Privacy Practices

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

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment,
payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to
access and control your protected health information. “Protected health information” is information about you, including demographic
information, that may identify you and that relates to your past, present or future physical or mental health or condition and related health
care services.

1. Uses and Disclosure of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are
involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the
operation of the physician’s practice and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related
services. This includes the coordination of management of your health care with a third party. For example, we would disclose your
protected health information, as necessary, to a home health agency that provides to you. For example, your protected health information
may be provided to a physician to whom you have been referred to ensure that physician has the necessary information to diagnose or
treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example,
obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health care plan to
obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of
your physician's practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training
of medical students, licensing, and conducting or arranging for other business activities. For example, we may disclose your protected
health information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at the registration
desk where you will be asked to sign your name and indicated your physician. We may also call you by name in the waiting room when




your physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you
of your appointment.

We may use or disclose your protected health information in the following situations without your authorization. These situations include:
as Required By Law; Public Health Issues as required by law; Communicable Diseases; Health Oversight; Abuse or Neglect; Food and Drug
Administration requirements; Legal Proceedings; Law Enforcement; Coroners; Funeral Directors; and Organ Donation; Research; Criminal
Activity; Military Activity and National Security; Workers’ Compensation; Inmates; Required Uses and Disclosures; Under the law, we must
make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine
our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to Object unless
required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an
action in reliance on the use or disclosure indicated in the authorization.

Your Rights: Following is a statement of your rights with respect to your protected health information.
You have the right to inspect and copy your protected health information. Under federal law, however, you may not inspect or copy the

following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative
action or proceeding, and protected health information that is subject to law that prohibits access to protected health information.

You have the right to request a restriction of your protected health information . This means you may ask us not to use or disclose any part
of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part

of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification
purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want
the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to permit use
and disclosure of your protected health information, your protected health information will not be restricted. You then have the right to
use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You have
the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e.
electronically.

You may have the right to have your physician amend your protected health information. If we deny your request for amendment, you
have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a
copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information. We reserve
the right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as
provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You

may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint.

This notice was published and becomes effective on/or before April 14, 2003.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with
respect to protected health information. If you have any objections to this form, please ask to speak with our HIPAA Compliance Officer in
person or by phone at our Main Phone Number.
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Privacy Notice Acknowledgement Form

The Federal Health Insurance and Portability and Accountability Act (HIPAA) regulates how health care providers may use and disclose
health information, and also requires that patients be notified of the provider’s privacy practices.



l,

(Printed Name of Patient or Patient’s Representative), acknowledge receipt of the “Privacy Notice

Acknowledgement Form” and “Wellness Consultation Policies”.

Signature (Patient or Patient’s Representative) Date
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Wellness Consultation Consent Form

| hereby understand, agree, and attest to the following:

1. I fully understand that the Wellness Consultant | am seeing in this office is not a physician, and | am not consulting for medical,
diagnostic, or treatment procedures. 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.

2. Since the Wellness Consultant is not a medical doctor or primary care physician, it is recommended that | continue services with
my primary care physician.

3. The services offered by the Wellness Consultant are at all times restricted to helping me gain a better understanding of ‘health’
(not disease), so that | will have greater self-awareness and be able to use a self-care plan for daily living.

4. The wellness plan offered (which may include discussion and or sale of nutritional supplements, nutrition and lifestyle
modifications, homeopathic remedies, vitamins, minerals, food grade herbs, and other dietary supplements) pertains to the
whole body concept of nutrition rather than addressing a specific ailment or condition.

5. The Wellness Consultant does not provide emergency or after-hours care. In the event of an emergency, | will dial 911 or
proceed to the nearest emergency room.

6. Laboratory testing may be conducted for screening purposes only and does not constitute a diagnosis of any medical condition.
It is my responsibility to follow up with a medical doctor if any of the lab results are abnormal.

7. Women who are pregnant or planning pregnancy must inform their Wellness Consultant, as this will likely alter the
recommendations that are made.

8.  Since they are not prescribing physicians, the Wellness Consultants will not be able to advise me to discontinue or change doses
of my medications. | am advised to consult with my prescribing physician concerning any modifications of my pharmaceutical
medications.

9. Potential benefits of following a wellness plan include health optimization, symptomatic relief, and disease prevention. Potential
risks include rare allergic reactions, paradoxical reactions to supplements (example: valerian is a relaxing herb for most people,
but it is stimulating in some people), and drug-supplement interactions. Although there is a growing body of information
regarding such interactions, | understand that not all drug-supplement interactions are known at this time.

10. There are wide individual differences in response to a wellness plan, and no guarantees are made that | will gain any benefit nor
suffer any adverse consequences.

11.  While | may experience immediate benefits from the wellness plan, | understand that the most effective results will occur when |
make a long-term commitment to rebuild my health, which will likely involve some lifestyle modifications.

Signature of Client or Client's Representative: Printed Name of Client or Client's Representative:
Phone Number:( ) - Date:

Referred By:




FEMALE HEALTH HISTORY QUESTIONNAIRE

Mame Age: Today'sdate;

Girth Data: Weight: Haight: Qecupation:

1. What is the reason for this visit?

2. List medications you ars currantly taking:

3. Any known drug allergies?

4. List patural supplements, herbs, remadies, ineluding athletic parformance sugplements you are currently taking:

5. Ustyour histary of GYM proceduras of surgaries (ovaries, nysteractomy, tubal ligetian, breast, eic.)

. Dats of last pelvie/gynecniogical axarm; LastPap Test: Last mammagranm:

Unusua! resulis?

8
7. Lastthermograghy?
8. List significant non-GYN hezlih issues (diabatas, surgeries, sle.):

LIFESTYLE INDICATORS < =lasgs than > =greater than

1. Do you uge any of the follawing? (circle responsas)
Alcahol NISHEY <2 drinks/day >2 drinks/day
Coffas Nona <2 cuUps/day »2 cups/day
Sada MNane <2 cans/day >2 cansfday
Sweats/rafined carbs <twicalday >twice/day

Yes No How much/oftan?
1 2 3 4 5 868 7 8 & 10
12 3 4 5 68 7 &8 9 10

2. Do you smoke cigaretiss/cigars or usa nicotine gum?
3. Haw wauld you rate your strass level? (1=Low, 10=Exirams)
4. How would you rate yaur stress handling? (1=Poar, 10=Excellent]
5. Haw often do you exarcise?  navar raraly somalimas regularly cempslitively

ey R TE

Pevised 07032007 Female History Questionnalirs ©Capyright 2006-2007 by
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IMSTRUCTIONS: Chank efther "Ongoing”™ or “Just w/ Period™ for each problem that applies to you.
Check bath if the prablem is ongoing and worss with your periad._Then rate the ssvarity.

S1eNS & SyMPTOMS ONGOING ‘JF”E‘ZL? Mo MacERATE Savemg MORE INFORMATION

Mood swings

AnxigtyMNervousnass

Ovarly Reactive/Short fusz

Iritatsility

Depression

Lowersd self-esieem/self-mage

Caretaka others before yoursaif

Sadness/Crying

Foggy thinking

Memary difficulties

Fatigus

Canstant hunger

Swaet cravings (carbe/shocolate) |

Caffeine/Stimulant cravings

Salteravings

Headacnes/Migraines

Body/loint Aches/Backache
Waight gain

Weicht lass

Watar Retention

Eloating

fritable Bowel

Conslipation

Light colorad sioof

Loase sigoifDiarrhea

MNzussaivomiting

Acna

Excessive facial halr
Body/Haad hair loss

Dry skin/Brown sgots

Lowsrad libido

rieightensd litido

Hot flashes

Might sweals

Breast tendarmessiswalling

Nipple discharge

Vaginal infactions

Urinary frequency

inconiinance

“aginal drynass

Painfulintercourse

Any other symptoms? —

Ravized 0703/2007 Femala History Quastionnaire ©Copright 2006-2007 by
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REpRODUCTIVE HEALTH HISTORY (please fil in or circle the appropriate answer)
Approximate date of onset

—_

Age at onset of menarche (first periad):
2. Are you currenily using & method of birth control?  Yes  No

If yes, what method?

3. Ars you, or have you used (pleass circle) oral, injested, zateh, or fng hormone contraceptives, or used Emergency

IR S ]

Contraceotion (aka “the day after” pil)?  Yes Mo

When and for how long?

4. Are you, or have you used an (UD? Yes  No fyes, when and for how lang?
What tyge of iUD did you use? copper hormene cther

5. Pleasa describe problems that you may nave experencad associated with the use of any and all birth control

methads (such as yeast heavylight blaeding, mood, weight gain, acna, swest cravings, fatiqus, deprassion, palpitaticns, efc. )

6. Havs you usad, or are you currantly using farility or treatrment? Yes  No

If yas, please sxplain,
7. Have you used, or ara you currsntly using, hisidentical hormonas (such as DHEA, pragnsnoleng, progesiancns,

f yes, what hormone(s), dosage, & far how long?

sstrogen, testostarons, ete)? Yes  No

Age(s) of children:

2. Havs you baen pregnant befera? a3 Mo

Mumber of pregnancies? Details/ Compiications!

Mumber of live births:

Miscarmages:

Premature pirths:

Cesarsan births:
Siillbirths:

Abcriions,

Eciepic pregnancies

9 1f you have had a miscarriage, how many waeks pregnant were you?
' h o

10, Have you had an abnarmal Pap Tast? Yes No Dizgnosis/Reasan:

Treatment and/or Medication:

11. Have you had a vaginal infecticn?  Yes Mo If yes, what?
Treatment and/or Madication:
12, Any history of... Ovarfan cysts? Yes Mo Utarine fibroids?  Yes No
Fioracystic Breasts?  Yes Mo , Endomelriosis? Yes Mo

Polyoystic Ovarian Syndroms (PCOSY? Yes Mo
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. For CrolING-AGE WOMEN (pleass fill in or circle the appropriate answer)

1. First day of lazt menstrual period (LMP): Have you had a tubal ligation? Yes No When? -
2. Has there been any recent change in your cycle or symptoms associated with your cycle?  Yes  No

If yes, please give details.

3. How many days Is your surrent cycle? {Counted from the first day of your period to the first day of your next peried)
<20 20-30 30-40 40-50 =50

How many days does manstruation typically last?

Is your cycieregufar?  Yes No Nat Always Details:
Typical menstrual flow: Light Medium Heavy Details;
How nmany pads and/or fampons (circle) are used on heavy days?
Do you passclots?  Yes  No How often?
Do you spat? Yes No  Atwhat pcintin your cycie?
0. Do you experience cramping? None Mitd Moderate Severe

@D o b

At what point In your cyele?
11. Do you sxperience abnormal vaginal discharge? Yes No  [fyss, when?
12. Do you experience vaginal itching andfor odor? Yses  No  Ifyes, when?

13. Do you experience braast tendsrmess? None Mitd Moderare Severe
At what point in your cycle? Change in breast size? Yes No
14. Do experience nippie discharga? Yes NMNo Ifyes, whan? Colar?

FOR MENOPAUSAL WOMEN /please fill in or circle the appropriate answer)

1. Your age at the anset of menopause: Year of onset:
2. Have you had a nysterectamy? comglete {ovaries AND tlerus) partial (utsrus only)
3. Date of hysteractorny: Reason for hysterectomy:

4. List any other GYN related surgerias:

5. Describe your experience transitioning into manopause (symptoms, strong smotions, thoughts, unusual stressors, &lc.)

Femals Histery Questionnaire @Copyright 2006-2007 by
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MznopAUSAL wOMEN, CONTD

6. Mave you used, ar are you currently using, conventional hormone replacement therapy (HRT)?  Yes No

If yes, what were you prescribed?

What dosage? For how lang?
7. Have you used, or are you curranily using bicidentical hotmone crearns/gels/sublingual, troche, aral? Yes No

If yes, what?
What dosage? Far how [cng?
8. Have you utilized any altemative, complementary, or natural remedies in your management of mencpause? Yes No

If yes, what?

For how leng?

§. Have you had, or do you have any vaginal spotting or blseding since mencpause? Yes No

if yes, when? Were you evaluate andfor trested by a GYN? Yas No

Treatment

PLEASE DESCRIBE YOUR CYCLE HISTORY,
1C¢. How would you have deseribed your menstruation?
Easy Uncomforiable Difficult Debilitating
1. What was your typical menstrual flow? Light Medium Heavy
12. When you wers cycling would you consider your cycle regular?  Yes No

If no, explain.

Pleass describe any ‘treatment ever received for cycle issuas.

SLEEP HABITS
1. How do you sleep? Weli Troubls falling asleep Troubie staying aslesn Insomnia

How long has this been hapoening?

2. How many hours do you sleep a night on average? —

3. Do night sweats wake youup?  Yes Nc  Howocfien?

4. Do youwake up fired? Yes No How long has this been happening?
&. 1s your room completely dark when you sleep at night? (no night light, street lamp, TV, elc.) Yes Mo

6. Do you get at least 30 minutes of ouislde daylight time, several days each week? Yes No
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