Whole Family Wellness, Inc.
PO Box 28 Hardwick VT  05843-0028

Office (802) 472-9355
 Fax (855) 823-0800
E:mail  wellness@drthauna.com  Web site http://www.drthauna.com

Special Needs Intake Form
Name:_________________________________  Birth date:___________  Age:____

Address, City and Zip: ________________________________________________________________

Telephone: Home ________________________
Cell ______________________________________

Email Address: _______________________________________________________________________

Insurance Company____ ___________  ID and group number  _________________________________

Phone # where we can leave a msg____________________  Emergency Contact __________________

Mother or Parent’s

 Name_______________________ Occupation __________________ Work Ph. __________________

Father or Parent’s

Name______________________ Occupation ___________________  Work Ph. __________________

Siblings (and ages)____________________________________________________________________

What is the reason for this visit?_________________________________________________________

____________________________________________________________________________________

Who are your main caretakers?___________________________________________________________

What pets live with you-indoors or/and outdoors_____________________________________________

____________________________________________________________________________________

When and where have you traveled outside the country?_______________________________________

Have you experienced any major losses in your life? _________________________________________

What is your religion and how important is religion/spirituality in your family’s life?  _______________

 ___________________________________________________________________________________

What is your favorite toy/object?_________________________________________________________

Is there something else I should know about you?____________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current weight _____ lb  _____oz


Current height _________ inches

Current prescription medications _________________________________________________________

Prescription medication allergies?  _______________________________________________________
Diagnosis & Symptoms:
Child’s Diagnosis ___________________  Made by__________________________ Degree ______

Age of diagnosis ____________

When did your child’s developmental delay begin?  ___________________   months of age

Symptom Scale
Please list your child’s most concerning symptoms.  These may be symptoms that you as a parent and/or your child’s medical and educational team have observed.

Examples: poor eye contact, poor expressive lang., poor receptive lang., poor attention, social interaction, meltdowns, self stim, sound sensitive, trouble sleeping, digestive symptoms, dyspraxia.

Scale 0= absent,  3= mild,  6= moderate,  9=severe,  12= incapacitating
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**Note: Please complete this scale for the initial visit and every month thereafter to monitor the effectiveness of your child’s treatment plan.
Medical Care: 
	
	Name
	Location (city)
	Phone

	Pediatrician (current)
	
	
	

	Pediatrician (past)
	
	
	

	Psychologist/ Psychiatrist
	
	
	

	Other specialist
	
	
	

	Other
	
	
	


Education & Services:
	
	Name of School/Center
	# Hours/week
	Provider/ Teacher

	School
	
	
	

	Behavioral therapy
	
	
	

	Speech
	
	
	

	OT
	
	
	

	Sensory Integration
	
	
	

	Other
	
	
	


Perinatal:
	
	YES
	NO

	Baby very active in utero
	
	

	Hospital or birthing center
	
	

	Needed newborn special care
	
	

	Appeared healthy
	
	

	Easily consoled during first month
	
	

	Antibiotics during first month
	
	


Birth weight and Apgar:
	Weight at birth:
	Apgar at one minute:
	Apgar at 5 minutes:


Early childhood illnesses/accidents:
	Number of ear infections in the first 2 years:
	

	Number of other infections in the first 2 years
	

	How many times on antibiotics in the first 2 years?
	

	Any prophylactic antibiotics in first 2 years?
	

	First antibiotic at ________ months
	

	First illness at _________ months
	

	Accidents or injuries to date? 
	


Developmental history:
Please indicate the approximate age in months for the following milestones:

	Sitting up
	
	First words
	

	Crawling
	
	Spoke clearly
	

	Pulled to stand
	
	Ate solid food (what was it)
	

	Potty trained
	
	
	

	Dry at night
	
	Lost language
	

	Walked alone
	
	Lost eye contact
	


Please check if any symptoms apply currently.  If the problem occurred in the past, put a “P” in the comment row.

	Symptom
	comment

	Enlarged lymph nodes, neck
	

	Enlarged lymph nodes, elsewhere
	

	Lymph nodes tender
	

	Overweight
	

	Underweight
	

	Pupils unusually large
	

	Pupils unusually small
	

	Dark circles under eyes
	

	Unusual long eyelashes
	

	Webbed toes
	

	Sensory:
	

	Unusually fearful
	

	Unaware of danger
	

	Unaware of peoples feelings
	

	Very sensitive to pain
	

	Bothered by certain sounds
	

	Ear pain
	

	Ear ringing
	

	Hearing acute
	

	Hearing loss
	

	Sensitive to loud noise
	

	Covers ears with sounds
	

	Excessive ear wax
	

	Likes head pressed hard or rubbed
	

	Intensely aware of odors
	

	Sniffs things (magazines, pens…)
	

	Hates wearing shoes
	

	Insensitive to pain
	

	Blinking
	

	Bothered by bright lights
	

	Fails to blink at bright light
	

	Likes flickering lights
	

	Poor vision
	

	Strabismus (crossed eye)
	

	Adopts complicated rituals
	

	Collects particular things
	

	Draws only certain things
	

	Fixated on one topic
	

	Lines objects up precisely
	

	Repeats phrases, sentences
	

	Repetitive play
	

	Upset if things change
	

	Behavior
	

	Aloof , indifferent, remote
	

	Behavior is purposeless
	

	Bites or chews fingers
	

	Bites hands
	

	Constant movement
	

	Curious, gets into things
	

	Destructive
	

	Extremely cautious
	

	Head banging
	

	hyperactive
	

	Melt downs
	

	Poor focus, attention
	

	Silly
	

	Toe walking
	

	Uninterested in pet
	

	Mean to pets
	

	Unusual play
	

	Teases others
	

	Tries to control others
	

	Unable to predict actions
	

	Poor eye contact
	

	Finger flicking
	

	Flaps hands
	

	Jumps when pleased
	

	Licking
	

	Likes spinning objects
	

	Rhythmic rocking
	

	Sits and stares
	

	Tooth tapping
	

	Looks out of sides of eyes
	

	Lacks initiative
	

	Headaches
	

	Joint pain
	

	Leg pain
	

	Muscle pain
	

	General
	

	Perspiration has odd odor
	

	Sweats when sleeping
	

	Feet stinky
	

	Physically awkward
	

	Seizures
	

	Stiffens body when held
	

	Unusual sound of cry
	

	Abnormal fatigue
	

	Moaning
	

	Conjunctivitis
	

	Eye crusting
	

	Lid margin redness
	

	Heart murmur
	

	Mitral valve prolapse
	

	Unusually fast heart beat
	

	Cheek/ear – pink/cold
	

	Cold all over
	

	Cold hands and feet
	

	Cold intolerance
	

	Hands/feet sweaty
	

	Night sweats
	

	Tip nose – pink/cold
	

	Communication
	

	Does not ask questions
	

	Poor expressive language
	

	Points to objects but can’t name
	

	Receptive language poor
	

	Talks to self
	

	Anxiety
	

	Inconsolable crying
	

	Negative
	

	Phobias
	

	Severe mood swings
	

	Sleep
	

	Awakens screaming
	

	Awakes at night
	

	Difficulty falling asleep
	

	Nightmares
	

	Sleepwalking
	

	Sleeps more/less than normal
	

	Digestion/food
	

	Pica (eats indigestible things)
	

	Always thirsty
	

	Behavior worse with food
	

	Bingeing
	

	Craves bread
	

	Craves carbohydrates 
	

	Craving for juice
	

	Craving for salt
	

	Diet soda craving
	

	Poor appetite
	

	Abdominal bloating
	

	Abdominal pain
	

	Burping
	

	Colic
	

	Constipation
	

	Cracking in corners of lips
	

	Diarrhea
	

	Passing gas
	

	Passing gas – very stinky
	

	Rectal fissure
	

	Geographic tongue (map like)
	

	Gums bleed
	

	Intestinal parasites
	

	Cold sores
	

	Thrush
	

	Nausea
	

	Red ring around anus
	

	Reflux
	

	Sore throat
	

	Stools bulky
	

	Stools very stinky
	

	Stool with blood
	

	Stools with mucous
	

	Stool with undigested food
	

	Teeth grinding
	

	Vomiting
	

	Respiratory
	

	Bad odor in nose
	

	Breath holding
	

	Bronchitis
	

	Congestion at change of season
	

	Congestion in fall
	

	Cough
	

	Pneumonia
	

	Post nasal drip
	

	Sighing
	

	Sinus fullness
	

	Wheezing
	

	Yawning
	

	Skin
	

	Acne
	

	Athletes foot
	

	Blotchy skin
	

	Bugs love you
	

	Cellulite
	

	Chicken skin
	

	Birth marks
	

	Diaper rash
	

	Ears get red
	

	Easy bruising
	

	Eczema
	

	Flushing
	

	Odd body odor
	

	Oily skin
	

	Red face
	

	Psoriasis
	

	Vitiligo
	

	Itching
	

	Anus
	

	Arms
	

	Ear canals
	

	Eyes
	

	Feet
	

	Nose
	

	Penis
	

	Scalp
	

	Vagina
	

	Skin in general
	

	Hair, skin, nails
	

	Dry hair
	

	Dry skin
	

	Feet cracking
	

	Lackluster skin
	

	Bites nails
	

	Nail fungus
	

	Thickening of nails
	

	White spots on nails
	

	Muscular
	

	Muscle cramps
	

	Muscle pain
	

	Muscle tone tense/ clenching
	

	Muscles twitch
	

	Poor muscle tone/limp
	

	Tics
	

	Numbness or tingling of extremities
	

	Reproductive
	

	Girls: age of first period
	

	Boys: undescended testicle
	

	Early breast development
	

	Early onset pubic hair
	

	Urinary
	

	Bedwetting after age 4
	

	Odd urinary odor
	

	Urinary hesitancy
	

	Urinary tract infections
	

	Urinary urgency
	

	pallor
	


Diet/Nutrition:
Typical Breakfast:  

Lunch:

Dinner:

Snack:

Desert:

Drink:

Flavors/textures your child likes:

□Salty

□Oily

□Crunchy

□Soft/smooth

□Chewy
Special diets your child has followed:
□ GFCF

□ GF (gluten-free)


□ CF (dairy-free)

□ SCD



□ Fenigold

□ candida/body ecology

  □ low oxalate
Current supplements:

BRAND


PRODUCT




DOSAGE
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Biological mother’s history
Age of mother at child’s birth____________

Age of father at child’s birth_____

Mothers number of pregnancies_____

births_______
miscarriage_______


	Please check if any of the following occurred 
during the birth mothers pregnancy and describe:

	Difficulty getting pregnant (>6mo)
	

	Infertility drugs used
	

	In vitro fertilization
	

	Drink alcohol
	

	Smoke tobacco
	

	Take progesterone
	

	Take prenatal vitamins
	

	Take antibiotics
	

	Take other drugs
	

	Excessive vomiting, nausea >3 weeks
	

	Have a viral infection
	

	Have a yeast infection
	

	Have amalgam fillings put in teeth
	

	Have any amalgams removed from teeth
	

	How many fillings in teeth during pregnancy
	

	Have bleeding (which months)
	

	Group B strep infection
	

	C- section
	

	Use pitocin for labor
	

	Have an x-ray
	

	Have Rhogam or other vaccination?
	

	High blood pressure
	

	Have house exterminated
	

	Have house painted
	

	Total weight gained in pregnancy
	

	Chemical exposure such as new carpet
	


Family medical history
	
	Father
	Mother
	Sibling
	Grand-

father
	Grand-mother

	Alcoholism
	
	
	
	
	

	Allergies
	
	
	
	
	

	Anxiety
	
	
	
	
	

	Asthma
	
	
	
	
	

	ADD
	
	
	
	
	

	Autism
	
	
	
	
	

	Celiac dz.
	
	
	
	
	

	Cancer
	
	
	
	
	

	Colitis
	
	
	
	
	

	Diabetes
	
	
	
	
	

	Eczema
	
	
	
	
	

	Food allergy
	
	
	
	
	

	Hayfever
	
	
	
	
	

	Heart disease
	
	
	
	
	

	Lupus or Rheumatoid arthritis


	
	
	
	
	

	Mood disorder
	
	
	
	
	

	Thyroid disease
	
	
	
	
	

	Yeast problems
	
	
	
	
	

	Other
	
	
	
	
	

	
	
	
	
	
	


Whole Family Wellness, Inc.
Dr Thauna Abrin, ND  PO Box 28 Hardwick VT  05843

Phone (802) 472-9355   Fax (855) 823-0800
Office and Financial Policies
Dear New Patient,

Welcome to Whole Family Wellness.  We look forward to facilitating your health journey.  We encourage your questions and participation in all aspects of your health care.

Please note our office and financial policies below and sign/initial to signify your acceptance.  Feel free to ask any questions about this information.  Please initial each section.

Appointments and availability
Initials
_____
Office hours are Mon 10-12:30, 2-5, Tues & Thurs 9:30-12:30, 2-6, Wed 10-12:30,  2-5 .


Office visits are by appointment only.  Please call 24 hours in advance to arrange to pick up your supplements.


For questions or concerns, Dr. Abrin is available via telephone from 1-1:30 pm or 5:30-6 pm Monday-Thursday.  The first visit includes a complementary telephone consultation.  For current patients, there is no charge for brief consultations (<5-7 minutes).


Longer consultations are not covered by insurance, and payment at the rate of $3.00/minute is due via credit card at completion of the phone appointment (for calls over 5-7 minutes).


Dr. Abrin is available for urgent calls after hours (6 pm Monday-Friday) or weekends at 802-533-2954.  In the case of an emergency at any time, please go to the nearest emergency room.


For new patients, a copy of your current insurance card must be available for the first visit.  If your card is not available, your visit will be rescheduled.

Patients who receive a message and do not confirm their appointment by telephone (to Holistic Answering Service, Inc.) or e-mail (team@holisticansweringservice.com) by the day before their appointment may have their appointment cancelled without further notice.  Patients (other than primary care) who do not show-up  to their appointment cannot be rescheduled for 1 month.

Patients who no-show or cancel 2 confirmed appointments within a six-month period will be referred to another medical provider.
FEE SCHEDULE




WHOLE FAMILY WELLNESS, INC. FEE SCHEDULE

	
	NEW PAT VISIT COMPREHENSIVE
	FOLLOW UP VISIT EXTENDED
	FOLLOW UP VISIT INTERMED
	FOLLOW UP VISIT

LIMITED
	FOLLOW UP VISIT BRIEF
	PHYS &/OR GYN

EXAM 
	ADMINISTR

INJECTION

	INSURANCE
	250
	190
	170
	140
	120
	200
	45

	TIME OF SERVICE DISCOUNT 
	185
	130
	100
	85
	70
	125
	25


Payment
Initials

_____
For any missed appointments or late cancellations (less than 24 hours), you will be charged a $65 missed appointment fee.  The exception to this is illness or bad weather.  PLEASE CALL THE OFFICE (NOT EMAIL) 


to communicate any last minute cancellations.  


A reminder call will be made to your home phone number two days in advance of your appointment (unless you request otherwise).  During the call, you can confirm or cancel your appointment or request rescheduling.  Please call back or email us at wellness@drthauna.com to confirm your appt.

If you have insurance coverage, Whole Family Wellness will bill your insurance company (for patients with Blue Cross/Blue Shield VT, BCBS Federal, CBA, Cigna, MVP, and Green Mountain Care).


Charges for visits, medicinary items, and co-payments are due at the time of the visit (check, cash, MC/VISA) unless specific arrangements have been made prior to your scheduled appointment.  The patient is responsible for co-payment and co-insurance, both for visits and for injections.

    
For patients with insurance coverage, Whole Family Wellness with submit a claim for office visits at a rate of 190.00/hour.  For those patients responsible for coinsurance, Whole Family Wellness will send you a bill for the coinsurance amount after a “RA” remittance advice is received.  

             
For patients with a high deductible insurance plan, there is a choice of either: 


1) Paying Whole Family Wellness at the time of service at a discounted rate or


 2) Whole Family Wellness will submit a claim to your insurance company at a rate of 190.00/ hour. The patient will then receive a bill for the amount that is applied to your deductible after a “RA” remittance advice has been received by Whole Family Wellness.  Please note that is total amount due is higher than the time of service discount rate.


For insurance companies in which Dr Thauna Abrin is not an enrolled provider, you are responsible for 


payment, and we will provide you with a bill to submit directly to your insurance carrier or to transfer 


onto a claim form provided by your insurance carrier.  We do not accept work comp or bill for claims for 


automobile accidents.


For patients with Medicaid as secondary insurance, we cannot bill Green Mountain Care for co-payments.  The patient is responsible for the primary insurance co-payment at the time of service.

Communication
Email communication:

Please contact Dr Abrin via email for:
Brief treatment  protocal questions & supplement refills

Prescription refills

Please call the office for:
Appointment changes, especially appointments cancelled in less than 24 hours

Urgent medical concerns – 5-10 min phone appt is no charge, ask for “ free phone consult”

Scheduling follow-up appointments , both acute and chronic 

Prescription refills if you have not received a response from Dr Abrin via email

Medicinary items
_____
Insurance companies do not cover the medicinary items that we prescribe and dispense.
Initials

Nutritional supplements, including herbal tinctures and homeopathic remedies, are non-refundable.


Vitamin injections are billed at the rate of $8-9.  This out-of-pocket expense covers the vitamin itself and your co-payment.  We bill insurance for administering the injection.


In the event that a medicinary item needs to be special ordered, it will be shipped to you directly from the supplement company, with a $9-13 flat rat shipping charge.  You will receive the item via UPS within 3-6 working days.


For supplements sent from our office, there is a shipping rate of $4-5 for shipping and handling, with additional charges for heavier packages.  We send packages out once per week (Friday).

If you have a Health Savings Account, we can provide a list of your supplements on prescription pad to submit to your employer.


For laboratory tests performed either at a local hospital or at home and sent to a specialized lab, the patient is responsible for any laboratory test-related fees.  Be sure to call both your insurance plan and/or the billing office at the local hospital to verify coverage .  Whole Family Wellness can provide the CPT (test codes) and ICD-9 (diagnostic codes) you will need to make these inquiries.

________________________________________________________________________

I have read and understand the above-stated policies of Whole Family Wellness, Inc. and will comply with them in all respects.

_____________________________________
_________________

Signature (parent signature if minor)
Date

_____________________________________

Print (your/parent name)
Whole Family Wellness, Inc.
Office of Thauna Abrin, ND
Informed Consent Form

I,  __________________________(parent’s name /child’s name)  hereby request and consent to receive naturopathic medical care by the above named Vermont naturopathic doctor and/or other licensed naturopathic doctors who now or in the future may treat  me while working at or associated with or serving as  back-up for the above named doctor, whether signatories to this form or not.  I have read and understand the attached NOTICE OF PRIVACY PRACTICES, which discusses my rights under the Health Insurance Portability and Accountability Act of 1996.


I understand that the methods of treatment are permitted under the Vermont Naturopathic Physician Act, which may include but are not limited to: nutritional counseling, herbal medicine, homeopathy, nutritional supplements, hydrotherapy, IV/injectable nutrients and certain prescription medications (according to Naturopathic Physician Formulary Rules).


I have had the opportunity to discuss with the naturopathic doctor named above the nature and purpose of naturopathic treatments and procedures.  I am aware that all existing methods of diagnosis and treatment, including naturopathic healthcare, pose some level of risk.  Within the general healthcare setting, the possible outcomes of these practices by a naturopathic doctor range from minor to fatal.


The herbs, homeopathic medicines and nutritional supplements (which are from plant, animal, mineral and other sources) that have been recommended, are considered safe when taken as instructed in the practice of naturopathic medicine.  It is extremely important that you follow the prescribed recommendations when taking herbs, homeopathic medicines and nutritional supplements because they may be toxic when taken in large doses.  I understand that herbs may need to be prepared and the teas consumed according to the instructions provided orally and in writing.  The herbs may have an unpleasant smell or taste.  I understand that some herbs and supplements may be inappropriate during pregnancy, and I will immediately notify the doctor if I become aware that I am pregnant.


I will immediately inform the doctor if I experience any gastrointestinal upset (nausea, gas, stomachache, vomiting or similar condition), allergic reaction (hives, rash, tingling of the tongue, headache or similar condition), or any unanticipated or unpleasant effects associated with the treatment or the herbs or other supplements prescribed by the doctor.  I understand that while this document describes the most common risks of treatment, other side effects and risks may occur.  In order to properly treat your medical condition, the doctor must be contacted promptly if an adverse reaction or condition occurs.  In any event, if an emergency medical condition arises (such as trouble breathing, seizure, chest pain, fever above 103.5, anaphylaxis, or injury), please seek treatment immediately from a trauma center or call 9-1-1.


I have read, or have had read to me, the above information and consent.  I have also had an opportunity to ask questions about its content, and by voluntarily signing below I agree to the above-named procedures.  I intend this consent form to cover the entire course of treatment for my present condition and for any future condition(s) for which I seek diagnosis and treatment.

PATIENT NAME (printed) _____________________PARENT’S NAME _________________

PARENT’S SIGNATURE _________________________________________  Date: _________

Whole Family Wellness

Dr Thauna Abrin, N.D.
Biomedical Approach/ CEASE Therapy Practitioner

Mailing: PO Box 28 Hardwick, VT  05843
Physical:  132 S Main St. Hardwick, VT  05843

Office (802) 472-9355
 Fax (855) 823-0800
E:mail  wellness@drthauna.com  Web site http://www.drthauna.com
Important: Please note that the office is scent-free.  Please refrain from wearing perfume, cologne, hair gel and essential oils.  The doctor is allergic to these!  Thank you!
Parent checklist for Special Needs Initial Visit:
1. Complete 15 page Special Needs Paperwork Packet and send to Dr Abrin at least 2 days prior to the visit:  Fax (855) 823-0800, mail to office above or email wellness@drthauna.com.
Please bring the following to the initial visit (will last 90-105 minutes): 
1. List of all medications your child is taking.  Please bring the bottles of any supplements your child is taking.

2. Copy of complete vaccination record with manufacturer & lot # 

3. Copy of most recent evaluation from psychologist or school

4. Any relevant lab results from the past year especially (blood, stool, hair, urine tests)

5. A support person or parent/caregiver to care for your child during the visit. On the first visit, the doctor will observe your child and perform a physical exam. If needed, after one hour, your child can leave the office with your support person/parent.
18
Name ___________________________ 

