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Optimum Health through Nutrition Therapy
REGISTRATION FORM

	(Please Print)

	Today’s date:

	Client INFORMATION

	Client’s last name:
	First:
	Middle:
	Parent /Guardian's Name (if applicable):

	
	

	Street address:
	Birth date:
	Age:
	Sex:

	
	       /          /
	
	( M
	( F

	E-mail:
	City:
	State:
	ZIP Code:
	Home phone no.:

	
	
	
	
	(          )

	Occupation:
	Employer:
	Other phone no.:              ( Cell

	Work hours:
	Active or mostly sedentary on the job:
	(          )                          ( Work

	Present Weight:
	Highest Weight:
	Height:
	Desired weight:

	Medications, supplements, herbs:
	Appetite issues:

	
	Emotional eater:  Y   N

	List physical activities and frequency:

	                                                                                         Limitations to activity:

	Chose R.D. because/Referred to R.D. by (please check one box):
	( Dr.
	( Hospital

	( Family
	( Friend
	( Close to home/work
	( Online
	( Other
	

	

	Medical history

	Diagnosis/reason for coming here:

	

	

	Gastrointestinal problems/issues:

	Date of last physical exam:
        
	Name of Dr. who performed the exam:

	Other medical problems (please list all that may have a dietary need, such as high cholesterol, blood pressure, weight, diabetes) 

	

	

	

	

	List any surgeries:
	List any allergies:

	
	

	
	If diabetic, how often do you check blood sugars:

	Times you normally wake and go to bed:
	

	
	Usual blood sugar numbers:

	Please list family members in household and who is responsible for cooking and grocery shopping:

	

	How often do you eat out:                                            Where do you eat out:

	What do you hope to accomplish in working with the RD:

	


	Medical history continued

	List Average Daily Food and Beverage Intake (Typical Foods, Beverages, And Amounts)

	BREAKFAST
	LUNCH
	DINNER
	SNACKS

	Time:
	Time:
	Time:
	Times:

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	

	Payment

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	
	       /         /
	
	(          )

	Please indicate primary method of payment:
	( Cash
	( Check
	( Credit Card

	

	IN CASE OF EMERGENCY

	Name of local friend or family member:
	Relationship to patient:
	Home Phone No.:
	Alternate Phone No.:

	
	
	(          )
	(          )

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the dietitian. I understand that I am financially responsible for any balance. I also authorize Suzanne Falkenburg, RD, physician offices, or my insurance company to release any information required to process my claims and provide me with continuity of medical care.

	
	
	
	
	

	
	Client/Guardian signature
	
	Date
	


Acknowledgement

I acknowledge that I have received a copy of the Privacy Notice.
Client:











Date:
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Nutrition Clients

Office Policy Agreement

The purpose of this agreement is to allow me to serve you more completely and to help you get the best results.  It is my experience that those patients who adhere to the following agreements are more satisfied.  I am here to help you make healthy lifestyle changes, and to guide and support you as you learn new habits and new ways of thinking.  

Appointments


Please arrive on time for your appointment.  Every effort will be made to see you at your scheduled appointment time.  If you must change your appointment, please give at least 24 hours notice. A fee of $60 will be charged for cancelled appointments without 24 hours notice or not showing for the appointment.  New  clients who do not show up for their first appointment,  or who cancel their appointment with less than 24 hours notice, will be required to provide full payment for their appointment in order to be placed on the schedule again.  I am sorry, experience dictates this necessity.

Services

Services may include nutrition assessment of eating behaviors and beliefs, strategies to overcome barriers to change, suggestions for moderate physical activity (within limits set by physician), use of counseling therapies, routine follow-up, and re-evaluation as clients practice new lifestyle choices.  

Be advised that results are not guaranteed, and that the final choices and decisions the client's.  Treatments and advice will be made in your best interest, using information you provide, as well as current laboratory physical and psychological characteristics.  "If you change nothing, nothing will change!"

I do not normally weigh patients because I believe in the non diet approach to lifestyle change.  I also may have other routines or therapies that are unfamiliar to you.  I will make every effort to explain things thoroughly as we go.  If you have any requests, please ask.

Confidentiality

I will not share your personal information or conversations without your consent, except as required by law and for billing purposes.  You will be asked to read and sign a privacy document.

Financial Agreements

Payment is expected at the time of the visit.  Cash and checks are accepted.  Please ask about our credit card policy.  You will receive a receipt if you wish showing the services rendered and proof of payment.   If this office accepts and bills your insurance carrier, you may be billed for any portion not covered, including deductibles, co-pays and remaining balances.

Acknowledgement

I have read and agree to the above information.  

Client:











Date:























