Name

Four Directions Healing Tools
Bek Wiltbank, MOTR/L
12911 120th Avenue NE, Ste E-50
Kirkland, WA 98034
206.391.6721
425.820.7707 - Fax

Today's Date

Street Address

Date of Birth

City

State Zip

Home Phone

Email address:

Work Phone Cell Phone

Occupation

Who may | thank for referring you?

Emergency Contact & Phone

Exercise level: active moderate light

Nutritional habits: # vegetables per day

WATER:0z. per day

Allergies:

supplements

Current Health

no ex

# fruits per day whole grains

Birth and Infancy History (What your parents may have told you):

Caesarian delive
Breast fe
Sucked thum

Frquent illnesses

Bottle fec
Used pacifie

Vaccinations:

Forceps or vacuum suction deliv

Ear inflammations/infectior

Teeth Grindini

Falls, after which you lost consciousr

Age you began talking

Age yol began walking



Health History Questionnaire

Current health concerns (in order of importar Date of onse

1.

3.

4.

Have you ever had CranioSacral Thera

What brings you to craniosacral therapy? What do you hope for with trea

What factors do you feel are contributing to your current state of health?

Primary Care Physicial Phone numbel

Other health care practitioners (i.e. medical specialistguancturist, chiropractor, counselor, other special

Any medical diagnoses:

Please list and include dates if possi
® Surgeries:

® Accidents/Injuries:

® Major lllnesses/Hospitalizations:
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Please mark any of the following conditions you have now or have significeorylos$ in the past.
Genera
Current Pas Description

0 'l Headaches:

Pain:
Sleep Disturbance:
Fatigue:

Sinusitis:
Other:

N O [ B B
N O [ B B

Muscles and Joint

Current Pas Description
Bone or Joint Disease:
Osteoporosis:
Broken Bones:

|
|

Tendonitis/Bursitis:
Arthritis:
Scoliosis:

Disc Problems:
Lupus:
Sprain/Strin:

Jaw Pain/TMJ:
Neck/Shoulder/Arm Pain:
Hip/Low back Pain:

I I Y Y I
N Y I Y I O

Knee/Ankle Pain:

Nervous Syster
Current Pas Description
O 'l Head injuries/Con(ssions:

Dizziness/Ringing in ears:
Numbness/Tingling:
Sciati@/Shooting pains:

Pinched Nerve:
Bell's Palsy:
Other:

O0O0ooogodg
0 I O

Endocrine Syster
Current Pas

Description
0 [l Diabetes:
O [l Thyroid Condition:
0 (1 Other:
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Respiratory/Cardiovascular
Current Pas

Description
O [J Heart Condition:
Blood Clots:
High/Low Blood Pressure:
Stroke:

Irregular Heart Beat:
Poor Circulation:
Edema/Swollen Ankles:
Chest Pain/Short of Breath:
Asthma:

I O O B |
I Y I B |

Digestive/Elimination Systel
Current Pas

O [J Constipation/Diarrhea:
Gas/Bloating:
Irritable Bowel Syndrome:
Gastric Ulcers:

Description

Bladder/Kidney Dysfunction:

I O [ O A
I O o A

Other:
Reproductive
Current Pas Desription
O [J Pregnancy:
0 [l Menstrual problems:
0 [l Prostate problems:
0 [1 Other:
Other
Current Pas Description
0 [1 Cancer:
0 [l Anxiety/Stress
0 [1 Tobacco Use:
O (] Drugs:
a 71 Alcohol. Drinks/week:
a (1 Other:

I confirm that the above information is true, accurate, and complete, tosthef Iney knowedge.

Signature Date
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Four Directions Healing Tools
Bek Wiltbank, MOTR/L
12911 120th Avenue NE, Ste E-50
Kirkland, WA 98034
206.391.6721
425.820.7707 - Fax

Informed Consent for Treatment
Craniosacral Therapy

l, , hereby authorize Bek Wiltbank, MOTR/L to perform the fc
speific procedures as necessary to facilitate my diagnosis and éeatm

Craniosacral Therag
| recognize the potential risks and benefits of these procedures as descobe:

Potential benefits: restoration of health and the body's maximal fnal capacity, relief of pain and
symptoms of disease, assistance in injury and disease recovery, andqmeMatisease or it
progression

Notice to Pregnant Women: All female patients must alert thiaptst if they know or suspect that tt
are pregnant as some of the therapies used could present a risk to thagyegna

With this knowledge, | voluntarily consent to the above procedures,ingalimt no guarantees have b
given to me by Bek Wiltbank, MOTR/L regarding cure or improverof my condition. | understand that | am
free to withdraw my consent and to discontinue participation in these presedany time

I understand that a record will be kept of the health services prowaaded.t This record will be ke
confidentia and will not be released to others unless so directed by myself or myergptie® or unless it
is required by law. | understand that | may look at my medical record at angitiincan request a copy
it. 1 understand that my medical record \be kept for a minimum of three, but no more than ten years
after the date of my last visit. | understand that information frormewical record may be analyzed
research purposes, and that my identity will be protected and kept caafidénndestand that any
guestions | have will be answered by Bek Wiltbank, MOTRI/L to the best ailiiléy.

Date Signature of Patier

Signature of Patient Representative OFardian



Four Directions Healing Tools
Bek Wiltbank, MOTR/L
12911 120th Avenue NE, Ste E-50
Kirkland, WA 98034
206.391.6721
425.820.7707 - Fax

Please read the following financial and fee policy prior to your visibuflyave any questions or need clarification,
please feel free to ask.

1. Payment polic

Payment in full is required at the time of service. The therapy r&ti- 1 hour

The therapy hour, as is industry standard, is 50 min

Four Directions Healing Tools acce|cash or checks.

Please make checks out to Bek Wiltbe

2. Cancellation and show policy

Bek Wiltbank, MOTRY/L requires a minimum of -hours notice if canceling an appointment. If it is not an emer-

gency situation, and you cancel less tha-hours before your scheduled appointment, you may be charged for the
missed appointmen

| acknowledge that | have read and fully understand this financial and feg. plotigree to the above stated f
and charges. All of my questions have been ared.

Date Signature of Patient or responsible pi



Four Directions Healing Tools
Bek Wiltbank, MOTR/L
12911 120th Avenue NE, Ste E-50
Kirkland, WA 98034
206.391.6721
425.820.7707 - Fax

Craniosacral Therapy
Notice of Privacy Practices

This notice describes how medical information about you may be used elodeti
and how you can get access to this information. Please review it cal

Understaning your Health Information
Each time you visit your healthcare provider, a record of your visit is magwgcally, this record contair
your symptoms, examination, diagnosis, treatment, and a plan for future caaokmt. Thi:
information, often referred to as your health or medical record, serve
¢ Basis for planning your care and treatment
* Means of communication among the many health or medical professiomatonthibute to
your care
® Legal document describing the care you received
* Means by which you or a third-party payer can verify that services billexlagarally provided
® Understanding of what is in your record and how your health information is used tohétp y
ensure its accuracy; better understand who, what, when, where, and why athers m
access your health information; and make more informed decisions wherizingho
disclosure to others

Your Health Information Right

Although your health information is the physical property of healthcare provider, the information

belongs to you. You have the right

® Request a restriction on certain uses and disclosures of your information

® Obtain a paper copy of the "Notice of Privacy Practices" upon request

* Inspect and copy your health records

* Request an amendment of your health record

® Obtain an accounting of disclosures of your health information

® Request communications of your health information by alternative meandterrsdtave
locations

® Revoke your authorization to use or disclose health information exceat &xtent that action
has already been taken

Our Responsibilitie

The physicians and staff at Bek Wiltbank's Office are require

* Maintain the privacy of your health information

* Provide you with a notice as to our legal duties and privacy practittesaapect to information
we collect and maintain about you

® Abide by the terms of this notice

* Notify you if we are unable to agree to a request restriction

* Accommodate reasonable requests you may have to communicate healthtiooogna
alternative locations



How We Use your Health Information

* We will use your health information for TREATMENT

Example: Information obtained by a nurse, physician, or other member of your
healthcare team will be recorded in your record and used to determine the @our
treatment that should work best for you. Your physician will document in your reisord h
or her expectations of the members of your health care team. Members ofgitur he
care team will then record the actions they took and their observatiotizat way, the
physician will know how you are responding

* We will use your health information for PAYMENT

Example: A bill may be sent to you or a third-party payer. The information on or
accompanying the bill may include information that identifies you, as wgbas
diagnosis, procedures, and supplies used.

* We will use your health information for HEALTH CARE OPERATIONS

Example: Members of the medical staff may use information in your heettidre
assess the care and outcomes in your case and others like it. Thistinfomiiathen

be used in an effort to continually improve the quality and effectivenebes betlth care
and services we provide.

Other Ways That We May Use your Health Informa

® Business Associates: There are some services provided in our atigartizrough contracts
with Business Associates, including: diagnostic services and labotests. \When

these services are contracted, we may disclose your health information testes3
Associates so that they can perform the job we have asked them to do aod oill y

your third-party payer for services rendered. To protect your healtimiation,
however, we require the business associates to appropriately safeguardgrmation.

* Marketing: We may contact you to provide appointment reminders or infonratibut
treatment alternatives or other health-related benefits andeithiat may be of interest
to you.

* Worker's Compensation: We may disclose health information to the axtéotized by and to
the extent necessary to comply with laws relating to worker's compmmnsatther
similar programs established by law.

® Public Health: As required by law, we may disclose your health infavmetipublic health or
legal authorities charged with preventing or controlling diseaseyjmgudisability.

* |Law Enforcement: We may disclose health information for law enfaoepurposes as
required by law or in response to a valid subpoena.

* Federal law makes provision for your health information to be releasadhfipeopriate
health oversight agency, public health authority, or attorney, provided thaka wo
force member or business associate believes in good faith that we havedeingag
unlawful conduct or have otherwise violated professional or cliniaabtlsirds and
are potentially endangering one or more patients, workers, or the public.

We reserve the right to change our fices and to make the new provisions effective for all protected
health information we maintain. Should our information practices change,Iweania revised notice t
the address you have supplied

We will not use or disclose your health infottion without your authorization, except as described in this
notice.

To Report a Probler

If you believe your privacy rights have been violated, you can file a corhplgh Bek Wiltbank, MOTR/L. We
will investigate all complaints and there will bo retaliation for filing a complaint. You may also file a
written complaint with the Secretary of Health and Human Sen



