Lighten Up, Inc.

Information for Your Nutritionist

Client Information






Date:

Full Name:









Sex: ( M ( F

Home or Mailing Address:

Home Phone:



Work Phone:



Email:

Date of Birth:


Age:



Place of Birth:

Occupation:




How Long:


Emergency Contact:




Phone:
Health Care Information

Primary Care Physician:

Address:

Phone:






Fax:
Please mark or list other therapies you are involved in and the practitioner.

· Acupuncture:                                                         

· Chiropractic: 
· Healing Touch:
· Fitness Programs:
· Massage Therapy:
· Osteopathy:
· Psychotherapy/Psychiatry/Counseling:

· Spiritual Counseling:

· Yoga:

Insurance Information:

Is this visit covered by Insurance (Cigna, MDIPA, United Healthcare)

( YES 

( NO

If No, skip this section

Insurance company (if applicable)

Phone Number for Claims:

Claims Address:

Policy/Group number:

Individual ID number:

Co-pay amount (if applicable):
What is your primary reason for this visit?  __________________________________________________________________________________________________________________________________________________________________________________________________________________
Family History

Father

( Alive

( Deceased


Mother

( Alive

( Deceased

Brothers
# Alive

Current Health 
#Deceased
Cause of Death

Sisters #  Alive 

Current Health

#Deceased
Cause of Death

Children
#Alive 

Current Health

#Deceased
Cause of Death

Check any illnesses that have occurred in any blood relatives:

( Diabetes   ( Cancer   ( Bleeding Tendency   ( Kidney Disease   ( Tuberculosis   ( Obesity   ( Heart Disease   
( High Blood Pressure   ( Nervous Illness   ( Allergy   ( Alcoholism   ( Mental Illness   ( Stroke  ( Other:

Personal Medical History

How would you describe your health as a child?

Check any illnesses or conditions you have or had in the past:

( Diabetes  ( Glaucoma  ( Heart Trouble  ( High Blood Pressure  ( STD  ( Alcoholism  ( Cancer  ( Asthma  ( Anxiety

( Bleeding Tendencies  ( Tuberculosis  ( Mumps  ( Pneumonia  ( Allergies  ( Heart Attack  ( Rheumatic Fever
( Measles  ( Chicken Pox  ( Meningitis  ( HIV  ( Multiple Sclerosis  ( Mononucleosis  ( High Fevers  ( Antibiotic Uses ( Hepatitis  ( Fibromyalgia  ( Chronic Fatigue  ( Auto Immune Disease  ( Mental Illness 
List illnesses which you were hospitalized or any surgeries you have had:
Height:

Dressed weight:

How long at this weight:

Ideal weight:

Current medications:

Vitamins/Minerals/Herbs:

Food allergies:

Have you had allergies or sensitivities to any medicines or other substances?    
( yes   ( no


If yes, please list:

Lab work: Cholesterol


Blood Sugar


Blood Pressure
Payment and Cancellation Agreement:

I understand that payment is expected at the time of my visit and agree to make full payment that the time of my visit unless other arrangements have been made, such as payment by insurance.

I understand that when I schedule an appointment for myself that I am agreeing to pay for that set aside time. I agree to provide this office with at least 24 hours notice when canceling an appointment. I understand that if I cancel an appointment without giving 24 hours notice I may be required to pay a charge up the cost of the appointment for the time I had reserved.

 Patient Signature: ​​​​​​​​​​​​_________________________________________________Date: _________________

