SlenderShot™  Weight Loss ASSESSMENT FORM          
8909 Gravelly Lake Dr. SW                   Gary Kiefer, ND
Lakewood, WA 98499                               253-584-1144
(Please complete and bring this to your Assessment Appointment)

I.   New Patient Information

Name of Patient _____________________   Todays Date ___________
Parent( if Legal Guardian) _______________________________________

Mailing Address ______________________________________________

Date of Birth _________________   Male      Female (circle)

Home Phone __________________   Ok to call?   Best time? ____________

Cell Phone ___________________  Ok to call?    Best Time ____________

Occupation: ____________________  Employer _____________________

Email _______________________May we email important health updates?

How did you hear about Dr. Kiefer? ________________________________

Emergency Contact ____________   phone #1 __________ phone #2 ____

Who are your health care providers?  


Primary health care provider ________________________________


Other provider  ___________________________________________

II   Medical History

List current medical  problems and symptoms that you are having.
List any known allergies or sensitivities and type of reactions. 
List any amounts of supplements you are taking  

List any amounts of medications / Drugs/ Hormones  

Describe your dietary habits.
What lifestyle habits do you need to change to improve your health?

What is your blood pressure __/ ___   Blood Sugar ____
Weight?          Height ____
HDL____           LDL______  
What is your Energy Level on a scale  of 1-10? _______
How would you describe your family’s health?

Please check/grade/circle symptoms as applicable 1=least severe 5= most severe
	ILLNESS
	NOW 1-5
	PAST
	NEVER
	ILLNESS
	NOW 1-5
	PAST
	NEVER

	Example
	3
	
	
	Heart Disease
	
	
	

	Aids
	
	
	
	Heart Murmur
	
	
	

	Allergies
	
	
	
	Hemorrhoids
	
	
	

	ADD/ADHD
	
	
	
	Hepatitis
	
	
	

	Alcoholism
	
	
	
	Herpes
	
	
	

	Anemia
	
	
	
	High Cholesterol
	
	
	

	Anxiety
	
	
	
	High Blood Pressure
	
	
	

	Appendicitis
	
	
	
	HIV
	
	
	

	Arthritis
	
	
	
	Hyperthyroid
	
	
	

	Asthma
	
	
	
	Hypo thyroid
	
	
	

	Bleeding Difficulties
	
	
	
	Injury Serious
	
	
	

	Blood in Stools
	
	
	
	Kidney Disease
	
	
	

	Blurred Vision
	
	
	
	Liver Disease
	
	
	

	Breast Lump
	
	
	
	Low Blood Sugar
	
	
	

	Cancer
	
	
	
	Measles
	
	
	

	Candida Yeast
	
	
	
	Migraine Headaches
	
	
	

	Cataracts
	
	
	
	Multiple Sclerosis
	
	
	

	Chemical Dependency
	
	
	
	Numbness/Tingling
	
	
	

	Chemical Sensitivities
	
	
	
	Obesity
	
	
	

	Chick Pox
	
	
	
	Ovarian Cysts
	
	
	

	Chronic Fatigue
	
	
	
	Pacemaker
	
	
	

	Colitis
	
	
	
	Pneumonia
	
	
	

	Depression
	
	
	
	Post Traumatic Stress
	
	
	

	Diabetes
	
	
	
	Prostate
	
	
	

	Dizziness
	
	
	
	Recreational Drugs
	
	
	

	Eczema
	
	
	
	Rheumatoid Arthritis
	
	
	

	Epilepsy
	
	
	
	Rheumatic Fever
	
	
	

	Faionting
	
	
	
	Scarlet Fever
	
	
	

	Fibromyalgia
	
	
	
	Schizophrenia
	
	
	

	Genital Herpes
	
	
	
	Seizure  Epilepsy
	
	
	

	Gastrointestinal
	
	
	
	Stroke
	
	
	

	Glaucoma
	
	
	
	STD
	
	
	

	Gout
	
	
	
	Tuburculosis
	
	
	

	Headaches
	
	
	
	Ulcers
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	
	
	NOW 1-5
	PAST
	Never

	GENERAL
	
	
	
	

	
	Do you usually feel tired and worn out?
	
	
	

	
	Have you recently been more thirsty than normal?
	
	
	

	
	Has there been any unusual weight gain or loss recently?
	
	
	

	
	Do you perspire a lot?
	
	
	

	
	Do you prefer warm or cold (specify)
	
	
	

	Skin Nails Hair
	
	Now 1-5
	Past
	Never

	
	Have you noticed any changes in the color of your skin?
	
	
	

	
	Have you noticed any skin rashes or itching
	
	
	

	
	Have you noticed any unusually dry skin?
	
	
	

	
	Have you noticed any growth on your skin that bothers you?
	
	
	

	
	Have you noticed any sores or wounds that do not heal?
	
	
	

	
	Have you noticed any chang in color or size of mones
	
	
	

	
	Do you have brittle nails?
	
	
	

	EYES
	
	
	
	

	
	Have yuou had any pain in your eyes?
	
	
	

	
	Have you had any blurry vision?
	
	
	

	
	Have you noticed any change in your vision in last year?
	
	
	

	
	Do often have itchy eyes
	
	
	

	
	Are you nearsighted, or farsighted?
	
	
	

	
	Have you noticed any redness or burning in your eyes?
	
	
	

	Ears Nose Throat
	Now 1-5
	Past
	Never 

	
	Do you have any difficulty hearing?
	
	
	

	
	Do you have any ringing or buzzing in your ears?
	
	
	

	
	Do you have earaches or discharge from your ears?
	
	
	

	
	Do you have a lot of nasal stuffiness or sinusitis?
	
	
	

	
	Do you have drainage down the back of your throat?
	
	
	

	
	Do you experience frequent or severe nosebleeds?
	
	
	

	
	Do you have any lumps in your throat?
	
	
	

	
	Do you experience sore tongue or mouth?
	
	
	

	
	Do you have bleeding or easily infected gums?
	
	
	

	
	Do you have excessive Saliva?
	
	
	

	Respiratory
	
	
	
	

	
	Do you have frequent chest colds?
	
	
	

	
	Do you have a consistantt or bothersome cough?
	
	
	

	
	Do you cough up blood?
	
	
	

	
	Do you have sputum or phlegm between colds?
	
	
	

	
	Do you have any difficulty breathing?
	
	
	

	
	Have you noticed any wheezing or whistling?
	
	
	

	Cardiovascular
	
	Now 1-5
	Past
	Never

	
	Do you have pain/ tightness/ pressure in front or back your chest?
	
	
	

	
	If yes, is it when walking fast, working hard or when excited?
	
	
	

	
	Have you ever had an abnormal EKG?
	
	
	

	
	Do you have swelling of your feet or ankles?
	
	
	

	
	Do you have cramps in the calf muscles when you walk?
	
	
	

	
	Do you ever awaken at night with difficulty breathing?
	
	
	

	
	Do you need to sleep on more than one pillow?
	
	
	

	
	Does you heart ever beat fast or irregularly?
	
	
	

	
	Do your fingers or toes ever get cold/numb/blue?
	
	
	

	Gastrointestinal
	Now 1-5
	Past
	Never

	
	Do any foods make you upset or cause pain?
	
	
	

	
	Have you recently experienced nausea/vomiting?
	
	
	

	
	Do you have excessive burping / gas?
	
	
	

	
	Have you vomited blood?
	
	
	

	
	Do you have a lot of indigestion, heartburn, or reflux?
	
	
	

	
	Do you experience any trouble swallowing
	
	
	

	
	Do you experience constipation?
	
	
	

	
	Do you experience diarrhea?
	
	
	

	
	Do you have a poor appetite or easily satiated?
	
	
	

	
	Have you ever had blood in your stools?
	
	
	

	
	Do you have hemorrhoids?
	
	
	

	
	Do you take laxatives regularly?
	
	
	

	
	Do you feel bloated after meals?
	
	
	

	
	Do you experience abdominal pain or cramping?
	
	
	

	Genitourinary
	
	
	
	

	
	Do you have any burning or pain on urination?
	
	
	

	
	Do you have any change in frequency of urination
	
	
	

	
	Have you experienced urinary incontinence?
	
	
	

	
	Do you get up at night to urinate?
	
	
	

	
	Do you have a problem  dribbling urine?
	
	
	

	
	Do you have frequent bladder or kidney infections?
	
	
	

	
	Men, do you have prostate issues?
	
	
	

	
	Men, have you ever experienced erectile dysfunction?
	
	
	

	Muscles +Bones
	Now 1-5
	Past
	Never

	
	Do you have pain in your legs or feet?
	
	
	

	
	Have you ever been diagnosed with scoliosis?
	
	
	

	
	Do you have joint pain or stiffness?
	
	
	

	
	Do you have trouble walking or using your hip or knee joints?
	
	
	

	
	Do you experience regular pain in your body
	
	
	

	Nervous System
	
	
	

	
	Do you have frequent or severe headaches?
	
	
	

	
	Do you have dizzy spells, faintness or lightheadedness?
	
	
	

	
	Do you sometimes loos track of whatt happens around you for a short time?
	
	

	
	Do you sometimes loose the ability to speak for a few seconds?
	
	
	

	
	Have you fainted, blacked out or lost consciousness?
	
	
	

	
	Do you consider yourself a nervous person?
	
	
	

	
	Do you have trouble remembering recent events?
	
	
	

	
	Have you ever had convulsions or fits?
	
	
	

	
	Do you experience insomnia?
	
	
	

	
	Have you been highly emotional lately?
	
	
	

	Psychological
	
	
	
	

	
	Do you experience depression
	
	
	

	
	Do you experience anxiety or panic attacks?
	
	
	

	
	Have you ever been diagnosed with a psychological condition?
	
	
	

	
	Have you ever had suicidal attempts?
	
	
	

	
	Have you ever experienced suicidal thoughts?
	
	
	

	
	Do you experience excessive restlessness?
	
	
	

	
	Do you experience mental confusion?
	
	
	

	
	Are you critical of yourself or others?
	
	
	

	
	Do you experience mood swings?
	
	
	

	
	Do you experience loneliness?
	
	
	

	Toxic Exposure
	Now 1-5
	Past
	Never

	
	Have you ever worked around known toxic chemicals?
	
	
	

	
	Have you ever been exposed to chemical solvents
	
	
	

	
	Do you use oil paints?
	
	
	

	
	Do you have mercury amalgam fillings?
	
	
	

	
	Have you ever been excessively eexposed to toxic fumes?
	
	
	

	
	Do you have any known exposure to heavy metals?
	
	
	

	
	Do you use pesticides?
	
	
	

	Miscellaneous
	
	Now 1-5
	Past
	Never

	
	Were you treated for parasitic/ bacterial /viral infections?
	
	
	

	
	Have you ever taken antibiotics
	
	
	

	
	Coffee?
	
	
	

	
	Drugs?
	
	
	

	
	Caffeine?
	
	
	

	
	Alcohol
	
	
	

	
	Soda
	
	
	

	
	Deep fried foods
	
	
	

	
	Tap Water?
	
	
	


Women Only: Gynecology and Pregnancy

Please specify the number of    Births _____ Miscarrages ____  Terminations _______

Age at first period ____ Onset of most recent period _________(MM/DD/YYYY)

Age at Menopause_________   Current Menopausal Symptoms ____________________

Duration of flow:  _________days  Time between cycles   _____days 

Are cycles regular?     Irregular?   Flow is   Excessive    Moderate      Scanty

PMS?   Yes   No          Method of birth control ____________________________

I will alert Dr. Kiefer if I know or suspect that I am pregnant while under his care _______ initial          

	Breast Lumps
	
	Painful orgasm
	
	Clots  with periods
	

	Breast tenderness
	
	 vaginal discharge
	
	IUD?
	

	History of genital  warts
	
	vaginal dryness
	
	regular breast exam?
	

	 Family breast cancer
	
	vaginal itch
	
	spotting 
	

	nipple discharge
	
	vulvar itch
	
	infertility
	

	Painful Intercourse
	
	water retention
	
	abnormal pap
	


Signature: I certify that the above information is correct to the best of my knowledge. I will not hold Dr. Kiefer or any members of his staff responsible for any errors or omissions that I may have made in the completion of this form. I have been offered a Notice of Privacy Practices.
Signature________________________________  Date _____________________

Notice of Privacy Practices

This Notice Describes How Medical Information About You May Be Used and Disclosed and How You Can Get Access To This Information. Please Review It Carefully. 

If you have any questions about this notice, please contact Dr. Gary Kiefer at drkiefer@stepsofhealing.com, 1906 20th St NE, Auburn, WA 98002 206-383-2582. 
Who Will Follow This Notice

This notice describes the medical information practices of Dr. Gary Kiefer’s Steps of Healing
Our Pledge Regarding Medical Information

We understand that medical information about you and your health is personal. We are committed to protecting medical information about you. We create a record of the health care claims reimbursed under the Plan for Plan administration purposes. This notice applies to all of the medical records we maintain. Your personal doctor or health care provider may have different policies or notices regarding the doctor’s use and disclosure of your medical information created in the doctor’s office or clinic.

This notice will tell you about the ways in which we may use and disclose medical information about you. It also describes our obligations and your rights regarding the use and disclosure of medical information.

We are required by law to:

· make sure that medical information that identifies you is kept private;

· give you this notice of our legal duties and privacy practices with respect to medical information about you; and

· follow the terms of the notice that is currently in effect.

How We May Use and Disclose Medical Information About You

The following categories describe different ways that we use and disclose medical information. For each category of uses or disclosures we will explain what we mean and present some examples. Not every use or disclosure in a category will be listed. However, all of the ways we are permitted to use and disclose information will fall within one of the categories.

For Treatment (as described in applicable regulations). We may use or disclose medical information about you to facilitate medical treatment or services by providers. We may disclose medical information about you to providers, including doctors, nurses, technicians, medical students, or other hospital personnel who are involved in taking care of you. For example, we might disclose information about your prior prescriptions to a pharmacist to determine if a pending prescription is contraindicative with prior prescriptions. 

For Payment (as described in applicable regulations). We may use and disclose medical information about you to determine eligibility for Plan benefits, to facilitate payment for the treatment and services you receive from health care providers, to determine benefit responsibility under the Plan, or to coordinate Plan coverage.  For example, we may tell your health care provider about your medical history to determine whether a particular treatment is experimental, investigational, or medically necessary or to determine whether the Plan will cover the treatment. We may also share medical information with a utilization review or precertification service provider. Likewise, we may share medical information with another entity to assist with the adjudication or subrogation of health claims or to another health plan to coordinate benefit payments.

For Health Care Operations (as described in applicable regulations). We may use and disclose medical information about you for other Plan operations. These uses and disclosures are necessary to run the Plan. For example, we may use medical information in connection with: conducting quality assessment and improvement activities; underwriting, premium rating, and other activities relating to Plan coverage; submitting claims for stop-loss (or excess loss) coverage; conducting or arranging for medical review, legal services, audit services, and fraud and abuse detection programs; business planning and development such as cost management; and business management and general Plan administrative activities.

As Required By Law. We will disclose medical information about you when required to do so by federal, state or local law. For example, we may disclose medical information when required by a court order in a litigation proceeding such as a malpractice action.

To Avert a Serious Threat to Health or Safety. We may use and disclose medical information about you when necessary to prevent a serious threat to your health and safety or the health and safety of the public or another person. Any disclosure, however, would only be to someone able to help prevent the threat. For example, we may disclose medical information about you in a proceeding regarding the licensure of a physician.

Special Situations

Disclosure to Health Plan Sponsor. Information may be disclosed to another health plan maintained by Lawrence University for purposes of facilitating claims payments under that plan. In addition, medical information may be disclosed to Steps of Healing  personnel solely for purposes of administering benefits under the Plan.

Organ and Tissue Donation. If you are an organ donor, we may release medical information to organizations that handle organ procurement or organ, eye or tissue transplantation or to an organ donation bank, as necessary to facilitate organ or tissue donation and transplantation.

Military and Veterans. If you are a member of the armed forces, we may release medical information about you as required by military command authorities. We may also release medical information about foreign military personnel to the appropriate foreign military authority.

Workers’ Compensation. We may release medical information about you for workers’ compensation or similar programs. These programs provide benefits for work‑related injuries or illness.

Public Health Risks. We may disclose medical information about you for public health activities. These activities generally include the following:

· to prevent or control disease, injury or disability;

· to report births and deaths;

· to report child abuse or neglect;

· to report reactions to medications or problems with products;

· to notify people of recalls of products they may be using;

· to notify a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition;

· to notify the appropriate government authority if we believe a patient has been the victim of abuse, neglect or domestic violence. We will only make this disclosure if you agree or when required or authorized by law.

Health Oversight Activities. We may disclose medical information to a health oversight agency for activities authorized by law. These oversight activities include, for example, audits, investigations, inspections, and licensure. These activities are necessary for the government to monitor the health care system, government programs, and compliance with civil rights laws.

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose medical information about you in response to a court or administrative order. We may also disclose medical information about you in response to a subpoena, discovery request, or other lawful process by someone else involved in the dispute, but only if efforts have been made to tell you about the request or to obtain an order protecting the information requested.

Law Enforcement. We may release medical information if asked to do so by a law enforcement official:

· in response to a court order, subpoena, warrant, summons or similar process;

· to identify or locate a suspect, fugitive, material witness, or missing person;

· about the victim of a crime if, under certain limited circumstances, we are unable to obtain the persons agreement;

· about a death we believe may be the result of criminal conduct; 

· about criminal conduct at the hospital; and

· in emergency circumstances to report a crime; the location of the crime or victims; or the identity, description or location of the person who committed the crime.

Coroner’s, Medical Examiners and Funeral Directors. We may release medical information to a coroner or medical examiner. This may be necessary, for example, to identify a deceased person or determine the cause of death. We may also release medical information about patients of the hospital to funeral directors as necessary to carry out their duties.

National Security and Intelligence Activities. We may release medical information about you to authorized federal officials for intelligence, counterintelligence, and other national security activities authorized by law.

Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may release medical information about you to the correctional institution or law enforcement official. This release would be necessary (1) for the institution to provide you with health care; (2) to protect your health and safety or the health and safety of others; or (3) for the safety and security of the correctional institution.

Your Rights Regarding Medical Information About You

You have the following rights regarding medical information we maintain about you:

Right to Inspect and Copy. You have the right to inspect and copy medical information. that may be used to make decisions about your Plan benefits. To inspect and copy medical information that may be used to make decisions about you, you must submit your request in writing to Steps of Healing’s Privacy officer, Gary Kiefer, ND If you request a copy of the information, we may charge a fee for the costs of copying, mailing, or other supplies associated with your request.

We may deny your request to inspect and copy in certain very limited circumstances. If you are denied access to medical information, you may request that the denial be reviewed.

Right to Amend. If you feel that medical information we have about you is incorrect or incomplete, you may ask us to amend the information. You have the right to request an amendment for as long as the information is kept by or for the Plan.

To request an amendment, your request must be made in writing and submitted to Lawrence University’s Privacy Officer, Gary Kiefer. In addition, you must provide a reason that supports your request.

We may deny your request for an amendment if it is not in writing or does not include a reason to support the request. In addition, we may deny your request if you ask us to amend information that:

· is not part of the medical information kept by or for the Plan;

· was not created by us, unless the person or entity that created the information is no longer available to make the amendment;

· is not part of the information which you would be permitted to inspect and copy; or 

· is accurate and complete.

Right to an Accounting of Disclosures. You have the right to request an “accounting of disclosures” where such disclosure was made for any purpose other than treatment, payment, or health care operations. 

To request this list or accounting of disclosures, you must submit your request in writing to Dr. Gary Kiefer, Steps of Healing Privacy Officer. Your request must state a time period which may not be longer than six years and may not include dates before April, 2003. Your request should indicate in what form you want the list (for example, paper or electronic). The first list you request within a 12 month period will be free. For additional lists, we may charge you for the costs of providing the list. We will notify you of the cost involved and you may choose to withdraw or modify your request at that time before any costs are incurred.

Right to Request Restrictions. You have the right to request a restriction or limitation on the medical information we use or disclose about you for treatment, payment or health care operations. You also have the right to request a limit on the medical information we disclose about you to someone who is involved in your care or the payment for your care, like a family member or friend. For example, you could ask that we not use or disclose information about a surgery you had.

We are not required to agree to your request.

To request restrictions, you must make your request in writing to Dr. Kiefer. In your request, you must tell us (1) what information you want to limit; (2) whether you want to limit our use, disclosure or both; and (3) to whom you want the limits to apply, for example, disclosures to your spouse.

Right to Request Confidential Communications. You have the right to request that we communicate with you about medical matters in a certain way or at a certain location. For example, you can ask that we only contact you at work or by mail.

To request confidential communications, you must make your request in writing to Steps of Healing Privacy Officer, Gary Kiefer We will not ask you the reason for your request. We will accommodate all reasonable requests. Your request must specify how or where you wish to be contacted.

Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You may ask us to give you a copy of this notice at any time. Even if you have agreed to receive this notice electronically, you are still entitled to a paper copy of this notice.

You may obtain a copy of this notice at our website, www.stepsofhealing.com
To obtain a paper copy of this notice, please contact Gary Kiefer, Steps of Healing  Privacy Officer

Changes to This Notice

We reserve the right to change this notice. We reserve the right to make the revised or changed notice effective for medical information we already have about you as well as any information we receive in the future. We will post a copy of the current notice on the Plan website. The notice will contain on the first page, in the top right-hand comer, the effective date.

Complaints

If you believe your privacy rights have been violated, you may file a complaint with the hospital or with the Secretary of the Department of Health and Human Services. To file a complaint with the Plan, contact:



Mr. Gary Kiefer, ND, CDP
1906 20th St NE  Auburn, WA 98002

206-383-2582
All complaints must be submitted in writing.  You will not be penalized for filing a complaint.

Other Uses of Medical Information

Other uses and disclosures of medical information not covered by this notice or the laws that apply to us will be made only with your written permission. If you provide us permission to use or disclose medical information about you, you may revoke that permission, in writing, at any time. If you revoke your permission, we will no longer use or disclose medical information about you for the reasons covered by your written authorization. You understand that we are unable to take back any disclosures we have already made with your permission, and that we are required to retain our records of the care that we provided to you.
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