Date:

____________________

Name: _______________________________ Date of Birth: ____________ How you heard about us:________________

Mailing Address: ____________________________________City:_______________State:________Zip______________

Home Phone: __________________ Cell Phone: ___________________ Email: ________________________________

SSN: _______________________ Referred by: ___________________ Primary Physician: ________________________

(Doctor’s Area Only) Chief Complaint/HPI:
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________

Past Medical/Surgical History: _________________________________________________________________________
____________________________________________________________________________________________________
Family Medical History: _______________________________________________________________________________
Medications/Supplements: _____________________________________________________________________________
Allergies: ____________________________________________________________________________________________
Alcohol / Tobacco / Drugs (if so, how much?): _____________________________________________________________
Diet (typical breakfast, lunch, dinner, snacks):_____________________________________________________________
Social (occupation and with whom do you live?):___________________________________________________________
Exercise (how much and what type?): ____________________________________________________________________
Chemical exposures (if so, what substance?):______________________________________________________________
Spiritual (How do you care for your spiritual essence?):_____________________________________________________

Review of Systems:
Head: Any old head injuries, current headaches or migraines?__________________________________________________
Ears: Ringing or discharge?________________________________________________________________________________
Eyes: Blurred vision, floaters, trouble seeing at night? _________________________________________________________
Neck: Trouble swallowing, masses, or difficulty moving? _______________________________________________________
Mouth: Any root canals or amalgams? Any broken or painful teeth? Regular dentist?______________________________
Chest: Any chest pain, palpitations, murmurs, or difficulty breathing?____________________________________________
GI: Any stomach pain, burning with or without meals? Bowel movements? _______________________________________
GU: Urinary urgency, incontinence, painful urination, or discharge?_____________________________________________
MS: Any pain or decreased range of motion with movement of head, neck, torso arms, hips, legs, or feet? Please also mark
in graph below:__________________________________________________________________________________________
Skin/Hair/Nails: Hair loss? Skin rash? Cracked nails?_________________________________________________________
Neuro: Any sensation changes in arms and hands? Any trouble gripping objects or prickly feelings while touching objects
with hands or feet? Trouble sleeping?________________________________________________________________________
Psyche: Do you have frequent mood changes? Do you have a case manager?_______________________________________
Health Maintenance: Have you been exposed to vaccinations? ___________________________________________________
Other:__________________________________________________________________________________________________
________________________________________________________________________________________________________

PATIENT RESPONSIBILITY AND HIPAA AGREEMENT









I acknowledge that there is a 24-hour Cancellation Policy or 48 hours’ notice for Monday appointments. I understand that if I
do not cancel 24 hours before my scheduled appointment, or do not show for my appointment, I accept the responsibility of
being charged $75.00.
If medical insurance is to be applied, I request that payment of benefits be made on my behalf to Aspen Integrative Medicine
for any services rendered. I understand and acknowledge that submission of claims is not a guarantee of payment. If for any
reason my carrier does not cover any and/or all of my office visits or lab work after 3 months, I agree that I am responsible
for the amount.
I understand that it is my responsibility to make sure that my bills are paid in a reasonable time (no longer than 1
month from the date of treatment). Services that go unpaid for more than 1 month will be billed to my credit card on
file, unless a payment plan has been agreed upon.
I understand and agree that if my carrier makes any payments directly to me for services rendered I will remit the same
payment to Aspen Integrative Medicine.
I understand it is my responsibility to notify Aspen Integrative Medicine of any changes in my insurance carrier or coverage
as soon as possible. Any failure to report such changes will result in the patient being financially responsible for any lapse in
coverage or authorization.
I understand that should I not pay for services rendered, I may be responsible for all collection, court, attorney, and legal fees.
I understand that my email address will be added to the monthly newsletter unless I note otherwise.

Our notice of Privacy Practices provides information about how we may use and disclose protected health information about you.
The Notice contains a Patient Rights section describing your rights under the law. You have the right to review our Notice before
signing this Consent. The terms of our Notice may change. If we change our Notice, you may obtain a revised copy by
contacting our office. You have the right to request that we restrict how protected health information about you is used or
disclosed for treatment, payment, or health care operations. We are not required to agree to this restriction, but if we do, we shall
honor that agreement. The Practice provides this form to comply with the Health Insurance Portability and Accountability Act of
1996 (HIPAA).






Protected health information may be disclosed or used for treatment, payment or health care operations.
The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice.
The Practice reserves the right to change the Notice of Privacy Practices
The patient has the right to restrict the uses of their information but the Practice does not have to agree to those restrictions.
The patient may revoke his Consent in writing at any time and all future disclosures will then cease.

SIGNATURE:_____________________________________ DATE:_________________________

PATIENT INJECTION CONSENT
I give my permission for Dr. Hughes to give me injections as he determines if they are medically necessary. I acknowledge that I
will have been given the opportunity to discuss the nature and purpose of the treatment; alternate methods of treatment; and the
risks, complications and consequences associated with the administration of injections. These risks include but are not limited to:
bruising, temporary increase in pain, inflammation, infection, allergic reaction, numbness, weakness or paralysis, spinal headache,
lung puncture, or death. I further acknowledge that any questions I have regarding the procedure have been answered to my
satisfaction and that I have been further told that any additional questions I may have will be answered.
I have read (or have had read to me) the above consent. I fully understand that there is no guarantee of successful treatment has
been implied. I understand that I am entitled to a copy of this consent form upon request. Any and all medical malpractice claims
are to be disputed and resolved via arbitration per Fairway Physicians Insurance Company. You signature authorizes arbitration
as a solution for any malpractice claims and waives all court involvement.

SIGNATURE:_____________________________________ DATE:_________________________

