Nat ural Pedi atric Medi ci ne
Robi n Russell, N.D.
12911-120'" Ave NE, Suite E-50 Kirkland, WA 98034
425. 820. 7700 — Phone  425.820. 7707 — Fax

Pediatric/Adolescent Health History Intake Form

Last Name: First Name Middle Name:

Date of Birth: Age: Sex: Today’s Date:

PRENATAL/BIRTH HISTORY
Mother's PregnancyaNormal oComplications:

Gestation: weeks
Birth Location: oHospital oBirthing CenteroHome oOther
Delivery: oVaginal oC-Section.....Any ComplicationsaNo cYes

moowy

Birth Weight: 0z endth: inches

PRESENT HEALTH CONCERNS: Please list most important health concerns éir rder of significance

1.

2.

3.

4.

PAST MEDICAL HISTORY
MEDICATIONS: Please list prescription medicatiofisr over the counter medications that you arearily taking, with dosages

1.

2. 3.

4.

5. 6.

SUPPLEMENTS: Please list vitamins, minerals, hehiosneopathic remedies that you are currently takiith dosages

1.

2. 3.

4.

5. 6.

ALLERGIES: Please include mild to severe or lifegatening allergies and reaction (symptoms)

1. Medications:

2. Environment:

3. Food:

Date
Date of Birth:

Physician’s Signature

Last Name: First Name

1



Today's Date:

PAST MEDICAL HISTORY
CHILDHOOD ILLNESSES: (Circle and indicate age iriéss OR mark C for current as it applies to yohitd)

Acne: No Yes/Age Ear Infections: No Y esiHaften:
ADD: No Yes/Age Eating Disorders: No Yegérand type:
ADHD: No Yes/Age Eczema: No Yes/Age:
Alcohol use: No Yes/How often: Head lice: No Yes/Age:
Allergies: No Yes/Age Molluscum contagiosuMo Yes/Age:
Asthma: No Yes/Age Mononucleosis: No Yege'A
Bedwetting: No Yes/Age Obesity/Overweight: o N Yes/Age:
Behavior problems: No Yes/Age Pink eye: No esMge:
Bronchitis No Yes/Age Pneumonia: No Ye®/Ag

Colic: No Yes/Age Colds: No Yes/How often
Constipation: No Yes/How often: Sinus Infeti No Yes/How often:
Cough: No Yes/How often: Thrush: No YesAg
Croup: No Yes/Age Vomiting: No Yes/Age:___
Depression No Yes/Age Whooping cough: No s/Xege:

Diaper rash: No Yes/How often: Other: Age: lliness:
Diarrhea: No Yes/How often: Other: Age:__lliness:

IMMUNIZATIONS: (Please place aX in either the Yes or No box next to each vaccarathat you have been vaccinated agains
If Yes, please indicate whether there were anytimax and describe in detail)
No Yes Reaction Description

Hepatitis B

Diphtheria, Tetanus, Pertussis
Haemophilus Influenza Type B
Inactivated Polio

Measles, Mumps, Rubella
Varicella (Chickenpox)
Pneumococcal

Influenza

Rotavirus

Human Papilloma Virus (HPV)

SERIOUS INJURIES AND/OR ACCIDENTS: (Indicate tymiate and treatment used)
Type Date Treatment

—

HOSPITALIZATIONS/SURGERIES: (Indicate reason arade)
Reason for Hospitalization Date

Physician’s Signature Date
Robin Russell, N.D.

12911- 128 Ave NE, Suite E-50 Kirkland, WA 98034
425.820.7700- Phone « 425.820.7707 — Fax

Last Name: First Name: Date of Birth:




Today’s Date:

PAST MEDICAL HISTORY-Con't
LABS AND EXAM HISTORY: Please indicate date andubs.

Date of last well child check: esilts: o Normal o Other
Date of last blood work: uReso Normal o Other
Date of last urine test: esuls: o Normal o Other

Adolescents:
Date of last PAP and pelvic exam: sufe o Normal o Other

FAMILY HISTORY: Please place a “C” for current or “P” for pastlie thox next to each condition as it applies to goyour
family members.

Self Mother | Father Sister Brother Maternal | Maternal Paternal Paternal
Grandmother Grandfather| Grandmothern Grandfather

Alcoholism
Allergies
Anemia
Arthritis
Asthma
Cancer
Depression
Diabetes
Drug
Addiction
Eczema
Epilepsy
Headaches
Heart
Disease
Hepatitis
High Blood
Pressure
Kidney
Disease
Mental
lliness
Stroke
Tuberculosis

SOCIAL HISTORY

Have you or your parents ever consulted with a Mgiathic Physician before@2 Yes o No

Parent’s Marital Status: Single o Married o Divorced o Separated/Not Divorceds Widowed o Domestic Partnership
Siblings (Indicate names and ages)

1. 4. 7.
2. 5. 8.
3. 6. 9
Mother’'s Occupation: Father's Occupation:
Guardian’s Occupation:
Daycare Location: Days/Hours per week:
Physician’s Signature Date
Robin Russell, N.D.
12911-128 Ave NE, Suite E-50 Kirkland, WA 98034
425.820.7700 — Phone « 425.820-7707 — Fax
Last Name: First Name: Date of Birth:




Today's Date:

SOCIAL HISTORY-Con't

BIRTH CONTROL:

Adolescents:

What form of contraception/birth control are youngs(Check all that apply).

o Abstinenceo Withdrawal o Fertility Awareness Methodh The Spongex Spermicidec Condom o Diaphragmao Cervical Cap
o lUD o The Pill o The Shot (Depo-Provera) The Ring o Implants o The Patcho Vasectomyo None

TRAVEL HISTORY: Identify any domestic or foreigratzel and indicate year of travel:
Place: Year: Place: Year:

PERSONAL HABITS: Identify any substances you hased and circle whether in the past (P) or areeatisr using (C)
Adolescents:
Which of the following substances do you use aratidy frequency (Ex. 2x/d, 1x/mo, 1x/yr)?

o Tobacco: P C Freq: oRecreational Drugs: P C Identify type/Freq:
o Alcohol: P C Freq: oOther: P C Specify/Freq:

o Coffee: P C Freq:

EXERCISE:

Toddlers/Adolescents:
Do you exercise regularly? Yes o No
If you checked yes to exercising regularly, anstherfollowing questions: What type/activity?

How long? How Often?

SLEEP:

How many hours of sleep do you get at night on aye?
Toddlers/Adolescents:

How often do you wake and for what reasons?
Do you have any trouble falling asleep™o o Yes/Why?

Do you have trouble waking up? No o Yes/Why

Do you wake rested? Yes o No/Why

ENERGY AND STRESS:
Adolescents:
How would you rate your energy on a scale of 1 -with 10 being the most energy?

How would you rate your stress on a scale of 1 witld 10 being the most stress?

How do you cope with stress?

NUTRITIONAL HISTORY
Infant/Toddlers:
Type: oNursing oFormula/Specify oBoth Duration: o<15 min 015-30 min 030-45 min 045-60 min
FrequencyoEvery houroEvery other houroEvery 3rd hour Amount per feedingi<loz 0l-20z 02-30z 03-40z 0>40z
oEvery 4" hour oEvery 8" hour oOther
Adolescents:
What is a typical breakfast?
What is a typical lunch?
What is a typical dinner?

What are typical snacks?
How many glasses of water do you drink each dagvamage?

Do you have any special dietary restrictions?

Physician’s Signature Date

Robin Russell, N.D.
12911-128 Ave NE, Suite E-50 Kirkland, WA 98034
425.820.7700 — Phone « 425.820.7707 — Fax
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Robin Russell, N.D.
Naturopathic Physician
12911-128' Ave NE, Suite E-50
Phone: 425-820-7700 Fax: 425-820-7707

Patient Information

Date:

Last Name: First Name Middle Name:

Date of Birth: Sex: SSH#:

Address: City: State: Zip Code:__
Home Phone:_( ) Work Phone ) Cell Phone:_( )

May we leave confidential voice-mail messages fooy at any of the above numbers2 No o Yes
(Specify): o Home o Work o Cell

Email: Emergeaniact/Relation: Contact’s Phone:

Referral Sourcen Referred by: o Insurance Provider Listo Telephone Booko Newspaper ad
o Internet (AANP or WANP website) o Physician’s Website o Other

Employer:

Mother’s Name (Minor’s only): Father's Name (Minor’s only):

Benefits and Billing Information

I. Primary Insurance Company & Plan Name:

ID Number: Group/Policy #
Name of Policy Holder: Policy Holder’s Date of Birth:
Relationship to Policy Holder: Ydsir Primary Insurance Policyt POS o PPO o EPO o HMO

II. Does your insurance have alternative meditieeefits?o Yes o No

Who is your Primary Care Provider? Clinic Phone: _( )

Clinic Address: City: State: Zip Code:

Does your plan require you to have a referral fymur Primary Care Provider to receive coverage?es o No

If yes, which licensed provider were you referbgdo at our clinic?




Robin Russell, N.D.
Naturopathic Physician
12911- 128 Ave NE, Suite E-50 Kirkland, WA 98034
425.820.7700 — Phone ¢ 425.820.7707 — Fax

Naturopathic Medicine
Informed Consent for Treatment

l, , hereby améhDr. Robin Russell to perform the following sifiegrocedures as
necessary to facilitate my diagnosis and treatment:

Botanical medicine botanical substances may be prescribed asaleasolic tinctures, capsules, tablets, cremestels, or
suppositories.

Common diagnostic procedures venipuncture, Pap smears, radiography, laborateray.

Contraception

Homeopathic medicine the use of highly dilute quantities of naturallycurring plants, animals, and minerals to gestilpulate the
body’s healing responses.

Immunization

Lifestyle counseling and hygiene diet therapy, promotion of wellness includinggenmendations for exercise, sleep, stress
reduction and balancing of work and social actbgiti

Medical use of nutrition: therapeutic nutrition, nutritional supplementatiand intramuscular vitamin injections.

Minor office procedures. dressing a wound, ear cleansing.

Psychological Counseling

| recognize the potential risks and benefits of thee procedures as described below

Potential risks: allergic reactions to prescribed herbs and mphts, side effects of natural medications, ineairence of lifestyle
changes, injury from injections, venipuncture argadures.

Potential benefits restoration of health and the body’s maximakfional capacity, relief of pain and symptoms fedise,
assistance in injury and disease recovery, anceptsn of disease or its progression.

Notice to Pregnant Women All female patients must alert the doctor ifgh@ow or suspect that they are pregnant as sortreeof
therapies used could present a risk to the pregnanc

With this knowledge, | voluntarily consent to tHeoae procedures, realizing that no guarantees be@e given to me by Dr. Robin
Russell regarding cure or improvement of my cooditi| understand that | am free to withdraw mysant and to discontinue
participation in these procedures at any time.

| understand that a record will be kept of the thesérvices provided to me. This record will bptkeonfidential and will not be
released to others unless so directed by myselfyarepresentative or unless it is required by lawnderstand that | may look at my
medical record at any time and can request a cbjty bunderstand that my medical record will kept for a minimum of three, but
no more than ten years after the date of my Iadt vi understand that information from my medidord may be analyzed for
research purposes, and that my identity will begmted and kept confidential. | understand thgtqurestions | have will be
answered by Dr. Robin Russell to the best of héityab

Date Signature of Patient

Signature of Patient Representative OR Gaardi



Nat ural Pedicatric Medicine - Robin Russell, N D.
12911- 120'" Ave NE, Suite E-50 Kirkland, WA 98034
425.820. 7700 — Phone e« 425.820. 7707 — Fax

Financial Policy and Fees

Thank you for choosing Dr. Robin Russell as yodurapathic physician. Please read the followimgficial and fee
policy thoroughly prior to your visit. It is imptant to Dr. Russell that you understand the bilkimgl fee policies. If you
have any questions or need clarification, pleaskffee to ask.

1. Payment policy

Payment in full is required at the time of servigeless Dr. Russell is billing insurance. If Bussell bills your
insurance company, and you are responsible formagment, it will be due at the time of servicéydu do not have
insurance or have a plan that is not contractek Bt Russell, a prompt payment discount of 15%vislable on office
visits when payment is received at the time ofisetvDr. Russell accepts cash, checks, debit c®ida, and
MasterCard.

2. Insurance

Insurance benefits vary greatly from policy to pgland it is your responsibility to be aware of éxtent and limitations
of your coverage for Naturopathic Care. Some eftéisting that Dr. Russell recommends may not kered by your
insurance plan. Insurance companies may refuserage or only pay a portion or percentage of yeasf You will be
responsible for any and all fees not covered by ymurance plan. If Dr. Russell is not contrackéith your insurance
company, you will be required to bill your own imance company for reimbursement. Dr. Russellpridvide you with
the proper forms to assist you in collecting insgeareimbursement. As standard protocol, Dr. Rusderelease to
your insurance company, or companies, any andfalimation necessary to process an insurance claithat
payment(s) may be made to Dr. Robin Russell.

3. Non-covered services
Insurance companies do not cover the followingisesvthus it is your responsibility for these fees.

1. Emergency cell/pager fees- $25. As yourdchiprimary care physician, | am available 24 hques
day for urgent health concerns that cannot wait the next day. If | am not available, a

voicemail will be left instructing you to contaChildren’s Hospital's 24-hour parent resource
line where you can talk with doctors and nurgesctly and will not be billed the $25 fee.

2. Home visits or house calls- $150.

3. Nutritional supplements- Nutritional supplarmserecommended by Dr. Russell are not covered by
insurance. You are not obligated to purchasetheDr. Russell's office. Supplements are
available at the office as a convenience. If gbaose to purchase supplements at Dr. Russell's
office, payment in full is due at the time of plase.

4. Missed appointment charge- $50.

4. Cancellation and no-show policy
Dr. Russell requires a minimum of 24-hours notf@anceling an appointment. [f it is not an emexesituation, and
you cancel less than 24-hours before your schedydpdintment, you may be charged for the missediappent.

| acknowledge that | have read and fully understandhis financial and fee policy. | agree to the abe stated fees
and charges. All of my questions have been answdre

Date Signature of Patient or responsibleypart



Robin Russell, N.D.
Naturopathic Physician
12911- 128 Ave NE, Suite E-50 Kirkland, WA 98034
425.820.7700 — Phone  425.820.7707 — Fax

Naturopathic Medicine
Acknowledgement of Receipt of Notice of Privacy Prices

| acknowledge that | have received a copy of DbiR&ussell's Notice of Privacy Practices detailirmayv my
health information may be used and disclosed ufedimral and state law.

| wish to have the following restrictions to theeus disclosure of my health information:

Patient’s Name

Signature of Patient OR Date
(Authorized Representative)

FOR OFFICE USE ONLY

O Patient refused to sign Acknowledgement of Rea#irivacy Practices

O Patient was unable to sign Acknowledgement of R¢adiPrivacy Practices
due to reasons specified below.

Provider Signature Date



Robin Russell, N.D.

Naturopathic Physician Physician’s Signature
12911- 128 Ave. N, Suite E-50
425.820.7700 — Phone ¢ 425.820-7707 — Fax Date

Authorization to Release Confidential Health Information

| hereby authorize:
o Dr. Robin Russell, N.D.
o Facility/Doctor’'s Name:

Address:

City: State: Zip Code:

Phone: Fax:

To release:
o Complete Chart Record (does not include billiffgimation or radiographic images)

o Chart Notes
o All o Specify:

o Labs/Reports

o All o Specify:
o Billing Records

o All o Specify:
o X-rays/Radiographic Images

o All o Specify:
o Other:

From the Health Records of:
Name: Date of Birth:
SS#: Dalptiroee: Ext.

Are you authorizing the release of your own res@rd Yes o No

If not, what is your relationship to the patient?
Release of certain medical information requiresrzons consent. This applies to persons aged 1flinformation pertaining to
substance abuse and mental health informatioremsiops aged 14-17 for information pertaining tausdly transmitted diseases, HIV
and AIDS. Other laws may apply.

To be released to:
o Dr. Robin Russell, N.D.
o Facility/Doctor’'s Name:

Address:
City: State: Zip Code:
Phone: Fax:
For the purpose of:
o Adjunctive/Concurrent Care o Transfer of Care o Other:

I understand that unless revoked this authorirasoalid for 90 days from the date of signingunterstand that | may revoke this
authorization in writing at any time except to theent disclosure has already been made in acomedaith this document.

Unless specifically excluded, this authorization icludes release of specially protected informationequiring my explicit
authorization for release. This includes referraldiagnosis and treatment information related to: (beck the accompanying box(es) below to
EXCLUDE the information from authorization)

o substance abuse o mental health conditions/psychotherapy o sexually transmitted diseases o HIV/AIDS

I understand that my healthcare information isgwted by state and federal regulations that pretecconfidentiality of this information
and that my healthcare information may not be seldar disclosed without my written authorizationless otherwise provided for by law. | also
understand that if | authorize a third party tilsatdt required to comply with such regulationseoaive my health care information, my information
may be re-disclosed by that party and would noédoihg protected.

| understand that | do not have to sign this fasya condition for receiving treatment and thahlemtitled to a copy of this authorization
form at the time of signing. | may call Dr. Rolftussell's office at 425.391.7338 to inquire ab@vioking authorization.

L understand that if | request records for personaluse, to hand-carry to another health provider, offor parties not involved in my
health care, there may be a charge“Non-Emergency” release of records may take upot15 working days. Emergency requests will be gine
priority processing. “Emergency” status applies oly to release of records directly to another healtbare provider for urgent patient care.
There is no charge to release records to another al¢thcare provider.

Patient’s Signature: Date:
Guardian’s Signature: Date:




Robin Russell, N.D.
Naturopathic Physician
12911- 128 Ave NE, Suite E-50 Kirkland, WA 98034
425.820.7700 — Phone » 425.820.7707 — Fax

Naturopathic Medicine
Notice of Privacy Practices

This notice describes how medical information abougou may be used and disclosed and how you can get
access to this information. Please review it cangfy.

Understanding your Health Information
Each time you visit your healthcare provider, ardof your visit is made. Typically, this recardntains your symptoms,
examination, diagnosis, treatment, and a planuturé care of treatment. This information, ofteferred to as your health or
medical record, serves as a:
 Basis for planning your care and treatment
» Means of communication among the many healtmedical professionals who contribute to
your care
» Legal document describing the care you received
Means by which you or a third-party payer carify that services billed were actually provided
Understanding of what is in your record and hmar health information is used to help you to:
ensure it's accuracy; better understand who, wila¢n, where, and why others may access
your health information; and make more informedisiens when authorizing
disclosure to others

Your Health Information Rights
Although your health information is the physicabperty of your healthcare provider, the informatimiongs to you. You have the
right to:
» Request a restriction on certain uses andatiscés of your information
» Obtain a paper copy of the “Notice of Privacp®ices” upon request
« Inspect and copy your health records
* Request an amendment of your health record
» Obtain an accounting of disclosures of yourthdaformation
» Request communications of your health infororatiy alternative means or at alternative
locations
* Revoke your authorization to use or disclosalthenformation except to the extent that action
has already been taken

Our Responsibilities
The physicians and staff at Dr. Robin Russell’s¢affare required to:
» Maintain the privacy of your health information
» Provide you with a notice as to our legal du@d privacy practices with respect 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 resjuestriction
Accommodate reasonable requests you may has@eunicate health information by
alternative locations

How We Use your Health Information
» We will use your health information for TREATNAH
Example: Information obtained by a nurse, phgsicor other member of your
healthcare team will be recorded in your recaord ased to determine the course of
treatment that should work best for you. Yourgbian will document in your record his or her
expectations of the members of your health camatelembers of your health
care team will then record the actions they tao# their observations. In that 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 thirdtgaayer. The information on or
accompanying the bill may include informationttitentifies you, as well as your
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diagnosis, procedures, and supplies used.
» We will use your health information for HEALTEARE OPERATIONS
Example: Members of the medical staff may userination in your health record to
assess the care and outcomes in your case agrd 6k it. This information will then be used
in an effort to continually improve the quality aeffectiveness of the health care and servicepragde.

Other Ways That We May Use your Health Information
» Business Associates: There are some serviogfled in our organization through contracts
with Business Associates, including: diagnostizviees and laboratory tests. When these
services are contracted, we may disclose yourthedtirmation to our Business Associates sotiey can
perform the job we have asked them to do and bill gr your third-party payer for services remder To
protect your health information, however, weuieg the business associates to appropriately safdg/our
information.
» Marketing: We may contact you to provide appoient reminders or information about
treatment alternatives or other health-relatatefits and services that may be of interest
to you.
» Worker's Compensation: We may disclose hdalibrmation to the extent authorized by and to
the extent necessary to comply with laws relattngiorker's compensation or other similar
programs established by law.
* Public Health: As required by law, we may thse your health information to public health or
legal authorities charged with preventing or coltihg disease, injury, or disability.
« Law Enforcement. We may disclose health infation for law enforcement purposes as
required by law or in response to a valid subpoen
» Federal law makes provision for your health informdion to be released to an appropriate

health oversight agency, public health authoritypr attorney, provided that a work force
member or business associate believes in good faittat we have engaged in unlawful conduct or
have otherwise violated professional or clinical shdards and are potentially endangering one or ore

patients, workers, or the public.

We reserve the right to change our practices amdatce the new provisions effective for all proteldbealth information we
maintain. Should our information practices chamge will mail a revised notice to the address yauéhsupplied us.

We will not use or disclose your health informatigithout your authorization, except as describethis notice.

To Report a Problem

If you believe your privacy rights have been viethtyou can file a complaint with Dr. Robin RusséNe will investigate all
complaints and there will be no retaliation fomfij a complaint. You may also file a written comipt with the Secretary of Health
and Human Services.

Effective Date: November 1, 2005
Version: |
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