| General Information::

Name: Date:

Address:

Phone: Email:

Age: Date of Birth: Gender:

Reason for Appointment:

Primary Care Provider:

Address:

Therapist:

Address:

Employment Status: (JFull Time (IPart time (JNot Employed

Place of Employment/Type of Worlk:;

Education level: OGrammar school OHigh school OCollege OGraduate
School

Grade in School: Name of School:

Marital status: OSingle OIMarried ODivorced [dSeparated OWidow
Significant Relationship: [JBoyfiiend OGirlfriend

Parent’s marital status:  [JSingle OMarried ODivorced CISepamated OWidow
Parent’s occupation(s):

Siblings: ____Brother(s) ___ Sister(s)

Number of Children:

Height: Growth History:

Current Wi: Wt 1 year ago: Usual Wit

Lowest Wt; Highest Wt; Desired Wt

Have you recently lost/gained wt? [(JYes ONo Amount:

Was this an infentional change?  OYes ONo

Do you weigh yourself? OYes ONo How often?

Are you concerned withjm\mr weight? [OYes ONo

Birth weight: Breast fed? How long?

Mother’s Height: Father’s Height:
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Do you drink alcohol? OYes ONo  Number of drinks/wk:

Do you smoke cigareties? OYes ONo  Amount/day:
How long have you smolwed? If you quit smoking, when?,
Do you use drugs? OYes ONo  Explain:
LMenstmaI History:
Are you currently menstiuating:  [IYes ONo OHave never menstruated
Age began menstruating: years of age
Date of last menstrnal cycle: Weight at that time: pounds
Are you taking birth conol pills/estrogen pills? OYes ONo
Do you experience PMS? OYes ONo
Symptoms:
| Dieting History = .
How many times bave you tried to lose weight?
Age of first attempt: years Your weight at that time: pounds
What did you do?
Why did you go on the diet?

Have you ever used any of the following for weight contrel?
Commercial diet prograras OYes CINo
Liquid diets OYes ONo
Fad diets OYes ONo
Prescription diet pills OYes ONo
Over-the-counter diet pills OYes ONo
Laxatives OYes ONo
Diuretics OYes ONo
Ipecac Syrup OYes ONo
Vomiting OYes ONo
Self Designed program: OYes ONo
Other OYes ONo
Do you experience periods in which you eat uncontrollably? Yes INo

If yes, how often?
At what age did this begin?- years

Is this followed by:
OVomiting Apge began: How often:
OJLaxative use Age began;, How often: Amount:
OIExcessive exareising Age began: How often:
JSelf Harm Age began; How often:
ONegative Emotions Age began: How often:
OOther (explain)
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Have you ever been diagnosed with an eating disorder? OYes
Please Explain;

OONo

Are you currently or have you ever received treatment?

Do you currently restrict food for weight control?  [JYes ONo
Please Explain:
Do you currently exercisz for weight control? OYes ONo
Please Explain;
| Exercise History: I £
Are you currently exercising: CIYes [ONo
List type, duration, frequency, and intensity of exercise activities:
ONo

Have you exercised in the past year? OYes
List type, duration, frequency, and intensity of exercise activities:

Do you have any physicil conditions that limit your ability/safety to exercise? [JYes

Please Specify:

ONo

| Family Weight History:

Are any members of your family overweight? OYes

ONo

Explain:
Are any members of your family underweight? OYes
Explain:

ONo

Did/Does anyone in your family diet? OYes

ONo

Explain:
Did/Does anyone in your family have an eating disorder? OYes

Explain:

ONo

Does your family eat meals together? OYes
What meals?

ONo

What is this like?
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[ Lifespyie:

Please list your cnrrent s:resses:

What are your hobbies o interests?

Please describe what a typical day is like for you from when you wake umtil you go to bed (list activities, meals, &
times):

How do weekends differ?
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| Eating Habits:

Do youn regularly skip meals? OYes [ONo

How many days/wk do ycu eat Breakfast: Lumnch: Dinner: Snacks:
‘When do you usually snack?

Do you buy or pack your lunches: OBuy # days/week: OPack # days/week:
Do you eat out? OYes ONo

How often?

Do you order take out? (JYes {INo

How often?

Do you eat fast food? OYes ONo

How often?

List restaurants you usually choose:

Who does the grocery shopping?

Who prepares/cooks the reals?

Do you read food labels? DOYes ONo

What do you look at on the label?

Do the nutrition facts inflaence your decision to eat the food? [OVes ONo
Do you eat standing up? OYes ONo
Do you eat in the car? OYes ONe
Do you eat in front of the tv? OYes [INo
Do you eat while reading, on the computer, etc? OYes ONo
Do you eat with others? OYes ONo
Do you eat faster/slower “han others? OYes ONo
Do you eat when you are stressed? OYes ONo
Do you eat when you are bored? OYes ONo
Do you eat when you are anxious? dYes ONo
Do you eat when you are lonely? CIYes {CNo
Do you eat when you are not hungry? OYes ONo
Do you know what hunger & fullness feel like? OYes [OINo
Do you prepare your own meals? OYes ONo
Do you avoid certain foods? [OYes [ONo
Please Specify:

‘What are your favorite foods?

What food don’t you like?
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Disordered Eating Behaviors: - = - .

Please check if you experience any of the following:

Count calories

Count fat grams /sugar grams/ carbohydrate grams/ protein grams
Avoid eating a food if you do not know how it was prepared
Avoid eating a food if you do not know it’s nutritional content
Cut your food iuto small pieces

Weigh/ measure your food

Refuse to eat after cerfain hour

Won’t eat unless you are able to exercise or purge afterward
Eat the same foods daily .

Are scared to try new foods

Won’t eat in front of others

Hide food so others will think you ate it

Hide food so you can binge

Feel guilty after eating

Eat foods that are different from the rest of your family
Believe there are good foods and bad foods

Feel ashamed of your eating

Become upset if you are unable fo eat at a certain time
Become upset if you eat foods ofher that what you planned
Feel food is controlling your life

o o o o s o v o o e o o o o e R s

| Client’s Impressions: .

Do you feel that you have a problem with food and eating? OYes ONo
Is this something that you want {o work on changing? [JYes ONo
‘What are your goals? Please list and prioritize with #1 as most important.
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| Food Initake Checklist:

Check what foods you consume. Briefly indicate

Amouni/Brand
Example:
Vageas 2 ey’ Bamman Light
Milk

Daily Weekly

¥V {3 drass o wek)

frequency, amounts, and brands.

Monthly

Never

Cheese

Yogurt

Fruits

Vegetables

Red meat

Poultry

Fish

Seafood

Pork

Eggs

Nuts

Cold cuts

Soy foods

Starchy beans

Bread

Pasta

Rice

Cereal

Muffins

Candy

Cookies

Desserts

Fried foods (french fides, zic)

Patato chips

Sada, Snapple, Sobe

Juice

Butter, Margarine

Salad dressing

Other fats

Other:
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[ Malnutrition Signs/Symyptoms:

Please check if you now, or have ever, experience any of the following:
Irregular mensirual periods

Absent menstrual periods

Cold intolerance

Tingling sensaion in hands or fest
Headaches

Lightheadedness/ Dizziness
Fainting

Sleeping difficulties

Skin changes

Hair loss

Hair growth or. face and/or chest
Chest pains

Rapid heart beat

Shoriness of breath

Mood Swings

Episodes of crving for “no reason”™
Frequently thinking about food
Confusion

Difficulty concentrating

Anxiety, especially around food
Less social interaction with family
Less social interaction with friends
Frequently tired

Memory problzms

Difficulty making decisions
Problems with teeth

Sore throat

Swollen parotid glands

Taste changes

Constipation

Diarrhea

Mauscle pain

Joint pain

Obsessive-compuisive behaviors
Feelings of depression

Other:

DDDDDDQDDDDDDDDGQDDDDDDDDGGDDDDQGDDG
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Please indicate whether you or a family member have/had any of the following condifions:

Disease/Condition Self  Family Relationship  Treatment
Diabetes 0O N
Kidney Disease 3 o |
Cardiovascular Disease jm I |
Heart Attack (| (]
Hypertension O o
High Cholesterol [ | [ |
Cancer | O
Obesity I | (]
Intestinal problems = [ ]
Menstroal problems 3 M |
Osteoporosis O N |
Food Allergies 3 0
Food Intolerances I | 0
Mental Health ¥ssues (o ] I |
Drag Dependency ' | o |
Asthma 0 0
Headaches [l | a
Other I | 0
Are you corrently being treated for any miedical conditions: [IVes O3No
Please Speciiy:

List any medications you are curently taking or have taken in the last year:

Arze you currently taking any food or nuixifional/berbal supplements? [Yes ONo
Please Specify:

Has your doctor reconmmended you follow a special diet? OYes ' ONeo
Please Specify-

Are you coxrently following this diet? OYes OINo

If not, please indicate why: I¥ yes. indicate what changes you are making:
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1. Our Pledge Regarding Medical 1 nfdrﬁmton

The privacy of your medical information is im
We understand that your medical mformattor)
we are committed to protecting it. We crea
care and services you receive at our organ
this record to provide you with quality caré
with certain legal requirements. This notj
the ways we may use and share medi
you. We also describe your rights and
regarding the use and disclostre of m

2. Our Legal Duty :

Law Requires Us to:
1. Keep your medical information §
2. Give you this notice describing o

practices, and your rights regardi
3. Follow the terms of the curren

We Have the Right to:

1. Change our privacy practices:

notice at any time, provided t
permitted by law.

2. Make the changes in our privagy pr
terms of our notice effective for all
that we keep, including inform
received before the changes.

Notice of Change to Privacy Prac_ ces

1. Before we make an important change in‘ourp Nacy

practices, we will change this notice and make the new e
S ess:onai ]udgment to make decisions in your best interest

notice available upon request.

The following section describes different ways that we use
and disclose medicai information. Not every use or disclo-
sure will be listed. However, we have listed all of the different
ways we are permitted to use and disclose medical informa-
tion. We will not use or disclose your medical information for
any purpose not listed below, without your specific written
authorization. Any specific written authorization you provide
may be revoked at any time by writing to us.

For Treatment:

We may use medical information about you 1o provide you
with mediical treatment or services. We may disclose medical
information about you to doctors, nurses, technicians, med-
ical students, or other people who are taking care of you. We
may also share medicat information about you to your other
health care providers to assist them in treating you.

For Payment:

We may use and disclose your medical information for
payment purposes. A bill may be sent to you or a third-party
payer. The information on or accompanying the bill may
include your medical information.

NG ICE OF PRIVAGY PRA.

3. Use and Disclosure of Your Medical I’r#o:‘n:dfion B

: o refuse: per—
_ fem_ergency, and |f you are not able to.

cessary “for your. health care. accord~ R
ofessional judgment. We will also use our pro-

o about aliowmg someone to pick Up medicine, medlcai sup-
'plles, X-ray or medxcal Jnformatton for you., '

Dlsaster Rehef

We may share medical information with a pubnc or private
organization or person who can legally assist in disaster
relief efforts.

Fundraising:

We may provide medical information to one of our affiliated
fundraising foundations to contact you for fundraising
purposes. We will fimit our use and sharing to information
that describes you in general, not personal, terms and the
dates of your health care. In any fundraising materials, we
will prowde you & description of how you may choose not to
receive future fundraising communications.

Research in Limited Circumstances:

We may use medical information for research purposes in
limited circumstances where the research has been
approved by a review board that has reviewed the research
proposal and established protocols to ensure the privacy of
medical information.

Funeral Director, Coroner, Medical Examiner:
To help them carry out their duties, we may share the med-
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ical information of a person who has died ( . @ coroner,
medical examiner, funeral director, or an organ procurement
organization.

Specialized Government Functions:
Subject to certain requirements, we may disclose or use

health information for military personne! and veterans, for
national security and intelligence activities, for protective sery
ices for the President and athers, for medical suitabilily det
minations for the Department of State, for correctionad i
tions and other law enforcement custodial situations,
government programs providing public benefits.

Court Ordesrs and Judicial and
Administrative Proceedings:

We may disclose medical information in respor
or adminisirative order, subpoena, discovery rg
tawful process, under ceriain circumstance
cumstances, such as a court order, warran
subpoena, we may share your medical inf
enforcement officials. We may share limi
law enforcement official concerning the
a suspect, fugitive, material witness, or
person. We may share the medical inform;
or other person in lawful custody with £
cial or correctional institution under cer

Public Health Aclivities:
As required by law, we may disclose
to public health or legal authorities

adverse events associated with prddii'_
to enable product recalls, repairs or:

to a communicable disease or otherwise be ¢
tracting or spreading a disease or conditi
Victims of Abuse, Neglect, or Dome

We may use and d[sclose medical mformatld :to appropriate
authorities if we reasonably believe that you are a possib

victim of abuse, neglect, or domestic violence or the possib e .

victim of other crimes. We may share your medical informa- -

tion if it is necessary to prevent a serious threat to your hea_[th

or safety or the heallh or safety of others. We may share
medical information when necessary to help law enforcement
officials capture a person who has admitted to being part of a
crime or has escaped from legal custody.

Workers Compensation:

We may disclose health information when authorized or
necessary to comply with laws relating to workers
compensation or other similar programs.

Health Oversight Activities:

We may disclose medical information to an ageney providing
health oversight for oversight activities authotized by law,
including audits, civil, administrative, or ¢riminal investigations
or proceedings, inspections, licensure or disciplinary actions,
or other authorized activities.

Law Enforcement:

Under certain circumstances, we may disclose health
information to law enforcement officials. These circumstances
include reporting required by certain laws (such as the report-
ing of certain types of wounds), pursuant to certain subpoe-
nas or court orders, reporting limited information

concerning identification and location at the request of a faw

4. Your Individual Rights

iformation 'you want changed orfor certam other
_sons If we deny your request, we will provide you
ha wrltten explanation. You may. respond with & state-

 tion you wanted changed. If we accept your request o

R change the information, we will make reasonabie efforts

* to tell others, including people you name, of the change
-and to include the changes in any future sharing of that
information.
6. If you wish to receive a paper copy of this privacy notice,
then you have the right to obtain a paper copy by mak-
|ng a request in writing to our Prwacy Ofﬂcer

Questwns and Comp.'amts

if you have any questions about this notice, p!ease ask the
receptionist to speak 1o cur Privacy Officer.

If you think that we may have violated your privacy rights, you
may speak to our Privacy Officer and submit a written com-
plaint. To take either action, please inform the receptionist
that you wish 1o contact the Privacy Officer or request a
complaint form. You may submit a written complaint to the
U.S. Department of Health and Human Services; we will
provide you with the address to file your complaint. We will
not retaliate in any way if you choose to file a complaint.

*These privacy practices are currently in effect and will remain in efflect until further notice.




RATIENTRHIRRAVACHKN O IEDGENENI]

This office has made me aware of HIPPA Notice of Privacy Practices and | acknowledge receiving a copy of
this notice for my review. A copy of this notice is also available at Columbus Laser Allergy for my future
review. By signing this acknowledgment form | am in agreement to its terms.

Patient Signature Date

(FOIR PRAGITIGE Uis ONLY

Practice Documentation of Good Faith Effort to Obtain Acknowledgement

Patient’s acknowledgement of this Notice could not be obtained because:

o Patient refused to sign

o Communication barrier prohibited obtaining acknowledgement
o Emergency circumstance

o Other

Details:

Practice Signature Date

Columbus Laser Allergy has a cancellation/no-show policy. Individuals are responsible for notifying the
office of any cancellations at least 24 hours prior to their scheduled appointment. The individual is
responsible for a $20 fee for any no-show or last minute cancellations that occur within 24 hours of their
scheduled appointment. We withhold the right to rescind the cancellation/no-show policy on a case by case
basis (as in instances of emergencies or acts of nature). Thank you for your cooperation.

Initial
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