PRIMARY INFORMATION

Name Date
Home phone Work phone

Cell e-mail

Referred by Phone No.

Primary reason(s) for your visit:

PERSONAL INFORMATION

Zip

Address City State
Occupation Gender Birthday
Age Height Weight Relationship Status (optional)

Names and ages of children

Emergency Contact: Name Phone No.

Primary Health Care Provider Phone No.

HEALTH HISTORY

Since I treat a very wide range of conditions, there is no way to have one intake form cover everyone. The general

rule is that the more information you give me, the more I will be able to help. However, some things clearly may not

be appropriate, so please only fill out the sections that are relevant to the reason for your visit. We will cover this

information in some detail during the first session if you need to elaborate or would prefer to discuss this in person.

All information is strictly confidential except as articulated in the Mandatory Disclosure form.



Current Health Problems and Conditions (otker than primary reason for your visit — e.g.: heart conditions, panic attacks,

communicable diseases, insomnia, eta)

Medication and/or Drug History (please include the name and dosage, what the medication does, and any side effects —

also, please note any sionificant use of recreational drugs or alcobol
) P ty sig 3

Surgeries and Hospitalizations (please include reasons, recovery, complications, and anesthesia)

Trauma History (plmse include anytbz’ng which you pem’ived as trawmatic on any level — pbysiml} mental, emotional spiritual,

sexual, or energetic)




Birth History — your own birth (plmse include fomplz’mtions, anesthesia, dmgs administered to mother or baby, forceps,

vacuum extraction, C-section, premature birth, number among siblings, etf.)

Current Exercise Program and its Frequency

Eating Habits Including Water Intake

Is there anything else that you feel it is important for me to know?
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FEES, POLICIES AND AGREEMENTS ‘:m

FEES

If payment is made in advance or at the time of service, the rate per session is $90. A limited number of discounted
slots are available. If an invoice needs to be generated by my billing service and mailed to you or to the party
responsible for payment (i.e. insurance company, employer, family member, etc.), the billing rate is $265 per hour.

A breakdown and explanation of the billing rate is available on request.

RESPONSIBILITIES OF INSURANCE PATIENTS

Insurance patients are solely responsible for determining and supervising their relationship with their insurance

provider. This includes benefit coverage and amounts, payment history, duration of benefits, etc. If you wish to pay
the discounted rate at the time of service and submit a receipt for reimbursement, it is essential that you contact your
insurance company, in advance, and get written confirmation that they will reimburse you with only a practitioner receipt.
Please note that some insurance companies will not reimburse their customers with just a receipt; they can 1nsist on

being billed with proper Health Insurance Claim Forms (HCFAs), session notes, and periodic reports.

POLICIES AND AGREEMENTS

1. Regardless of whether I have chosen to pay the discounted rate or have invoices sent to another party for payment,

I understand and agree that I am ultimately responsible for payment of all professional services rendered.

2. I understand that I am obligated to give a minimum of 24 hours notice for the cancellation or rescheduling of all

appointments, In the event that I fail to give 24 hours notice, 1 agree to pay a $90 out—of—pocket cancellation fee.

3. I agree to binding arbitration in Boulder County of any disagreement, dispute, legal claim, or civil action relating
to therapeutic services rendered by D. Jones, Inc. /Doug Jones. The arbitration shall apply Colorado law, both
parties will share the costs of arbitration equally, and if necessary either party may enforce the decision or

judgernent of the arbitrator in any court having jurisdiction.

I have read and understood the above information to my satisfaction. I have had an opportunity to have any and

all questions answered about this information.

Printed name

Signature

Date







