Policies and Procedures

· All forms must be 100% complete prior to the first consultation. Please print forms and bring them with you. 

· There is a 48-hour cancellation policy. Failure to follow this policy will result in a $50 cancellation fee. 

· There is a $65 fee for all first consultations.

· All consultations will be 45 minutes long – exceeding this time will result in an additional $65 charge.

For cancellations, please call or email:

P: 770-337-5411

E: wellnessresources@charter.net

Name________________________________Today’s Date_______________ Date of Birth_____________Height_____________   

Street_____________________________________________________________________________ Age______Date_________

City______________________ State_____ Zip__________ Telephone (H) ______________ (Cell) ________________________

_

Employer__________________________________Occupation________________________ Telephone (W) _________________

Referred by?   Physician_______________________ Brochure (  ) Other (  )___________   E-mail__________________________

Your Medical History

Do you presently have or have you had in the past any of the following conditions?

Anxiety / Depression
    _____

Thyroid Disorder

_____ 

Psychiatric Disorder
      _____

Auto-Immune Disorder _____
(name)
Hypoglycemia

_____

Dairy allergy/intolerance         _____

Cancer (year)
    _____
(name)
Heart Disease

_____

Menopause/hormones             _____

Diabetes Mellitus
    _____

Liver Disease (year)
_____

Arthritis


     _____

Digestive Disorder
    _____
(name)
Kidney Stones

_____

Anemia


     _____

Anorexia / Bulimia
    _____

Gall Stones/Removed
​​​​_____

Allergies/Asthma

     _____

High Cholesterol (score)  _____(date)
History of Antibiotic Use
_____

Eczema, Candida

     _____

Hypertension
 (BP)
    _____
(   /   )
Active Ulcers

_____

Headaches/Migraines
     _____

Constipation, Diarrhea    _____
Fatigue
(1-10)

_____

Food Allergy                            _____

Are you presently being treated for any condition not listed above?  If yes, describe________________________________________

___________________________________________________________________________________________________________

*List any medications, prescription and non-prescription, or any vitamins or supplements you are currently taking.  _______

________________________________________________________________________________________________________________________________________________________________________________________________________________________


Family Medical History (please include which family member (aunts, uncles, grandparents)

Diabetes, Hypoglycemia      _____Food Allergies (specify) ________Rheumatoid Arthritis _____Thyroid _____Digestive _____ 
   

 Heart Disease, Hypertension, Stroke (circle) _____Cancer (specify type) _____Osteoporosis____Cholesterol____Other     _____

Describe your cardiovascular and strength training habits, including frequency and duration and consistancy__________________________________________________________________________________________________

Do you Drink 8+ glasses or purified water daily?________ Do you smoke?_______Drink alcohol?______

____________________________________________________________________________________________________________

Is there anything in particular you are looking to receive from your experience with individual nutritional counseling?______________________________________________________________________________________________________________________________________________________________________________________________________________

What do you hope to accomplish by modifying nutritional habits? What are you short and long term goals?______________________________________________________________________________________________________

Are you seeking rapid improvement in your nutritional status or do you prefer a more gradual change in your lifestyle?_____________________________________________________________________________________________

Please complete the back of this page

Please describe what you typically consume in one day, including snacks, water intake, and beverages. Give yesterday as an example.

Please understand this is very helpful in the assessment of you nutritional status and is use to help you.

Breakfast____________________________________________________________________________________________________


Snack_______________________________________________________________________________________________________


Lunch______________________________________________________________________________________________________

Snack_______________________________________________________________________________________________________

Dinner______________________________________________________________________________________________________

Snack_______________________________________________________________________________________________________

Beverages___________________________________________________________________________________________________

______


Refined

Carbohydrate___quick conversion_____Glucose---------Energy____(or)_____Fat Storage                                                      1 tsp. sugar=4 grams carbohydrate                                     (dependent on activity level)

                         Excessive Insulin Response (increases risk for disease)

· hunger 

· fat storage

Blood Sugar

(high glycemic)

Blood Sugar

(low glycemic)

Complex Carbohydrate

1.Veggies

2.Whole Grains

3.Beans

4.Fruits

Protein converts Amino Acids then restore tissue/muscle mass

Plant Fats should be 2/3 of the dietary fat intake and should be consumed in moderation.

(Office use)

Priority Action Plan

Secondary Action

Projected number of visits

Lab work

Dr. Signature___________________________________________________________

RECEIPT OF NOTICE OF PRIVACY PRACTICES 

WRITTEN ACKNOWLEDGEMENT FORM

I have been informed that a copy of Dr. Dietz’ Notice of Privacy Practices is posted in the waiting room and /or in the central  area.  A copy of this Notice will be furnished to me upon my request. 

____________________________



_________________

Signature of Patient





Date

It is our policy to not release confidential and/or unauthorized information except appointment confirmation by home telephone, answering machine, work telephone, voice mail, cell phone and/or pager. Whenever returning phone calls and the answering machine picks up, we do not leave a message if the name or telephone number is not on the recorded message to identify the residence.  Information will also not be left with an unauthorized person who may answer the telephone.  If you would like to have information released to someone other than yourself please complete the following:

I authorize Wellness Resources and Dr. Dietz and staff to leave medical information pertaining to my care by the following methods and will assume responsibility to notify them whenever this information changes.

Home telephone      yes ___  no ___

Voice mail                   yes___   no ___                                                   

Answering machine yes ___  no ___

Cell phone/voice mail  yes ___  no___

Work telephone       yes ___  no ___

Pager                            yes ___  no ___

May we fax medical records for referrals?     yes ___   no ___

Please list names of people we can discuss your medical care with:

AUTHORIZATION TO RELEASE INFORMATION

I hereby authorize Wellness Resources and Dr. Rick Dietz and Dr Alise Jones-Bailey to release any information acquired in consultation, including information regarding lab results to the physicians in this office

__________________________        _______________________
           ________________

Signature



Relationship to Patient                
Date

OFFICE POLICY CONCERNING SERVICES AND PAYMENT

Patients should understand that services are rendered and charged to the patient and NOT to the insurance company.

__________________________        _______________________              _________________

Signature  



Relationship to Patient     

Date

_______________________________________________

EMERGENCY CONTACT NAME:   ____________________________________________

EMERGENCY CONTACT PHONE NUMBER:    _________________________________

Patient Information and Statement of Understanding

            Name________________________  Date______________

Address_________________________________________

City, State, Zip___________________________________

Phone H#_________________  W#__________________

E-mail____________________ Cell #_________________

I understand that I am enrolled in the program for education only.  Materials are educational in nature in order to promote lifestyle management and better health. It is imperative for my success to adhere and maintain lifestyle improvements that are discussed. I will record the food I consume, attend bi monthly appointments, exercise a minimum of three times weekly unless medically prohibited, and follow lifestyle recommendations of Wellness Resources. 

I fully understand that those who counsel me are not medical doctors or licensed/registered dieticians and that I am not enrolled for medical diagnostic purposes, treatments, or procedures. The program is supervised by a licensed chiropractor and/or Medical Doctor any changes in program will be reviewed by the doctor.  The services performed  are at all times restricted to consultation on the subject of lifestyle modification intended for the maintenance of the best possible state of nutritional health and do not involve the diagnosing, treatment, or prescribing of remedies for disease.

.

Client Signature___________________________  Date______________

WR Staff ________________________________ Date_______________

Policy & Procedure

 We are aware the decision to modify your lifestyle is very personal. You have taken the most difficult step and that is making the decision to lose weight and improve your health.   Please inform your consultant of any questions or concerns you have.  We are available by phone or voice mail. We will work together to determine what will work best for you.

In accordance with Georgia State Law, cancellation must be completed by written notification within three (3) business days of enrollment.  Because we have provided you with materials of a proprietary nature, in the event of a cancellation of your program, the following fees are non-refundable:

Lab Fees


Program Materials/Review of material
  $150 

Unopened Supplements
Individual Cost 

In order to provide the highest level of service to our patients, we request 48- hour notice for cancellation of any scheduled appointment.    

Failure to give 24-hour notice will result in a forfeiture of that session.   Punctuality is appreciated; if you are late for your appointment, you will have the option to reschedule or simply use the remainder of your scheduled time.

I further understand that any and all materials in my enrollment package may NOT be copied or reproduced without written permission from Dr. Rick Dietz Partners in Health and Wellness Resources.

Client Signature _______________________________Date___________

.
