BREAKTHROUGH HEALTHCARE

NEW PATIENT INFORMATION FORM

Please print clearly:

Name Date /

Address Apt. #

City State Zip

Shipping address (if different from mailing address)

Home phone ( ) - Work phone ( ) -

REFERRED BY Email Address

Occupation Employer

Date of Birth Sex M / F Height weight lbs

Overall health (circle one) Excellent / Good / Fair / Poor / Other:

Chief Complaint (reason you are here)

Previous treatment for this complaint

Other complaints or problems

Current medications/drugs being taken

Are you currently under the care of a physician or other health care professional? YES / NO

(If yes, please give the name and the date of last visit)

Nutritional supplements you are taking

Do you smoke, drink coffee, or alcohol? (If yes, include how much)

Cigarettes Coffee

Alcohol
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Please print clearly:
Name Date / /

HISTORY:

List any major ilinesses (with approx. dates)

List any surgeries (with approx. dates)

Past Accidents or injuries

Marital Status S M D W  Name of spouse

Describe health of Spouse Number of children (if any)
Name of Child Age  Sex Any health concerns list here

M/F

M/F

M/F

M/F

Any family history of serious illness (circle those which apply) Cancer / Diabetes / Heart / Other

Any household pets or other animals you or your family members are in close contact with

What can we do to make you happier healthwise?

SIGNED DATE / /
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A QleZ to see if you are sugar-addicted
Taken from Dr. Nancy Appleton's Lick The Sugar Habit
Check in the box to answer each of the following questions as truthfully as you can.

#QUESTION: True False

I do not eat refined sugar every
day.

I can go for more than a day
without eating some type of sugar-
containing food.

I never have cravings for sugar,
coffee, chocolate, peanut butter, or
alcohol.

I've never hidden candy or other
sweets around my home in order
to find and eat them later.

[ can stop after eating one piece of
candy or one bite of pastry.

There are times when I have no
sugar of any kind in my home.

I can go for three or more hours
without eating and not experience
the shakes, fatigue, perspiration,
irritability, depression, or anxiety.

I can have candy and other sweets
in my home and not eat them.

I do not eat something sweet after
each meal.

I rarely drink coffee and eat
donuts or sweet rolls for breakfast.

I can go for more than an hour
after waking up in the morning
without eating.

I can go from one day to the next
without drinking a sweetened soft
drink.

Quiz Results

If you answered "false" to more than four of the statements, chances you are probably sugar-sensitive. You are
probably allergic to sugar and also addicted to it - the same way an alcoholic is addicted to alcohol. You crave sugar,
have withdrawal symptoms when you don't get it, and probably feel better for a short time after you've eaten it. In
eating sugar to feel better, you are actually making your condition worse. If you answered "false' to four statements
or fewer, it doesn't mean you don't have a problem with sugar. You may not be addicted to it, but perhaps you don't
quite realize just how much sugar you are eating.



AGREEMENT TO DO A “NUTRITION RESPONSE TESTING™” PROGRAM

I specifically authorize Breakthrough Healthcare to use a Nutrition Response Testing™ health analysis and to develop a
natural, complementary health improvement program for me which may include dietary guidelines, nutritional supplements, etc.
in order to assist me in improving my health, and not for the treatment, or “cure” of any disease.

I understand that Nutrition Response Testing is a safe, non-invasive, natural method of analyzing the body’s physical and
nutritional needs, and that deficiencies or imbalance in these areas could cause or contribute to various health problems.

T understand that this is not a method for “diagnosing™ or “treating™ of any disease including conditions of cancer, AIDS,
infections, or other medical conditions, and that these are not being tested for or treated.

No promise or guarantee has been made regarding the results of this testing or any natural health, nutritional or dietary
programs recommended, but rather I understand that it is a means by which the body’s natural reflexes can be used as an aid to
determining possible nutritional imbalances, so that safc natural programs can be developed for the purpose of bringing about a
more optimum state of health.

I understand that I am to adhere to the program guidelines. These guidelines have been fully laid out before me and
discussed in detail. If I do not fully comply, I understand that this will greatly impact my results and success.

I have read and understand the foregoing.

This permission form applies to subsequent visits and consultations.

PATIENT PRINT NAME PATIENT SIGN NAME DATE

WITNESS PRINT NAME WITNESS SIGN NAME DATE

WAIVER OF LIABILITY TO DECLINE DOING A “NUTRITION RESPONSE TESTING™” PROGRAM

I understand that my health status is significantly diminished. It has been thoroughly explained to me by Breakthrough
Healthcare why I should do a nutritional program in order to improve my health. T hereby state that I am of sound mind and T am
making a conscious decision to DECLINE care. 1 will not Breakthrough Healthcare or any of its associates responsible for any
outcome which may result from any symptom or disease process that could occur or be diagnosed by a medical professional, 1
hereby release Breakthrough Healthcare from any liability regarding my health matters.

I have read and understand the foregoing.

PATIENT PRINT NAME PATIENT SIGN NAME DATE

WITNESS PRINT NAME WITNESS SIGN NAME DATE

NOT A “NUTRITIONAL CASE” WAIVER OF LIABILITY

I understand that my health status is declining. I have been encouraged by Haas Chiropractic & Nutrition Center to seck medical
attention for my health issues. I understand that doing a program at Haas Chiropractic & Nutrition Center would not successfully
address my current health situation. 1 will not hold Haas Chiropractic & Nutrition Center or any of its associates responsible for
any outcome which may result from any symptom or disease process that could occur or be diagnosed by a medical professional.
I hereby release Haas Chiropractic & Nutrition Center from any liability regarding my health matters.

I have read and understand the foregoing.

PATIENT PRINT NAME PATIENT SIGN NAME DATE

WITNESS PRINT NAME WITNESS SIGN NAME DATE
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Jennifer M. Brown, HHP

Photograph Consent Form

l, , consent to the taking of photographs

and authorize their anonymous use for the purposes of medical audit, education, and promotion.

| certify that | have been given the opportunity to ask questions and that | have read and fully

understand the contents of this form.

Patient Signature Date

Patient Advocate Signature Date

11481-405 Old St. Augustine Road * Jacksonville, FL. 32258 * 904.260.1993
www.breakthroughhc.com



