ARLINGTON NATURAL WELLNESS UENTER
1201 Road to Six Flags, Suite 103 Arlington, TX 76011
(817) 461-2697 + www.drhickey.com * email: arlingtonnwc.@yahoo.com
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Symptoms related to the Autonomic Nervous System

The Nervous System’s function is to control and coordinate all the
other organs and structures. Pinched or irritated nerves may interferc
with the function and thus cause a wide varicty of symploms.

Chiropractic deals with the relationship between your spine
and nervous system.




—-ealth Questionnaire (NT~.)
Name: Age: Sex: Date:

* Please circle the appropriate number “0 - 3 on all questions below. 0 as the least/never to 3 as the most/always.

SECTION A

+ Is your memory noticeably declining? 01 2 3 * How often do you feel you lack artistic appreciation?
* Are you having a hard time remembering names * How often do you feel depressed in overcast weather?
and phone numbers? 01 2 3 * How rpuch are you losing your enthusiasm for your
* Is your ability to focus noticeably declining? 01 2 3 favorite activities? )
* Has it become harder for you to learn things? 012 3 * How much are you losing enjoyment for
* How often do you have a hard time remembering ’ your favorite foods?
your appointments? 01 2 3 . How mucp are you loglng your enjoyment of
* Is your temperament getting worse in general? 012 3 friendships and elationships?
* Are you losing your attention span endurance? 01 2 3 * How often do you have difficulty falling into
° How often do you find yourselt down or sad? 01 2 3 deep restful sleep? o
* How often do you fatigue when driving compared * How often do you have feelings of dependency
to the past? 01 2 3 on others? . .
* How often do you fatigue when reading compared * How often do you feel more suscepuble to pain?
to the past? 012 3 * How often do you havg fee?lmgs of unprovoked anger?
* How often do you walk into rooms and forget why? 01 2 3 * How much are you losing interest in life?
* H en do you pick 1 2
How often do you pick up your cel phone and forget why 01 2 3 ECTI 2.D
* How often do you have feelings of hopelessness?
* How high is your stress level? 012 3 * How often do you have self—de;tr:uctive thoughts?
* How often do you feel that you have something that * How often do you have an inability to handle stress?
must be done? 01 2 3 * How often do you have anger and aggression while
* Do you feel you never have time for yourself? 01 2 3 under stress?

* How often do you feel you are not rested even after

* How often do you feel you are not getting enough
long hours of sleep?

sleep or rest? 01 2 3 ; .
* Do you find it difficult to get regular exercise? 01 2 3 * How often do you prefer to 1solqte yourself from others?
+ Do you feel uncared for by the people in your life? 01 2 3 * How then do you have unexplained lack of concern for
* Do you feel you are not accomplishing your family .and fr ’e"dS?.

life’s purpose? 012 3 * How easily are you dlstractgd ﬁq:n your tasks?
¢ Is sharing your problems with someone difficult for you? 01 2 3 - How often do you have an inability to finish tasks.?

* How often do you feel the need to consume caffeine to
SECTION C stay alert?
* How often do you feel your libido has been decreased?

SECTION Cl * How often do you lose your temper for minor reasons?
« How often do you get irritable, shaky, or have * How often do you have feelings of worthlessness?

lightheadedness between meals? 01 2 3
* How often do you feel energized after eating? = . .
» How ohei do zou have difﬁgculty eating L argg & 0123  How often do you feel anxious or panic for no reason?

meals in the morning? 012 3 * How often do you have feelings of dread or
¢ How often does your energy level drop in the afternoon? 01 2 3 impending doom? . ,,
* How often do you crave sugar and sweets in the afternoon? 012 3 * How often do you feel knots. in your Suinach?
* How often do you wake up in the middle of the night? 012 3 * How often do you have feelings of being overwhelmed
* How often do you have difficulty concentrating for no reason? . -

before eating? 12 3 * How often do you have feelings of guilt about
* How often do you depend on coffee to keep yourself going? o0 1 2 3 . Heveryfday SCCISIOHS? ind feel restless?
* How often do you feel agitated, easily upset, and nervous oW aHen.does g CUTIHInG tee] resliass:

between meals? 012 3 * How difficult is it to turn your mind off when you

want to relax?
SECTION C2 * How often do you have disorganized attention?
y * How often do you worry about things you were

* Do you get fatigued after meals? 012 3 . )

¢ Do you crave sugar and sweets after meals? 01 2 3 . HHOt wfonliid abou:l befofre?l. s o g

¢ Do you feel you need stimulants such as coffee after meals? ¢ 1 2 3 W lten ob)‘llolu '7ave EELNES Gb Bier fensionan
Do you have difficulty losing weight? 01 2 3 Inner excitability?

* How much larger is your waist girth compared to
‘i i , SECTION 4 - ACH
your hip girth? * Do you feel your visual memory (shapes & images)
» How often do you urinate? y Y y (shap g

: . : is decreased?
* Have your thirst and appetite been increased? 18 .
* Do yO}l’l have weight g‘}:x]:l when under stress? * Do you feel your verbal memory is decreased?

. . * Do you have memory lapses?
. 9
Do you have difficulty falling asleep? * Has your creativity been decreased?

= Has your comprehension been diminished?
* Do you have difficulty calculating numbers?

coees
ek ek et i
NN
W W W W

* Are you losing your pleasure in hobbies and interests? 0123 : . . e
» How often do you feel overwhelmed with ideas to manage? 0 1 2 3 * Do you have 'dlfﬁculty IEeagmzing objects & faces?
* How often do you have feelings of inner rage (anger)? 012 3 * Do you feel hl(c,e your opinion about yourself
 How often do you have feelings of paranoia? 01 2 3 has changed_. . . oo

* How often do you feel sad or down for no reason? 01 2 3 * Are you SXpeniencing excessive unnation?

* How often do you feel like you are not enjoying life? 012 3 * Are you experiencing slower mental response?

Symptom groups listed in this flyer are not intended to be used as a diagnosis of any disease condition.

All Rights Rescrved. Copyright © 2008, Datis Kharrazian For nutritional purposes only.
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Medication History

Please circle any of the following medication you have been or are currently taking.

A e Recep Antagon Antimusca
Atropine, Ipratopium, Scopolamine, Tiotropium

q holine R r An ist - Ganlionic Bl
Mecamylamine, Hexamethonium, Nicotine (high doses), Trimethaphan

Acetylcholinesterase Reactivators

Pralidoxime

holi ist - 0 B
Atracurium, Cisatracurium, Doxacurium, Metocurine, Mivacurium, Pancuronium, Rocuronium, Uccinylcholine, Tubocurarine,
Vecuronium, Hemicholine

i
Xanax, Lexotanil, Lexotan, Librium, Klonopin, Valium, ProSon, Rohypnol, Dalmane, Ativan, Loramet, Sedoxil, Dormicum,
Megadon, Serax , Restoril, Halcion

Echotiophate, Isoflurophate, Organophosphate Insecticides, Organophosphate-containing nerve agents

I
Donepezil, Galatamine, Rivastigmine, Tacrine, THC, Erophonium, Neostigmine, Phystigimine, Pyridostigmine,
Carbamate Insecticidses

Wellbutrin (Bupropion)

ine t
Mirapex, Sifrol, Requip

D2 mine Receptor Blocker: i i
Thorazine, Prolixin, Trilafon, Compazine, Mellaril, Stelazine, Vesprin, Nozinan, Depixol, Navane, luanxol, Clopixol,
Acuphase, Haldol, Orap, Clozaril, Zyprexa, Zydis, Seroquel, Geodon, Solian, Invega, Abilify

B n ni iti inder
Flumazenil
n i i Inhibitor

Marplan, Aurorix, Maneric, Moclodura, Nardil, Adlegiine, Elepryl, Azilect, Marsilid, Iprozid, Ipronid, Rivivol, Popilniazida, Zyvox, Zyvoxid

5

Paxil, Zoloft, Prozac, Celexa, Lexapro, Luvox, Cipramil , Emocal, Serpam, Seropram, Cipralex, Esteria, Fontex, Seromex, Seronil,
Sarafem, Fluctin, Faverin, Seroxat, Aropax, Deroxat, Rexetin, Xentor, Paroxat, Lustral, Serlain, Dapoxetine

~ . 3

Stablon, Coaxil, Tatinol

in-| i in Inhibi I
Effexor, Pristiq, Meridia, Serzone, Dalcipran, Despramine, Duloxetine
I
Elavil, Endep, Tryptanol, Trepiline, Asendin, Asendis, Defanyl, Demolox, Moxadil, Anafranil, Norpramin, Pertofrane, Prothiadin, Thanden,
Adapin, Sinequan, Trofranil, Janamine, Gamanil, Aventyl, Pamelor, Opipramol, Vivactil, Rhotrimine, Surmontil

*Please refer to prescribing physician for nutritional interactions with any medications you maybe taking.

All Rights Reserved. Copyright @ 2008, Datis Kharrazian



Metabolic Assessment Form Key

Name: Age: Sex: Date:
PART I
Please list the 5 major health concerns in order of importance:
1.
2.
3.
4.
5.
PART I
Please circle the appropriate number “0 - 3" on all questions below.
0 as the least/never to 3 as the most/always.
Cateaory I: CoLon CATEGORY V: BILIARY INSUFFICIENCY/STATIS
Feeling that bowels do not empty completely 0 1 2 3 Greasy or high fat foods cause distress 0 1 2 3
Lower abdominal pain relief by passing stool or gas o 1 2 3 Lower bowel gas and/or bloating several hours after
Alternating constipation and diarrhea 0 1 2 3 eating 0 i 2 3
Diarrhea o 1 2 3 Bitter metallic taste in mouth, especially in the morning 0 1 2 3
Constipation o 1 2 3 Unexplained itchy skin 0 1 2 3
Hard and dry or small stool 0 1 2 3 Yellowish cast to eyes 0 i 2 3
Coated tongue of “fuzzy” debris on tongue o 1 2 3 Stool color alternates from clay colored to normal brown 0o 1 2 3
Pass large amount of foul smelling gas 0 i 2 3 Reddened skin, especially paims 0 1 2 3
More than 3 bowel movements daily 0o 1 2 3 Dry or flaky skin and/or hair 0o 1 2 3
Do you use laxatives frequently o 1 2 3 History of gallbladder attacks or stones 0o 1 2 3
Have you had your gallbladder removed? Yes No
CateGoRry II: HypocHLORYDIA
Excessive belching, burping or bloating 0 1 2 3 CAaTEGORY VI: HYPOGLYCEMIA
Gas immediately following a meal 0 1 2 3 Crave sweets during the day 0 1 2 3
Offensive breath 0 1 2 3 Irritable if meals are missed 0 1 2 3
Difficult bowel movements 0 1 2 3 Depend on coffee to keep yourself going or started 0 1 2 3
Sense of fullness during and after meals 0 1 2 3 Get light headed if meals are missed 0 1 2 3
Difficulty digesting fruits and vegetables; undigested Eating relieves fatigue 0 1 2 3
foods found in stools 0 1 2 3 Feel shaky, jittery, tremors 0 1 2 3
Agitated, easily upset, nervous 0o 1 2 3
Cartecory llI: HyperaciDITY (ULCER) Poor memory, forgetful 0 1 2 3
Stomach pain, burning or aching 1-4 hours after eating 0 1 2 3 Blurred vision 0 i 2 3
Do you frequently use antacids 0 1 2 3
Feeling hungry an hour or two after eating o 1 2 3 Catecory VII: INsuLIN ResiSTANCE
Heartburn when lying down or bending forward 0 1 2 3 Fatigue after meals 0 1 2 3
Temporary relief from antacids, food, milk, carbonated Crave sweets during the day 0 1 2 3
beverages 0 1 2 3 Eating sweets does not relieve cravings for sugar 0 1 2 3
Digestive problems subside with rest and relaxation o 1t 2 3 Must have sweets after meals o 1 2 3
Heartburn due to spicy foods, chocolate, citrus, peppers Waist girth is equal or larger than hip girth 0 1 2 3
alcohol and caffeine o 1 2 3 Frequent urination o 1 2 3
Increased thirst and appetite 0 1 2 3
CaTEGORY IV: SMALL INTESTINE (PANCREAS) Difficulty losing weight 0 12 3
Roughage and fiber cause constipation o 1 2 3
Indigestion and fullness lasts 2-4 hours after eating 0 1 2 3 Catecory VIII: AbrenaL HyPoFuNCTION
Pain, tenderness soreness on left side under rib cage, Cannot stay asleep o 1 2 3
bloated o 1 2 3 Crave salt 0 1 2 3
Excessive passage of gas o 1 2 3 Slow starter in the morning 0 1 2 3
Nausea and/or vomiting 0 1 2 3 Afternoon fatigue 0 1 2 3
Stool undigested, foul smelling mucous-like, greasy Dizziness when standing up quickly 0 i 2 3
or poorly formed o 1 2 3 Afternoon headaches 0o 1 2 3
Frequent urination o 1 2 3 Headaches with exertion or stress o 1 2 3
Increased thirst and appetite 0 1 2 3 Weak nails 0 1 2 3
Difficulty losing weight 0 1 2 3



CaTeEGORY IX: ADRENAL HYPERFUNCTION

CATEGORY XIV (MALE ONLY): ProSTATE

Cannot fall asleep 0 1 2 3 Urination difficulty or dribbling 0 1 2 3
Perspire easily 0 1 2 3 Urination frequent 0 1 2 3
Under high amounts of stress 0 1 2 3 Pain inside of legs or heels 0 i 2 3
Weight gain when under stress 0 1 2 3 Feeling of incomplete bowel evacuation 0 1 2 3
Wake up tired even after 6 or more hours of sleep 0 1 2 3 Leg nervousness at night 0 1 2 3
Excessive perspiration or perspiration with little or no activty 0 1 2 3
CaTEGORY XV (MALE ONLY): ANDROPAUSE
Catecory X: HypoTHYROID Decrease in libido 0 1 2 3
Tired, sluggish 0 1 2 3 Decrease in spontaneous morning erections 0 1 2 3
Feel cold—hands, feet, all over 0 1 2 3 Decrease in fullness of erections 0 1 2 3
Require excessive amounts of sleep to function properly 0 1 2 3 Difficulty in maintaining moming erections 0 12 3
Increase in weight gain even with low-calorie diet 0 1 2 3 Spells of mental fatigue 0 1 2. 3
Gain weight easily 0 1 2 3 Inability to concentrate 0 1 2 3
Difficult, infrequent bowel movements 0 1 2 3 Episodes of depression 0 1 2 3
Depression, lack of motivation 0 1 2 3 Muscle soreness 0 i 2 3
Morning headaches that ware off as the day progresses 0 1 2 3 Decrease in physical stamina 0 1 2 3
Outer third of eyebrow thins 0 1 2 3 Unexplained weight gain 0 1 2 3
Thinning of hair on scalp, face or genitals or excessive Increase in fat distribution around chest and hips 0 1 2 3
falling hair 0 1 2 3 Sweating attacks 0 1 2 3
Dryness of skin and/or scalp o 1 2 3 More emotional than in the past o 1 2 3
Mental sluggishness 0 i 2 3
CATEGORY XVI (MENSTRUATING FEMALES ONLY)
Catecory XI: THyroib HYPERFUNCTION Are you a menopausal Yes No
Heart palpations 0 1 2 3 Alternating menstrual cycle lengths Yes No
Inward trembling 0 1 2 .3 Extended menstrual cycle, greater than 32 days Yes No
Increased pulse even at rest 0 1 2 3 Shortened menses, less than every 24 days Yes No
Nervousness and emotional 0 1 2 3 Pain and cramping during periods 0 1 2 3
Insomnia 0 1 2 3 Scanty blood flow 0 "1 2 3
Night sweats o 1 2 3 Heavy blood flow 0o 1 2 3
Difficulty gaining weight 0o 1 2 3 Breast pain and swelling during menses 0o 1 2 3
‘ Pelvic pain during menses 0 1 2 3
Cartecory XlI: Prrurrary HypoFuncTion Irritable and depressed during menses 0 1 2 3
Diminished sex drive 0 1 2 3 Acne break outs 0 1 2 3
Menstrual disorders or lack of menstruation 0 1 2 3 Facial hair growth 0 1 2 3
Increased ability to eat sugars without symptoms 0 1 2 3 Hair loss/thinning 0 1 2 3
Catecory XIiI: Prrurrary HyPERFUNCTION Catecory XVII (MenopPausAL FEMALES OnLy)
Increased sex drive 0 1 2 3 How many years have you been menopausal?
Tolerance to sugars reduced 0 1 2 3 Do you have uterine bleeding since menopause? Yes No
“Splitting” type headaches 0 1 2 3 Hot flashes 0 1 2 3
Mental fogginess 0 1 2 3
Disinterest in sex 0 1 2 3
Mood swings 0 1 2 3
Depression 0 1 2 3
Painful intercourse 0o 1 2 3
Shrinking breasts 0 1 2 3
Facial hair growth 0 1 2 3
Acne 0 1 2 3
Part lll: Foods Increased vaginal pain, dryness or itching 0o 1 2 3
How many alcohol beverages do you consume per week? How many caffeinated beverages do you consume per day?
How many times do you eat out per week? How many times a week do you eat raw nuts or seeds?
How many times a week do you eat fish? How many times a week do you workout?
List the three worst foods you eat during the average week:
List the three healthiest foods you eat during the average week:
Do you smoke? If yes, how many times a day a week

Rate your stress levels on a scale of 1 - 10 during the average week
Please list any medications you currently take and for what conditions:

Please list any natural supplements you currently take and for what conditions:

Page 2



ARLINGTON NATURAL WELLNESS CENTER

CONFIDENTIAL PATIENT INFORMATION FORM

Please fill out ALL information.

(PLEASE PRINT) Today’s Date Referred by

Last Name First Name Middle Initial
Home Address

City State Zip Code HomePhone ()

Age Date of birth / / Sex: [ _|male [ Jfemale Driver’s License #

Martial Status: [:ISingle [ [Married [ |Divorced [ IWidowed Spouse’s name

Occupation Employer Name Work Phone (_ )
Social Security # Guardian Soc. Sec. # (if patient under 18 years of age)
Person responsible for account Relationship to patient

Person to contact in case of emergency

Address Phone ()

Patient Email address @ Patient Cell Phone ()

Date of last physical exam Doctor’s name/type

Reported findings

Has your back or neck been x-rayed less than 3 years ago? Where?
List all surgeries / serious illness / hospitalizations (include years in brackets):

List all broken bones / dislocations / major dental work (include years in brackets):

Have you ever suffered from? '
[ IDizziness [ JArthritis [ |Tuberculosis [ IHeart Trouble [ ICancer

[ [Headaches [ [Numbness [ |Breathing Problems [ |Diabetes [ |Venereal Disease
[]Sinus Trouble [ Neuritis [ ]Asthma [ IRheumatic Fever
[ |Backache [ INervousness [ IDigestive Disorders [ ]Anemia

What is your current major complaint?

How long have you had this condition?
Have you have had this or similar conditions before? [ [Yes [ |No

What activities aggravate your condition? , Improves your condition?
Is this condition becoming progressively worse? [ [Yes [ |No [ |The Same

Status of your condition? [ |Constant [ JComes and goes

This condition interferes with (check all that apply): [ |Work [_ISleep []Daily Routine [|Other
List previous diagnosis / treatments you have received for this condition:

Any additional complaints?

What current medications/drugs are you taking (state reasons in brackets following drug):




Do you have insurance? [ ] Yes [ ]| No Insurance Company name
Is this a work-related injury? []Yes [|No; If Yes, is this your first Dr.’s visit? [IYes [ INo

I hereby give my consent to Arlington Natural Wellness Center (Brian T. Hickey, DC) to provide services
to myself and / or family. Iunderstand that there is a fee for services, and that fees are payable at the time
services are rendered. 1hereby agree to such fees, and understand that I am liable for any and all legal fees
if collection services become necessary.

Responsible Party/Patient Date

For Insurance/Worker’s Compensation filing: I authorize the release of any medical or other information
necessary to process claims. I also request payment of medical benefits Brian T. Hickey, DC for services
rendered.

Signature of Insured Date




ARLINGTON NATURAL WELLNESS CENTER

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

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 01/05/2005,
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 listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, healthcare operations. For example:

Treatment: We may use, or disclose, your health information to a physician or other healthcare provider providing
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

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, accreditation,
certification, licensing or credentialing activities.

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 or with payment for 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. We will also use our
professional judgment and our experience with common practice to make reasonable inferences of your best interest in
allowing a person to pick up chiropractic supplies, x-rays, or other similar forms of health information.

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.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably beligve that you
are a possible victim of abuse, neglect, or domestic violence or the passible 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.

National Security: We may disclose to military authorities the health information of Armed Forces Personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelligence,
counter intelligence, and other national security activities. We may disclose to correctional institutions or law



enforcement officials having lawful custody of protected health information of inmate or patient under certain
circumstances.

Office Usage: At Arlington Natural Wellness Center we have an open adjusting area so that we can serve as many
families as possible. We may also use or disclose your health information to provide you with appointment reminders
(such as voicemail messages, phone calls, birthday caids, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at, or get copies of, your health information with limited exceptions. You may request
that we provide copies in a format other than photocopies. We will use the format you request unless we cannot
practicably do so. (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 copies 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 $2.00 for each page to locate and copy your
health information and postage if you want the copies mailed to you. If you request an alternative format, we will-charge a
cost-based fee for providing your health information in that format. If you prefer, we will prepare a summary or an
explanation of your health information for a fee. Contact us using the information listed at the end of the Notice for a full
explanation of our fee structure. If you wish to receive copies of your x-rays a cost-based fee of $45 will be assessed in
advance. Copies will be provided to you in a timely manner appropriate to the time to process your request. All requests
must be submitted in writing to the address at the end of the Notice.

Disclosure accounting: You have the right to receive a list of instances in which we, or our business associates,
disclosed your health information for purposes other than treatment, payment healthcare operation and certain other
activities, for the last 6 years but not before January 5, 2005. If you request this accounting more than once in a 12-month
period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that which we place additional restrictions on, our use or disclose, 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).

Alternative communication: You have the right to request that we communicate with you about your health information
by alternative means or to alternative locations. {You must make your request in writing.} Your request must specify
the alternative means or location and provide satisfactory explanation how payments will be handled under the alternative
means or location you request.

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 receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to receive this
Notice in written form.

Questions and Complaints: You may complain to us and to the Secretary of Health and Human Services if you believe
your privacy rights have been violated. You may file a complaint with us by writing to our Privacy Official at the address
that follows. We will not take any action against you for filing a complaint.

If you would like further information about our privacy practices, please contact:
Arlington Natural Wellness Center

1201 Road to Six Flags Suite 103

Arlington, TX 76011

Phone 817.461.2697

Patient Signature Date




