Integrative Medicine—Treating the Whole Person
Integrative Medicine is designed to treat the whole person ---- not just the illness. It relies on a partnership between the patient and the doctor, where the goal is to treat the mind, body, and spirit at the same time, using evidenced-based therapies.
Meet Deanna Osborn, D.O.
My name is Deanna Osborn, and I am a Family Practice Physician with a fellowship in Integrative Medicine. I have been practicing medicine since I graduated from Ohio University’s College of Osteopathic Medicine in 1996. I’d like to briefly tell you my story.

Years ago I was very sick myself. I had struggled with joint pain, constipation, extremely dry skin, severe fatigue, chronic abdominal pain, and lethargy, which led to an eventual diagnosis of hypothyroidism at the age of 18. Later I was diagnosed with severe PMS and psoriatic arthritis. I was told if I did not start a serious disease modifying drug I would be in a wheelchair within the next 10 years. 

Reluctantly, I started the medication, which was injected in me weekly with numerous side effects. While the arthritis pain improved, everything else began to deteriorate further. The most serious side effect of the medication was that it completely wiped out my immune system. I caught every cold, flu, and strep throat that came my way and I developed some severe gastrointestinal problems. In addition, I was diagnosed with a hormone imbalance called estrogen dominance/progesterone deficiency. It didn’t happen overnight, but was a gradual incremental decline in my overall health.

But my story has a very positive ending. I learned the importance of proper diet, using dietary supplements, and the benefits of many herbs. Today I am in great health. My hormones are in balance, my arthritis and GI issues have been resolved, and my overall health has improved tremendously. 

While traditional pharmaceutical-based modern medicine can be a life saver in some instances, there are times when one has to look for answers beyond the scope of that context. It has been my life journey to find the answers to pressing health problems that were not being adequately treated with the traditional medical model. 
What to Expect on the First Visit

An initial consultation with me is approximately 60 minutes and includes a very through history, nutrient survey, body composition, temperature, orthostatic hypotension test, pulse and oxygen readings, review of past lab evaluations and possibly the ordering of additional lab evaluations. Once I’ve gathered enough information, I will outline a program for you that will help to begin the healing process.

Initial consultations are $200 for a 60 minute appointment.  Average follow-ups are $100 for 30 minutes or $50 for 15 minutes.
To make the most of our time together, please be sure to bring all the requested items in the new client packet. I look forward to meeting you!

Deanna Osborn, D.O.
Leaves of Life

7870 Olentangy River Road, Suite 206

Columbus, OH 43235

614-888-4372
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Client Notification Form

Deanna Osborn, D.O. 

7870 Olentangy River Road, Suite 206

Columbus, Ohio 43235
614-888-4372
Please read the following prior to contracting for services:

My fees are as follows:
· Initial 60 minute consultations are $200
· Follow-up consultations are $100 for 30 minutes or $50 for 15 minutes 

· My fees may be reimbursable by some major medical insurance plans

· A 48 business hour notice is required to cancel or reschedule a new consultation and a 24 business hour notice is required for follow-up appointments.  If sufficient notice is not given, a $50 missed appointment fee will be charged.
Following are a description of your rights:

1.  You have the right to receive complete and current information concerning the assessment and recommendations that are made, including the expected duration of these services.

2.  You may expect courteous treatment, free of verbal, physical or sexual abuse.

3.  Your records and transactions are the property of Leaves of Life and are HIPPA compliant, unless you authorize their release in writing, or as otherwise provided by law.
4.  You have the right to choose among available service providers and to change providers after my services have begun, within the limitations of any applicable health insurance, medical assistance or other related programs.

5.  You have the right to a coordinated transfer of your records if you opt to change service providers.

6.  You may refuse services at any time except as otherwise provided by law.

7.  You may assert your rights without any fear of retaliation.
I understand that I am here to learn about nutrition and better health practices and that I will be offered information about food supplements and herbs as a guide to general good health.  
I have read completely the client notification form and understand my rights, the qualifications of the persons providing services, and what I should expect from these providers, and have received a signed copy for my records.
____________________________

______________________

Client Signature




Date
My first priority in our encounters is to provide the best possible outcome for you.  To that end, I often find it helpful to collaborate with other practitioners, both within and outside my practice.  Your signature below gives me permission to discuss your case details with the appropriate practitioner/s, only as necessary, to coordinate our approach to your care.  This does not give me permission to discuss your case with friends, acquaintances or staff.

____________________________

______________________

Client Signature




Date
I hereby give permission to Dr. Osborn to leave a message regarding my lab results on the phone number(s) I have listed on the following pages.

__________________________


Client Signature






Client Notification Form – Client Copy
Deanna Osborn, D.O. 

7870 Olentangy River Road, Suite 206

Columbus, Ohio 43235
614-888-4372
Please read the following prior to contracting for services:

My fees are as follows:
· Initial 60 minute consultations are $200
· Follow-up consultations are $100 for 30 minutes or $50 for 15 minutes 

· My fees may be reimbursable by some major medical insurance plans

· A 48 business hour notice is required to cancel or reschedule a new consultation and a 24 business hour notice is required for follow-up appointments.  If sufficient notice is not given, a $50 missed appointment fee will be charged.
Following are a description of your rights:

1.  You have the right to receive complete and current information concerning the assessment and recommendations that are made, including the expected duration of these services.

2.  You may expect courteous treatment, free of verbal, physical or sexual abuse.

3.  Your records and transactions are the property of Leaves of Life and are HIPPA compliant, unless you authorize their release in writing, or as otherwise provided by law.
4.  You have the right to choose among available service providers and to change providers after my services have begun, within the limitations of any applicable health insurance, medical assistance or other related programs.

5.  You have the right to a coordinated transfer of your records if you opt to change service providers.

6.  You may refuse services at any time except as otherwise provided by law.

7.  You may assert your rights without any fear of retaliation.
I understand that I am here to learn about nutrition and better health practices and that I will be offered information about food supplements and herbs as a guide to general good health.  
I have read completely the client notification form and understand my rights, the qualifications of the persons providing services, and what I should expect from these providers, and have received a signed copy for my records.
Please retain this copy for your records



Client Signature





My first priority in our encounters is to provide the best possible outcome for you.  To that end, I often find it helpful to collaborate with other practitioners, both within and outside my practice.  Your signature below gives me permission to discuss your case details with the appropriate practitioner/s, only as necessary, to coordinate our approach to your care.    This does not give me permission to discuss your case with friends, acquaintances or staff.

Please retain this copy for your records



Client Signature





I hereby give permission to Dr. Osborn to leave a message regarding my lab results on the phone number listed below:

Please retain this copy for your records



Client Signature





I hereby give permission to Dr. Osborn to leave a message regarding my lab results on the phone number(s) I have listed on the following pages.

Please retain this copy for your records



Client Signature





Leaves of Life

     Policies and Procedures

Cancellation Policy

A block of time has been set aside for each appointment and this time is usually lost when last minute changes are made.  Therefore, we require a 24 business hour notice to cancel or change a follow-up appointment and a 48 business hour notice to cancel a new client appointment.  Any appointments cancelled with less than the required notice will be charged a $50 missed appointment fee.  To remind you of upcoming appointments, our staff will call you 1-3 days in advance of your appointment.  These calls are a courtesy call and should be not relied upon to keep track up upcoming appointments.
To cancel or reschedule an appointment, please call (614) 888-4372.  The phone is date and time-stamped for your convenience, so you may call at any time to cancel or reschedule an appointment.  If you reach our voicemail, please leave a message and someone will return your call as soon as possible. Voicemail is checked frequently during business hours.
Office Hours:

Monday – Thursday 9:30a.m.-6:00p.m.

Friday – 9:30am.-4:00p.m.
Financial Policy

Payment is due in full at time of service.  There is a $25 fee for any returned checks.
Product Returns

Products cannot be returned after 30 days of purchase.  Any returned product must be unopened and not expired and will be refunded at 80% of purchase price.  Products that are special-ordered, refrigerated probiotics and opened products are non-returnable.

Questions between Appointments

For clients who are regularly seeing any of our practitioners, questions that arise between appointments are considered included in the cost of initial and follow-up consultations.  However, please be respectful of the practitioners’ time and limit questions to only those that cannot wait until the next consultation time.  Each practitioner reserves the right to request that you take extensive questions and concerns to a paid phone or office consultation. 

Notice of Privacy Practices

Your signature below indicates that you have read, understood and agree to our privacy practices, as well as the above policies and procedures.  
_________________________________________


______________

Signature of Client (or parent/legal guardian)



          Date

_________________________________________

Printed Name of Client (or parent/legal guardian)
New Client Checklist

Please bring the following to your first visit to maximize the care you receive:

· Bottles of any supplements you are currently taking

· List of all current medications and their dosages

· Enclosed paperwork (completed)

· Results from any blood work in the last 18-24 months OR
· Fax us the signed records request beforehand and we will request your records so they are here for your first appointment

Cancellation Policy:

We require 48 business hours’ notice of any change in appointment time/date.  If you need to cancel or change your appointment and are unable to give us a 48-hour notice, we regretfully must charge $50. 

For questions prior to your appointment, please feel free to call us at (614) 888-4372.

We look forward to meeting you and helping you get started on your healthcare journey!

Name___________________________________Referred by_________________________Date_____________Sex____DOB______
Address________________________________________________________City_________________State______Zip_____________

Phone:(h)______________(w)_______________(c)_______________  Email address_______________________________________











(we do not share or sell email addresses)

Please list all current and past medical diagnoses:___________________________________________________________________

____________________________________________________________________________________________________________

Please list health concerns in order of priority______________________________________________________________________

____________________________________________________________________________________________________________

INSTRUCTIONS: Put an “X” in front of questions that describe your symptoms.  ALSO please CIRCLE your symptoms if there are multiple symptoms listed.  Many questions will seem similar and are included as some symptoms have several potential causes.

1) ____Do you have poor night vision?

2) ____Do you have little bumps on your upper arm?

3) ____Do you have dry hair, skin or eyes?

4) ____Do you have low immunity, or do you get recurrent sinus or respiratory infections?  (More than once per year)

5) ____Is acne or tearing cuticles a problem for you?

6) ____Have you gotten a new wart in the last 6 months?

7) ____Do you have problems digesting fats or do you crave fatty or fried foods?


PART 1_________

   A

1) ____Do you have a general lack of energy?








2) ____Do your lips crack, chap or feel dry frequently?

3) ____Do you feel tired when you get up in the morning or have trouble staying asleep at night?
4) ____Are you anxious or depressed?

5) ____Females – Do you currently use synthetic estrogen or birth control pills?

6) ____Do you smoke cigarettes or drink more than 2 cups of coffee per day?



PART 2_________

   B      

1) ____Do you smoke cigarettes daily?

2) ____Do you have frequent infections or sore throats?

3) ____Do you have allergies or asthma?

4) ____Do your wounds, cuts and bruises heal slowly?

5) ____Do you bruise easily or get nosebleeds?

6) ____Have you ever had cataracts, varicose veins or spider veins?




PART 3________

  CB

1) ____Do you ever get leg cramps, “Charlie horses” or menstrual cramps?

2) ____Are your arms or legs exposed to direct sunlight less than 30 minutes per day on average?

3) ____Do you have seasonal affective disorder or depression?

4) ____Are you on an anti-convulsant?

5) ____Do you have low immunity or have you been diagnosed with cancer of any kind?

6) ____Do you have hypertension or diabetes?






PART 4_________

                   D

1) ____Do you ever experience shooting pains in your left arm?

2) ____Have you ever had a heart attack or a stroke?
3) ____Have you ever had blood clots?

4) ____Females – Do you have fibrocystic breasts or breast tenderness?  Males – Have you lost your sex drive?

5) ____Do you have high cholesterol, triglycerides or blood pressure?  



PART 5_________

    E

1) ____Do you have problems with water retention (swelling in feet, ankles or hands)?

2) ____Have you ever had kidney stones or carpal tunnel syndrome?

3) ____Are you often depressed or anxious?

4) ____Females – Do you suffer from PMS or imbalanced hormones?

5) ____Do you experience motion sickness easily?

6) ____Is your 2nd toe longer than your big toe? (Morton’s toes)

7) ____Do you have high cholesterol or homocysteine?





PART 6________

    B 6

1) ____Do you frequently experience constipation, diarrhea or flatulence?

2) ____Are you or have you ever been anemic or do you experience symptoms of cognitive decline?

3) ____Are you a vegetarian or do you seldom eat any flesh foods?  Have you ever been a vegetarian?  (If yes, two X’s)

4) ____Do you feel fatigued or depressed frequently?

5) ____Do you experience frequent headaches or migraines?

6) ____Do you have a poor appetite or sluggish digestion?

7) ____Do you sleep poorly or have difficulty arising in the morning?

8) ____Do you get tingling, numbness or loss of sensation in the extremities or other areas of your body?              PART 7_________

    B 12

1) ____Do you experience muscle cramping or pain?

2) ____Do you take a beta-blocker, statin medication or tricyclic antidepressant?

3) ____Do you have hypertension or do you take high blood pressure medication?

4) ____Do you experience angina or have heart disease?

5) ____Have either of your parents developed Parkinson’s, Alzheimer’s or heart disease?

6) ____Do you have asthma, allergies or respiratory disease?

7) ____Do you have periodontal disease or chronic yeast or fungal infections?


  
              PART 8_________

   COQ10

1) ____Do you feel you have an excessive appetite?

2) ____Do you ever experience rectal itching?

3) ____Do you grind your teeth at night?

4) ____Do you have any house pets?

5) ____Have you ever traveled to another country?

6) ____Do you get gas/bloating or have irregular bowel movements?

7) ____Have you ever been diagnosed as having parasites or anemia?

8) ____Do you ever eat pork products or raw fish?

 




              PART 9_________

      Para

1) ____Do you burp after eating?  How long after eating?____________________

2) ____Have you been told you have bad breath?

3) ____Are you intolerant of any foods (such as lactose, shellfish, etc)?

4) ____Do you sometimes feel bloated after a meal or do you frequently get gas?

5) ____Are your bowels sluggish (less than 2 bowel movements per day)?

6) ____Do you have a poor appetite or do you have no taste for fish, poultry or meats?

7) ____Do you experience heartburn, reflux or use antacids to control it?  



              PART 10________

    HCl

1) ____Do you have muscle cramps, spasms, menstrual cramps or “Charlie horses”?

2) ____Are you suffering from gum disease or tooth decay?

3) ____Do you have osteoporosis or osteopenia?

4) ____Do you have achy or swollen joints or have you been diagnosed with arthritis?

5) ____Turn your neck from side to side—do you hear a cracking/scraping noise?

6) ____Do you have high blood pressure or cholesterol?





             PART 11________

     CA

1) ____Do you feel tired much of the time?

2) ____Females—Do you bleed heavily during your menses or are your cycles regularly less than 28 days?

3) ____Do you notice a paleness in your skin, lips, gums or in the lining of your eyelids?
4) ____Have you ever been told you were anemic?

5) ____Are you easily chilled or frequently cold?

6) ____Are you or have been a vegetarian or vegan?

7) ____Do you drink more than 2 cups of coffee, caffeinated pop or black tea daily?


             PART 12________

      Fe
1) ____Do you have an irregular heartbeat?

2) ____Do you frequently experience water retention?

3) ____Do you have weak muscles?

4) ____Is your blood pressure too high, too low or irregular?

5) ____Do you feel slightly shaky, spacy, light-headed or “on edge” much of the time?

6) ____Do you experience constipation or diarrhea?

7) ____Does licorice root herb cause you to have high blood pressure?

8) ____Have you ever had kidney stones?







            PART 13________

      K

1) ____Do you have little white specks on your fingernails or are they thin or peeling?  (If yes, two X’s)

2) ____Do you heal slowly when you cut yourself or do you have a low immune system?

3) ____Do you have poor digestion or high cholesterol?

4) ____Males – Do you urinate frequently during the day or night or do you have trouble completely emptying your bladder?

5) ____Do you have diabetes or do your feet smell?

6) ____Have you had a loss of sense of taste or smell?

7) ____Do you have oily skin or acne?







               PART 14________

       Zn

1) ____Do you often have less than two bowel eliminations per day?

2) ____Do you eat raw fruits or vegetables on a daily basis?  If no, put an X.
3) ____Do you occasionally have intestinal gas or sharp pains in your abdomen?

4) ____Do you have soft stools (like soft serve ice cream), diarrhea or watery stools frequently?

5) ____Are your stools dry and hard to pass or pelleted?





             PART 15________

     BM

1) ____Have you ever had kidney stones or do you have a rapid or irregular heartbeat?

2) ____Do you have chronic muscle pains/aches or insomnia?

3) ____Do you have frequent headaches, high blood pressure or asthma?

4) ____Are you frequently depressed, irritable or nervous?

5) ____Are you ever bothered by nervous twitches or “tics” or muscle tremors/cramps?

6) ____Females: Do you suffer from menstrual cramps that are relieved by heat?


             PART 16________

      Mg

1) ____Do you have at least 2 amalgam fillings in your teeth or did you spend at least one year of your life drinking well water?

2) ____Do you cook with aluminum pans or drink from aluminum cans at least once per week?

3) ____Do you use lipstick or antiperspirants?

4) ____Have you worked as a mechanic, with automotive fluids, in a lab or factory for more than 2 years?

5) ____Do you have high cholesterol, homocysteine or C-reactive protein?

6) ____Do you have a history of heart disease in your family?







8)    ____Do you have erectile dysfunction or high blood pressure?




               PART 17________















        HM

1)    ____Have you been diagnosed with fibrocystic breasts or are your breasts lumpy?
2)    ____Do you have or have you had sebaceous or ovarian cysts?

3)    ____Do you have hemorrhoids, frequent migraines or headaches?

5)    ____Do you have chronic mucus production or low immunity?

6) ____Have you had parotid duct stones, breast cancer or keloid scars?

7) ____Have you been diagnosed with Hashimoto’s thyroiditis or Peyronie’s disease? 


               PART 18________



     











            I
1) ____Do you have cold hands and feet or are you easily or often chilled?

2) ____Do you have less than 2 bowel eliminations per day?

3) ____Do you have high cholesterol or triglycerides?

4) ____Do you or have you ever taken thyroid medication?

5) ____Is the outer third of your eyebrows thinning or disappearing?

6) ____Is your hair dry, brittle or thin or do you have dry skin?

7) ____Do you gain weight easily or have extreme difficulty losing?
8) ____Do you have trouble with memory or concentration or do you often feel tired?


               PART 19________

       Th

1)     ____Have you ever been diagnosed as having diabetes?  If yes, put 2 X’s.

2) ____Do you have mood swings, feeling fine one moment and then “down in the dumps” the next?

3) ____When you cut yourself, do you heal very slowly?

4) ____Do you frequently feel tired?

5) ____Are you unusually thirsty or do you urinate frequently?

6) ____Do you have weight gain that is concentrated around the midsection?

7) ____Do you eat a lot of sweets or refined carbohydrates or do you skip meals?

8) ____Do you exercise at least twice weekly on a consistent basis?  (If no, put an X)


               PART 20________

     IR

1) ____Do you suffer from chronic, recurrent respiratory infections such as bronchitis or pneumonia? 
2) ____Do you have trouble falling or staying asleep at night or difficulty arising in the morning?

3) ____Do you feel like you have low energy much of the time or often feel overwhelmed or stressed?

4) ____Do you crave sweets, salty foods, cigarettes, coffee or cola drinks?

5) ____Do you have allergies, asthma, arthritis or any other inflammatory condition?

6) ____Do you have low blood pressure (under 110 on the top or 70 on the bottom)?

7) ____Do you feel lightheaded when standing from a sitting or prone position?

8) ____Do you feel suddenly tired, irritable or unable to concentrate in the afternoon (2-4 pm)?

9) ____Do you have poor resistance, getting sick frequently?

10) ____Are you sensitive to odors/sounds or do you startle easily?




               PART 21________

       Ad

1) ____Do you have a family history of heart disease?

2) ____Have you had a stroke or heart attack?  If yes, please put 2 X’s.

3) ____Are you ever aware of your heart beating irregularly?

4) ____Do you feel breathless when you exert yourself?

5) ____Do you have high cholesterol, C-reactive protein or homocysteine?

6) ____Have you ever had high blood pressure or do you take drugs to control high blood pressure?

7) ____Do you have erectile dysfunction or thinning hair?

8) ____Do you get leg cramps/pain when you exercise, walk or take the stairs?


               PART 22________

     Ath

1) ____Do you crave milk, ice cream, yogurt, cheese or starches and eat them frequently?

2) ____Do you experience gas, belching, bloating or other discomfort after meals?

3) ____Do you have chronic constipation and/or diarrhea/loose stools?

4) ____Do you have respiratory problems, such as asthma, postnasal drip or congestion?

5) ____Do you have low energy or feel drowsy, especially after meals?

6) ____Are you allergic to milk or other common foods?

7) ____Children—Are you quarrelsome, irritable or do you take joy in irritating others?

8) ____Do you under eat or prefer beverages to solid food?

9) ____Do you have trouble losing or gaining weight?





               PART 23________

      FdAll

1) ____Do you often feel depressed, discouraged or short-tempered?

2) ____Do you have strong body odor or bad breath?

3) ____Do you suffer from frequent headaches or chronically achy muscles?

4) ____Do you have gall bladder trouble or have you had gall bladder surgery?

5) ____Is it hard for you to get angry, even if someone violates your boundaries?

6) ____Females – Do you have fibroids, excessive hemorrhaging, hormone imbalances or menstrual problems?  If yes, 2 X’s.

7) ____Have you ever had or do you have hepatitis or cirrhosis?

8) ____Are you often fatigued when you wake up in the morning or do you have nervous energy at night?

9) ____Do you have recurring skin problems (acne, hives, eczema, etc.) or body odor?


               PART 24________

     LG

1) ____Do you ever experience backaches in the waist area?

2) ____Do you ever suffer from kidney or bladder infections or have you had kidney stones?

3) ____Do you retain water or are your feet or ankles swollen at the end of the day?

4) ____Do you have frequent, burning or painful urination?

5) ____Are your feet or ankles swollen at the end of the day?

6) ____Do you have high blood pressure?


7) ____Do you have recurring skin problems (acne, hives, eczema, etc.) or body odor?


               PART 25________

     KB

1) ____Have you recently had any unexplained skin rashes or itching (skin or rectal)?

2) ____Do you have vaginal itching or discharge frequently (females) or “Jock itch” (males)?

3) ____Have you recently had Athlete’s Foot, toenail fungus, ringworm or other fungal infection?

4) ____Do you ever have bladder or kidney infections?

5) ____Do you have frequent gas and bloating?

6) ____Do you suffer from recurrent sinus infections or chronic post-nasal drip?

7) ____Have you used an anti-biotic, sulpha drug, steroid or birth control pills in the last 2 years?


8) ____Do you experience loose stools or diarrhea every few days/weeks?



               PART 26________



    Can              

Name___________________________________Date______________Sex____DOB________
Address_______________________________________City__________Zip__________

Phone:(h)___________(w)_____________(c)___________Ethnicity__________________ 

Preferred method of communication:

___Email
 ___Cell
___Home
___Work

Email address______________________________________________________________





(We promise never to share or sell your email address)
List all practitioners of any type that are part of your healthcare team:
___________________________________________________  Specialty:  ________________

___________________________________________________  Specialty:  ________________

___________________________________________________  Specialty:  ________________

___________________________________________________  Specialty:  ________________

**Staff note: menstrual status entered here

Please list any major medical events, hospitalizations or surgeries (organs removed, etc):
________________________________________________________________________
________________________________________________________________________
__________________________________________________________________________
Do you have any medication and/or food allergies?_________________________________
Do you have any ongoing medical problems?____________________________________

__________________________________________________________________________

List any illnesses in your family (ex: diabetes, heart disease, cancer (specify type), high blood pressure/cholesterol, depression, alcoholism, etc.) and state your relationship to that person:
_____________________________________________________________________________

_____________________________________________________________________________

When was your last pap test/pelvic exam?________Results_____________________________

Bone density_______________________________Results_____________________________

Colonoscopy_______________________________Results_____________________________

Physical __________________________________Results_____________________________

Blood lab tests_____________________________Any abnormalities?____________________

List who you live with, their names, ages and relationship to you, and type and number of pets:

__________________________________________________________________________________________________________________________________________________________

Current job_____________________________Tasks_____________________Hrs per week__

Have you ever had any type of eating disorder?   Y   N  ____________________________

Do you currently follow a specific diet? (Paleo, SCD, gluten-free, low-fat, etc)_____________
_________________________________________________________________________
Please list all current and past medical diagnoses:__________________________________
_____________________________________________________________________________
________________________________________________________________________
List all supplements you currently take (please also bring these to your appointment):
_____________________________________________________________________________

_____________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

List prescription and over-the-counter medications (ex: Advil, Sudafed, etc), you currently take:

Name and strength:


How often you take it:
             Since (year)/how long:

_________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________


Do you smoke?   Y   N  If yes, how many per day?_______________How long?_________

Gynecological History

Age at first period:  __________  Date of last period:  ____________________

Date of last pelvic exam:  _______________  and PAP smear: _______________  Results:  ________________

Have you ever had an abnormal PAP?  _______________ Treatment:  _________________________________

Are you sexually active?  _________________________  
Are you trying to get pregnant? ________________

Current birth control method:  __________________________________  
How long?  ____________________


Problem with it:  _______________________________________
How long?  ____________________

Past birth control and any related problems:  ______________________________________________________

How many days from the start of one period to the start of the next:  ___________________________________

Number of days of flow: ___________________  Amount of bleeding:  ________________________________

Please rate the following symptoms with 1 being extremely mild and 4 being extremely severe:

Cramps


1
2
3
4   
Mood Swings

1
2
3
4     

Vaginal Dryness 
1
2
3
4   
Breast Tenderness 
1
2
3
4

Fibrocystic Breasts 
1
2
3
4   
Headaches

1
2
3
4

Arthritis/achy joints 
1
2
3
4   
Fluid Retention 

1
2
3
4


Hot Flashes

1
2
3
4   
Night Sweats

1
2
3
4

Uterine Fibroids

1
2
3
4
Fatigue


1
2
3
4

In relation to your menstrual cycle, when do these symptoms seem to be the worst?

__________________________________________________________________________________________

Any current changes in your normal cycles:   _____________________________________________________

Any bleeding between periods: ______________________
When: ____________________________________

Any pelvic pain, pressure, or fullness? ________________
Describe:  _________________________________

Any unusual vaginal discharge or itching? _____________
Describe:  _________________________________

Treatment:  ________________________________________________________________________________

Age at first pregnancy:  _____________________  How many full-term pregnancies?  ____________________

Problems: _________________________________________________________________________________

Any interrupted pregnancies? (miscarriages or abortions)  ___________________________________________

Have you had a tubal ligation?


Yes
No
When?  _________________

Have you had any part of or whole ovary removed?
Yes
No
When?  _________________

Have you had a hysterectomy?    Yes
    No
When?  __________   Why?___________________

Do your ovaries remain?  _________________________________________________________
HIPAA Privacy Notice

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information.  We are also required to give you this notice about our privacy practices, our legal duties, and your rights concerning your health information.  We must follow the privacy practices that are described in this notice while it is in effect.  This notice takes effect September 1, 2012 and will remain in effect until we replace it.  We reserve the right to change our privacy practices and the terms of this notice at any time, provided such changes are permitted by applicable law.  We reserve the right to make the changes in our privacy practices and the new terms of our notice effective for all health information that we maintain, including health information we created or received before we made the changes.  Before we make a significant change in our privacy practices, we will change this notice and make the new notice available upon request.  You may request a copy of our notice at any time.  For more information about our privacy practices, or for additional copies of this notice, please contact us using the information at the end of this notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We may use and disclose health information about you for treatment, and healthcare operations.  For example:

Treatment:  We may use or disclose your health information to a physician or other healthcare provider providing treatment to you, including collaborating practitioners working within our practice.

 Healthcare Operations:  We may use and disclose your health information in connection with our healthcare operations.  Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training programs, or providing oversight.

Your Authorization:  In addition to our use of your health information for treatment, payment or healthcare operations, you may give us written authorization to use your health information or to disclose it to anyone for any purpose.  If you give us an authorization, you may revoke it in writing at any time.  Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect.  Unless you give us a written authorization, we cannot use or disclose your health information for any reason except those described in this notice.

To Your Family and Friends:  We must disclose your health information to you, as described in the Patient Rights section of this notice.  We may disclose your health information to a family member, friend or other person to the extent necessary to help with your healthcare, but only if you agree that we may do so.

Persons Involved In Care:  We may use or disclose health information to notify, or assist in the notification of (including identifying or locating) a family member, your personal representative or another person responsible for your care, of your location, your general condition, or death.  If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures.  In the event of your incapacity or emergency circumstances, we will disclose health information based on a determination using our professional judgment disclosing only health information that is directly relevant to the person’s involvement in your healthcare.  

Marketing Health-Related Services:  We will not use your health information for marketing communications without your written authorization.

Required by Law:  We may use or disclose your health information when we are required to do so by law.

Food and Drug Administration (FDA):  We are required by law to disclose health information to the FDA related to any adverse effects of food, supplements, products, and product defects for surveillance to enable product recalls, repairs, or replacement.

Abuse or Neglect:  We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes.  We may disclose your health information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.

Appointment Reminders:  We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access:  You have the right to look at or get copies of your health information, with limited exceptions.  You must make a request in writing to obtain access to your health information.  You may obtain a form to request access by using the contact information listed at the end of this notice.  We will charge you a reasonable cost-based fee for expenses such as photocopies and staff time.  You may also request access by sending us a letter to the address at the end of this notice.  If you request copies, we will charge you $15 for copies of your health information.  

Restriction:  You have the right to request that we place additional restrictions on our use or disclosure of your health information.  We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Amendment:  You have the right to request that we amend your health information.  (Your request must be in writing, and it must explain why the information should be amended.)  We may deny your request under certain circumstances.

Electronic Notice:  If you received this notice on our Web site or by electronic mail, you are entitled to receive this notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health information or in response to a request you made to amend or restrict the use or disclosure of your health information, you may complain to us using the contact information listed at the end of this notice.  You also may submit a written complaint to the U.S. Department of Health and Human Services.  We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information.  We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services.
	Contact Officer: 
	Jennifer Synenkyj 7870 Olentangy River Rd, Suite 206, Columbus OH 43235

	Telephone: 
	614-888-4372 

	Fax: 
	614-888-6372 

	Email: 
	officemanager@leavesoflife.com


LEAVES OF LIFE








