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Seales Wutrition and Wellness Center

Patiend Registration Referting Physician (if applicable):

Padient’s Last Mame

Patients First Name MT Spouse/Parent (Pleass circle)

Addeess N Aparlment No. Mame

_1Iy,'.xh|fm__-1i“: Code o Address -
Home Phoue Cell Phone City, State, Zip Code

Phone Number

[l
- ‘ — Ingorance Informaiion
Lyale of 13ivth Social Security Primary Inswrance

Lex (Mleass Cirele) Mariinl Stafus (Please Circle)  Mame of Insurance Carrier
whale  Female Married Single o
Divoree Widowed D Mumber Giroup Nnmber

Dyvivers License l\lumbv Siate Secondary Insurance

Hume ol Himployer Phone No.  Name of Secondary Insurance

Phone No. D Nnmhcr Group NMumber o

Fame of Pinergency Conlaclt

Proivacy Praectices (Mense nilial Bach Line)
~lacknowledge thit Dr. Seales office personnel has given me a copy of their Natice of Privacy Practices, T

authorize D, Scales and/or his office personnel 1o commupicaie with family, Iriends, or other henlth sare providers as to

vy suedical concditions. Listed below are the (specific) family membess or heatth care providers to who I give permission

fo disnensy iy bealth status, :
The following lisied names are (spﬁmﬁr) furnily mambers or health cave providers with whom I Do Not wani my

mnedicat conditinng disenssed.
taunthorize D Scates ar his office personnel (0 leavs messages on my voice mm] al home and worl, or email,

I andhorize ather physiciang or healih care provideral have seen to exchange medical information wilh Dr,

Seales 4, Cunlisss atherwise indicated. B

Vinancial 8 Ingorance Policy (Please Tuitial Bach Line)
1 hereby anthovize ppyment of benefits processed onby behall o Seales Mhirition & Wellness Center for any

services Tonished 1o e by Dy, Seales. Furthermore, T anthoize Dr. Scales and his otfice pmsmmr! {0 release any
infoomation ehlained in the conrse of my evateation & (reatment 6 penmit processing of claims for inswrance
seimbursement, | understangd T am reaponsible for payment of any service(s) my insurance does noi pay or process in a
Prnely maiier, enstomarily in 60 days.

Pusiderstand | an {finaneially responsible for paying my co-payments, co-insurance, deductibles and atl

Ot l.mrlml) halances. In the event that any past due balance s placed wilth o thivd party, [ agree (o pay any cost of snch
colleston mending the ngency fees, legal/atiomey fees und court cost,
Dinderstane (F 1 cancel my appointment within 24 hours of the scheduled appointment ar fail 1o leeep a scheduled

L|| |m}u|mt|x| [ will he charged and responsible for paying twenty-five (525) dollars for an intermal medicine &
thedicalion manapement appoimtment, seventy ($70) doltavs for a psyehiatey appointment, fifiy {$50) dollars fov

thecapy appomtment, and appropriate charge(s) for a missed mirition eppointment.

Ju,:“[mm ol Patient {Parent or puardian if patient 5 a mmm) Date



scales Nutrifion and Wellness Center
2021 Chureh Street, Suite 602 Nashville, TN 37203 (615) 284-4432

Your Itiphts

Follving is a stalement of your rights with respec in yowr profected health informafion,

You have the right (o ingpect and copy vour profected hegith information. Under federal law, havwever, you may
not imspeet or copy the following records: paychatherapy noles: informatinn compifed in reasonable anticipation of or
s in, a civil, criminal or administrative action or poceeding; and protected healih information that is subjeet i law

that prohibits aceess (o protected health in formation,

You may have the right (o request  restricilon af your profeeied heplth information, This means you may ask us
notlo use or disclose any part of your protected health information for the purposa of trealment, payment, or healtheare
operations. You may also request that any part of your protecied heallh information not o be diselosed: 1o family
members or friends who may be involved in yonr ears or for nalification purposes as described in this Motice of
Privacy Practices. Your request must state the specifis vestriction requested and to whom you wanl e restiiction (o

iy,
If the physgician believes it is in your best

Your pliysician is not required 1o agree (o a restriction that you may requeaf,
1w protected health information will not he

intorest 1o permit nse and disclosure of your protected heaith information, yo
restriclied. You fhen have the rvight (o use another Healtheare Professional,

atiens from ng hy alternafive meins orv al an

Yaou have the vight Lo request (o reecive confidentln) communie
2 UpON request, even if you

alternative loeation, You have the vight to abtain n paper copy of this nofice from us
havve sgreed (o aceept this nolies alfernafively, Le elecironicnlly,

Yo way bgve (he vight (o have your physiclan amend vour profected henlth Infarmation, we deny your
request for amendment, you have the right to file a safement of disagreement with vs, Was wy prepare a rebmidal to
yowr stalement and witl pravide youn with a copy of any such rebital,

You have the right (o yeceive an acconnting of ceviain disclasures we have made, if any, of yonr proieeted healfh

inforneatinn,

We rcserve the ripht (o change the terms of this notice and will inforn you by mait of any changes. You then have the

right o obiect ar withdraw as provided in this notice,

Comyplaints
You nay complain 1o the Secretary of Healih and Fuman Services or us if yon helieve your privacy rights have been

violated by us. You may file a complaint with us by notifying onr privacy eontact of your eomplaint, We will not

reialinte apaingt von for filing o complaint,

This nutice was published ad becomes effective on April 14,2003,

We wre required by law (o maintain the privacy of, and provides individualg with, this notice of onr legal duties and

privacy praclices with respest to profected health infarmation. If you have any ohjections to this form, please aslke (o
speals with onr HIPA A Comiplianes Officer in persan or by phone at (615) 284-44372.
signatnre below is only aclknowledgement that you have received this notice of anr Privacy Practices:

_ Signatare - A .

Primtvorye, e




Scales Nutrition and Wellness Center
Patient Questionnaire, Page 1 of 4

Date: — -

Age:

Noime: -

Occupation:

Marital Status: M 85 D W

lease indicate il yon have suffeved from any of the following:

asthma jaundice
arthrilis gont
hladder infections poiter
thabeles glaucoma

epilepsy hay fever

Other medical problems not noted abave:

hear( atiack stroke
heart mumr tuberculasis
hemia ulcer

cancer

high blood pressure

rhenmalic fever . psychiatric disorder

Any

lhospilalizations for illness, (ranma, ov surgery? If so, please lisl date and reason

_for hospifalization:
_ Date

Reason for hospitalizafion

" Medientions-Please list all medications including aver the counter medications, antacids,

< laxatives, birth control pills, vitamins, herbs, cle.

el Drug Doge

Length of time |
talcen

Tow many {imes
per day

Alerpies-Are you nllergic to any medicalions, latex, or fond? If so, please list them and

_the problem experienced.

[ Prahlem [Rxperienced

Medication/I'ood Allergies

Tame

Date, N -




Seales Nutrition and Wellness Center
Patient Questionnaire, Page 2 of 4

Vaceimalions within the past ten years (please inclnde date it was given}:

Tetanus (Cirele TT, Td, DPT)_ o MMR
Paetmovax - Hepatitis B ~
Infhuenza HIB

Iealth Maintenance Data (include dates il known):
PPD (for TR) Flexible Sig/Colonioscopy ____

Flemoccult, Pap Smear/PSA

Mammopraphy __ o Breast/Teates _
Stress Tegt o BEKG

Chesl Xray Bchocardiogram

Personal Healfl Fabits:

Do you smole? Y N How many years?

I1ave you ever smoked? Y N How many years? _
How many packs per day?__

Do yon drini alcohol? Y N How many drinks per week?
Date of last drinle

Do you exercise regularty? Y N What kind of exercise?
How often?

120 you use recreational drugs? Y N What kind?

. How often?
Do you have any problems sleeping? Y N How many hours per night?

What kind?

Do you lollow a special type of diel? ¥V N

Huve you ever been exposed (o
What kind?

toxins or fumes at home orwork? Y - N

Review ol Systems:
IMave von had any of the following preblemy? If 50, which ones and when did they start?
No  ¥Yes  When/Ixplain '

CGeneral
Skin/rash .
Broise eastly I

Joints ever painful? o ) -

Lost or gained weight o
Sensilive ta heat/cold -
flead and Neel

Frequent headaches S
Frequent colds -
Problems with vision -
Hearing o
Frecuent nosebleeds -

Hair loss o
Difficulty seeing at night o _ o
Tasie alterations o
Bleeding pums o -
Dey mouth —
Sors in moauth N

Date

MName ) B




Scales Nutrition and Wellness Center
Patient Questionnaire, Page 3 of 4

Chest and Cardiovasenlar

Shoriness of breath
Wheezing

Chest discomfort
Pxlremifies cold/mmb
Swelling of hands/feet
Frequent coupghing
Coughing np blood
Daytime drowsiness
.oud snoring
Unresled after sleep

Crastroinfestinal

Stomach pains

Nausea frequently
Irequent conslipation
Black stools

Blood or pug in stool
Vamiting blood
Freguent diarrhen
Frouble digesting foods
[requent laxative use

Cienitowrinary

Urinate > 1 time/night
Urinale > 6 (imes/day
Burning during vwination
Lhrine brown or bloody
Sexual difficulties

Musenloslceletal

Knee problems
Back problems
Leg cramps

Joit pain

Change in mobilily

Newrological

Muame

Dizziness

Memory loss
Tremaors

Setzures
Headaches/Migraines

Nao

Yes

When/Iixplain

Date




Seales Nutrition and Wellness Cenfer
Patient Questionnaire, Page 4 ol <

Reproductive History

AL what age did you [irst mensimate?_

When was your last menstroal period?

Mumber of live births?
Humber of miscarriages, stillbirths?
Number of abortions? _
Do you take oral contraceplives or have a p? __
Do you have problems with vaginal dischurpe?
o you have trouble holding your urine when you sneeze or-caugh?
Do you do self breast examinations?

Fopr Men Only:

ITave you ever had prosfate {rouble? .

Ias your urine siream become wealc or slow?
Have you had pain, swelling or lomips in your testicles?

Do you have any children?

ity {listory:

R
Asthma

Father

Mother

Father's

Parents

‘L)’

\)’

N
N
N
N

Mother’s

Parenis

How many?

Siblings Children

Ileart disease

Hypertension

heuma fic fever
Biro fee

Cancer

()E esity

Depression/Mental
illness
Liver discase
Diabeles
Kidney discase

Arthrilis

ﬁl_t:_cp Apnea

Hiph Cholesterol

Blecding disorder
tipilepsy

MName

Date




Step T—Questionnaire

-

Data:

—_—
Drug Abuse Screening Test—DAST-10

—

Calienl’s Name:

T | Have you used drugs other than those required for medical reasons?

2 1 Do you abuse more than one drug at a lime? -

3 1 Are you unable (o slop using drugs when you wani to? Yes

4 1 Have you ever had blackouw!s or flashbacks as a result of drug use?

5 | Da you ever feel bad or guilly aboul your drug use?

-

6 | Does your spouse {or parenis) ever complain about your involvement with drugs?| Yes No
| %M_E :
/| Have vou neglected your family hecause of your use of drugs? No

S _.\f_ﬂ%_.ﬁ_m_ﬁ_nw

& | Have you engaged in itegal aclivities in order lo obtain drugs?

9} Have you ever experionced wilhdrawal symploms (felt siclk) when you slopped -

faking drugs? ‘

10} tlave you had medical problems as a result of your drug use (sgq, memory lnss,
hexpatitis, convulsions, bleeding)? '




social Phobia Inventory

ilials __ Age

:.

Dale II8}/] .
Please check how much the fellowing problems have hotherad you during the pas! weel. Mark only bne hox for aag))
problam, and be sure 1o answer alf llems.

Mot at alf Allilla  Somewhal Very

—_— hit mueh  Furame)
A _much  Eurems

. _Tam afraid of psopia in aulhorlly. 0 1 2

2 i;;;t'lolhégddby blushing In frond of peopla. - T T T

———— 0 1 2

3. Parlles and soclal evants scars me, m
—_—

Q. |d_\/_(JlT.'l talf?hﬁh people | don't know.

0 1 2 3
e — — Y S
9. Being crllicized scaras me & lof, 0 1 2 ;
e - -_ — U - &
6. IFear of embarassment taltises ma to avold dalg things .
ar speaking to peopla. 0 9 2

- P — —

7. Bwealing In front of peopls causas me distrass,

0 1 2
— .__%_ﬁ,m____%_m
8. lavald gelng 1o parlies, 0O | 2 3
I T T T T _ ‘ T
8. Tavold activilles In which I am the center of aftention.
0 f 2
—_——— — 1 4 3
10, Tadling to sirangers scares me. 0 | 2
T —— o '7.7__%"-_“ — - _‘“—'_——-—-—*—‘—H____v_
1. 1 avoid having o give spaechss. : 0 1 2 p
T2, T wanild co anyfhth to avold heing critlclzerd, K\
0 1 2
T e E P e S SN
13. Hearl palpilations bother ma whaen | am around peopis.
0 1 2 3
) T - SN B SN

I_[?_u_nim_a!g o_f u‘inﬁg—[hﬁgs when people might lSe
walching. 0 I 2 3

— _*,__ln_mﬁﬁ___mm_%
16, Being embarassad or looking stupld ara my worst fears,
0 1 2 3

e S-S
16, | avoid spaaking 1o anyona In avthorlly. :

e . 0 1 2 73
17, Trembling or shaidng In froni of ofhers Is distrassing o
me.

: e - 0 1 2 3
- - T T T T - T MH

From Coninor K., Davidson <y Churehllt 1., Sherwond A., Fou E, Welslsr R., ‘Psyshamelde propsriles of he Soclal Fhobla Inventory”.
BrJ Psychialry 2000: 176:370-06. '
E2N0 )R, Davidsan



Date

Nome

Viood Questionnaire

The queslions you are about to answer will help your doctor provide a proper diagnosis.

Mease discuss the results of this questionnalre with your doctor,
R . . o :. - .-: L N T TN et q,"l;;"‘f-\"'A-'EL‘{;‘nﬂTﬂ1751";7‘-'19;.'-7; “f!l'?IP:‘!'-’;‘g(
Vi 17 sr B%ﬁﬁ%ﬁ j%! f% ’E’L‘, ta;)n;fwﬁn%l A
BN R T e

ot your usual self and. ..

{

! )

i yot felt so good ar sohyper that other people thought you were not
! your normal self, or you were so hyper that you got Into trouble? -
i

~you were so jrritable that you shouted at people or started fights

, oF arguments?
'% ~you felt rnuch more self-confident than usual? o
you got much less sieep than usual and found you dldn’t really miss 1t? s
'i ..yau were ruch more talkative and/or spoke much faster than usual? L
PR

thoughts raced through your head and/ar you couldn't stow your mind down?

} . youwere so easily distracted by things aroind you that you had
i trouble concentrating or staying on tracla? !

! you had much more energy than usual?
.you were much more active and/or did many more things than usual? Pl

<you were mch mare social or outgoing than usual-—for example, :
you telephoned friends in the middle of the nighi? —

~youwere much maore interested in sex than usual?

Lyou did things that were unusual for you or that other peaple s
mileht have thought were excessive, foollsh, or risky? L

-spending money got you or your famlly into trouble?

i \ - »
* | YES

If you checked YES to more than ane of the above, have you experienced o
! several of these during the same period of time? i

, How much af a problem dict any of these situations cause you (like belng unable to work; havi
money, ar tegal problems; and/or getting into serious arguments or fights)?

i Moproblem [ Minorproblem  ._ .. Moderate problem  |_1 Serlous problem

BT NAL T LU BT D

f

o ltobert M.A. I tirschfetd, M.
s U L LI T RER S LTI, 1T Sl et Y g 2 (R S SN 3ol g 18 4 e £

Two questions abourt yoursel |
AT e T e

*Mepainted with permlsslon fr

S SRR e
B
1. During the past month, have you often xeen bothered by feeling down, )
depressed, or hopeless? E
2. During the past month, have you aften been hothered by Httle interest or

pleastire in doing things?

248539 /07 Provided as a professlanal se

© 2007 AstraZaneca Phisrmaceaticals LR Aji1lglis revervad,
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PATIENT INTAKE: MEDICATL IYSTORY

{To be compleled by patient)

Use the oppusite side of the page as necessary to complete your answers, Mease print legibly.

Mame o

Address N ‘ : .

Phone {w) (h) | (c) -

DOR Age _ SS#

Emerpency Confuct

Phone

Relationship (o patient L

_Phone

Primnary care physician

Date of last physicat Have you ever had an EKG? ( ) N Daie

Curvent or pasl wmedieal condilions {checl all that appiy)

() Asthma/respiratory { ) Cardiovasenlar (heart atfacle, high eholesteral, angina)

() Hyperlension { ) Opilepsy or seizmre disorder .?( y G disease

{3 Head tramma { YHIV/AIDS { ) Diabeles

( ) Liver problems { ) Pancreatic problems { ) Thyroid disease

{ YSTDs { ) Abanormal Pap sméar { ) Nutritional deficiency

Other (Please describe) .

I there o family history of any of the illnesses listed above, please put an “I next (o that (liness

MBD NOTES

1 of4




Is there a family history of anything NOT listed here? (Please explain)

MD NOTRES

Have you sver had snrgery or been hospitalized? (Please describe)

M NOTIES )

Childdhood Hihnesses

Measles (YN ()Y Mumps ()N ()Y Chicken Pox ( )N ( }Y

Have you ora family member ever been diagnosed with a psychiatric or mental illness? (Please describe)

Have you ever talken or been preseribed antidepressants? ( YW For whal reason

Medication{s) and dates of use Why stopped

Please Yist all enrrent preseviption-medientions and how often you fale them (exampie: Dilantin 3x/day).

DO NOYT include medications you may be ewrrenily misusing (Ihat informaltion is needed later)

Please list all current herbal medicines, vitamin supplements, etc. and how ofien you take them

MDD NOTES -

Please ligt any allergies you have {penicillin, hees, peanuts)

MDD NOTES L
2 of 4




Tobuceo Uistory

Cigareiles: NMow?

How many per day on average?

Pipe: Mow?

( WM

( IN

How olten per day on averapge?

()Y

()Y

In the past? ( )N

For how many years?

()N

In the past?

For hew many years?

()Y

()Y

Have you ever been {realed for substanee misuse? () N (Please deseribe when, where and for how tong)

How tong have you been using sabgtances?

Suhgtance Use History
| Yeaspast _ —
Mo or Route How Much How Often Date/Time Quanlity
Yes/MNow of Las! Use Yast Used

Alcohot

Catfeine (pt}];

or beverages)

Cocaine
Crystal Meth-
Anphetamine

Heroin

Inhalants

7]7‘;‘1‘[:)_«51'77”
Hadlnecinogen

B

Marijuana

Maethadone

Pain Killers

e

Stimulants

{pills)

Tranguitizors!
Sleeping Pills

licstasy

Oiher

3 of4




1296l your ever stop using any of the above becanse of dependence? { } N (Please list)

What was your longest period of abstinence?

MD NOTES

4 of 4



NamefPractice Name

PATIENT INTAKI: SOCIAT/FAMILY HISTORV

(To be completed by patient)

Palieni Name

(Circle one)  Marrted  Single  Long-term relationship Bivorced/Separated

Years married/ in long-term relationship Times Mmried - Times Divorced

Chitdren? ( )N ( )Y Cwrrent ages (list) L

Residhog with you? { YN ¢ Y Ifno, where? o

Where are you cwrrently living? e

Do yon have family nearby? ( )N (Please describe) ~

Kdueation (check most recent degree);

{ ) CGradoate sehool ( Y College { ) DProfessionnl or Voeationat School

{ ) FHigh Schoot Grade o

Are you curentty employed? ()N Where (if “no, * where were you last employed?)

. What type of work dofdid you do? How long have/did you work

(ed) there

Have you ever been arvesied ov convicted? ( ) N

() DWL ()} Dragerelated () Domestic violence ( ) Olher

Have yoo ever been abused? () N

( ) Physically () Sexually (including rape or altempled rape) () Verbally () Emotionally

Fave you ever attended:

AA () Cament () Past NA () Cwreni () Past CA () Corrent ()} Past
ACOA () Current () DPast OA () Current { ) Past

IFyou are not eonvently atlending meetings, what factors led you ta stop?

Have you cver been in connseling or thevapy? () N (Please describe) - . _



