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PEDIATRIC HEALTH HISTORY QUESTIONNAIRE
2-12 YEARS OLD

All questions contained in this questionnaire are strictly confidential and will become part of your medical record.
Date & Time of Initial Visit:

Name (Last, First, M.1.).

OM 0O FO Other DOB: Age:

Place of Birth:
Address:

City: Zip:

Family Email address:

**REQUIRED**

Mom'’s Cell Phone: Dad'’s Cell Phone:
Preferred method of contact: Mom’s phone / Dad’'s phone / other:
Mothers Name: Fathers Name:

Employer/Occupation: Employer/Occupation:
Child lives with: [Both Parents OMother OFather OGuardian
Number & Ages of

Siblings:

School & Grade / Daycare:

Previous or referring Date of last physical
doctor: exam:

Primary Reason for Visit Today:

How did you hear about us: Referred by: or Phone book / Newspaper Ad / Brochure in
community / Website www.purityhealth.net / American Association of Naturopathic Physicians Website / Washington Association of Naturopathic

Physicians Website / Insurance Website/Saw Signs / Friend / Other:

PERSONAL HEALTH HISTORY

Breakfast:

Lunch:

Dinner:
Childhood Snacks:
Nutrition: Fluids:

Water:

Any Restrictions?

Typical bedtime: Wake time: Wakings?

Sleep: Naps: Sleep problems: Wakes rested?

OOwn room/bed  OShared room  OCrib  OCo-sleep OTummy/back?
Bowel Movements:

Elimination: - .
Urination Issues:
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Name (Last, First, M.1.). DOB:

Childhood illness:

Injuries:

Development:

Immunizations
Screening exams

Physical
Activity/Exercise:
Screen Time

Menstruation:
(GIRLS ONLY)

O Measles [ Mumps [ORubella O Chickenpox [O Rheumatic Fever [ Polio O Covid
OWhooping cough  OSeizures OStrep throat [OAnemia [OHeart disease/murmur  CAllergies/hay
fever [Eczema OAsthma OPneumonia OEar infections

OOther:

Major injuries? Age

Fracture? Type

Loss of consciousness Concussion:

At what age did your child:

Sit up Walk Talk Dress self

Potty trained:
Any concerns with development?

OImmunizations are up to date OStandard schedule [ Delayed schedule

O Decline:

OLead DOvision Ohearing [OHemoglobin  OUrine  OOther:
Type: Frequency:

Duration:

Extracurricular activities/sports:
Amount of screen time per day (phone, computer, tv, games):

I have not had a period yet:
Age of 1%t Period: Regular? Issues?

List any medical problems that other doctors have diagnosed and approximate date of diagnosis (Past Medical History—things you
have been seen for or treated for in the past and what treatments you had if any)

Surgeries

Year Reason Hospital

Other hospitalizations

Year Reason Hospital

Has your child had a blood transfusion? O Yes O No
Medications (Prescriptions and Over the counter) Supplements (herbs, vitamins, etc)

Drug Allergies:

ONo Known Drug Allergies

Environmental Allergies:
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Name (Last, First, M.1.):

Food Allergies/Sensitivities:

FAMILY HEALTH HISTORY

DOB:

Conditions include: Headaches, eye disease, ear disease, allergies, hay fever, eczema, asthma, lung disease, high blood pressure,
high cholesterol, heart disease, anemia, bleeding disorders, digestive conditions, liver disease, gall bladder disease, kidney

disease, diabetes, thyroid conditions, arthritis, osteoporosis, seizure disorders, neurological disorder, learning disabilities, mental
retardation, alcoholism, birth defects, obesity, cancers

AGE (NOW
OR AT
DEATH)

Father

Mother

Siblings

OoOooooooooaa
MIMIIMIM|TMX

AGE (NOW
SIGNIFICANT HEALTH PROBLEMS

Grandmother
Maternal

Grandfather
Maternal

Grandmother
Paternal

Grandfather

Paternal

OTHER PROBLEMS

OR AT
DEATH)

SIGNIFICANT HEALTH PROBLEMS

Check if you have, or have had, any symptoms in the following areas to a significant degree and briefly explain.

O o o oo o ad

Skin
Frequent headaches

Pinkeye
Frequent ear infections

Chronic congestion
Chronic cough

More than 6 colds per year
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Heart murmur

Shortness of breath with
exercise

Frequent stomachaches
Diarrhea/constipation

Frequent urination or bed-
wetting (after 5)

Joint pain/swelling

o o oo od

Signs of sexual development

(before 9)

Recent changes in:
Weight/Appetite

Ability to sleep
Energy level

Other pain/discomfort:
Other:
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ONSENT FOR NATUROPATHIC TREATMENT

I, (patient) hereby authorize any Naturopathic Physician employed by Purity
Health, to perform the following specific procedures as necessary to facilitate my diagnosis and treatment:

General Diagnostic Procedures (including but not limited to venipuncture, pap smears, radiography, and blood and
urine lab work, general physical exams, neurological and musculoskeletal assessments)

Psychological Counseling; Lifestyle Counseling; Exercise Prescriptions; Herbs and Natural Medicines
(prescribing of various therapeutic substance including plants, minerals, and animal materials. Substances may be
given in the form of teas, pills, powders, tinctures—may contain alcohol; topical creams, pastes, plasters, washes,
suppositories or other forms. Homeopathic remedies, often highly dilute quantities of naturally occurring substance,
may also be used.)

Pharmaceutical Prescriptions (prescribing of various pharmaceutical drugs within the scope of practice for
Naturopathic Physicians which includes all Legend Drugs and specific Schedule III, IIIN, 4, & 5 in WA and a specified
formulary list in MT per MT State Law)

Dietary Advice and Therapeutic Nutrition (use of foods, diet plans, or nutritional supplements for treatment—
may include intramuscular vitamin injections.)

Soft Tissue and Osseous Manipulation (use of massage, neuro-muscular techniques, muscle energy stretching or
visceral manipulation, as well as manipulations of the extremities and spine including traction and craniosacral
therapy.)

Electromagnetic and Thermal Therapies (includes the use of therapeutic ultrasound, low and high volt electrical
muscle stimulation, transcutaneous electrical stimulation, microcurrent stimulation, diathermy, and hydrotherapies.)

Potential Risks: Pain, discomfort, blistering, discolorations, infection, burns, loss of consciousness or deep tissue injury
from needle insertions, topical procedures, heat or frictional therapies, electromagnetic and hydrotherapies; allergic
reactions to prescribed herbs or supplements; soft tissue or bone injury from physical manipulations; and aggravation
of pre-existing symptoms.

Potential Benefits: Restoration of health and the body’s maximal functional capacity, relief of pain and symptoms of
disease, assistance in injury and disease recovery, and prevention of disease or its progression.

Notice to Pregnant Women: All female patients must alert the doctor if they know or suspect that they are pregnant,
since some of the therapies used could present a risk to the pregnancy. Labor-stimulating techniques or any labor-
inducing substances will not be used.

Patient or Parent/Guardian Signature Date

Printed Name Relationship if not the patient
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HIPAA ACKNOWLEDGEMENT

I, (patient name), give my permission to share any medical information,

appointment information, or pick-up supplements on my behalf to the following person or persons.

SHARING OF CONFIDENTIAL INFORMATION

I authorize the following people to share my health history, labs and/or records on my behalf.

NAME

RELATIONSHIP

CONTACT PHONE

SUPPLEMENTS

I authorize the following people to pick up supplements on my behalf. If SAME AS ABOVE, initial:

NAME

RELATIONSHIP

CONTACT PHONE

IN CASE OF EMERGENCY

Please contact the following person(s); If SAME AS ABOVE, initial:

NAME

RELATIONSHIP

CONTACT PHONE

HIPAA

| hereby certify that | have received & reviewed the Notice of Privacy Practices for Purity Integrative Health &
Wellness Center, PLLC. | understand that if | have objections or concerns with this policy, | must notify Purity
Integrative Health & Wellness Center, PLLC per the instructions in the Notice of Privacy Practices. | also understand
that | may revoke the above permissions at any time via written request.

Patient Name (Print)

Signature (Patient/Parent/Guardian)
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Financial Agreement — Updated 10/10/23

Thank you for choosing Purity Integrative Health & Wellness Center for your Naturopathic care. We know
you have many choices in providers and we appreciate your business. We look forward to a relationship
with mutual trust and an opportunity to help you obtain optimal health. As you know, payment for services
is part of your care and part of our professional relationship. We have developed a financial agreement to
make these obligations clear from the beginning.

NEW PATIENT DEPOSIT

We require a deposit of $50 for all new patient appointments scheduled. This deposit will be used for patient responsibility if any after your
insurance processes your date of service or used for the Late Cancellation/No Show fee. If your insurance pays 100% of the allowed amount for
each visit, you may request a refund of the deposit This deposit is not be used for supplement purchases. Initials

UNINSURED PATIENTS/TIME OF SERVICE/SELF-PAY

Payment is due at the time of service. Purity Health accepts checks and most major credit cards; we DO NOT accept cash. There is a discount
for those paying for services in full at the time of service. If payment is not paid at the time of service, the price will revert to the uninsured
price AND a $10 billing/late fee per month of non-payment will be assessed. Initials

INSURANCE COVERAGE AND PAYMENTS

We will gladly bill your insurance. It is your responsibility to obtain and verify coverage for the services provided at Purity prior to your
scheduled appointment, we will provide you with a form that will show you the questions and codes to verify. If you have a co-pay, this will
be due at the time of service, should you choose not to pay at the time of service, a $10 fee will be added. If your insurance denies coverage,
you will become a self-pay patient (refer to section above). If they cover only a portion or your visit is subject to your deductible, it is your
responsibility to pay the remaining balance (co-insurance and/or deductible). In the event that your insurance coverage has changed, it is your
responsibility to provide us with the new insurance company/card, member ID number, and group number. If these are not received within
the timeframe assigned by your insurance, you will be responsible for the full cost of the office visit that is not covered by your insurance
company. At that time, we will provide you with a superbill and you may personally re-submit the bill to your insurance company for
reimbursement. Initials please initial even if you do not have insurance)

—

TELEMEDICINE (VIRTUAL VISITS)
Virtual Visits/TeleMedicine visits are allowed by insurances AT THIS TIME. These Virtual Visits/TeleMedicine will be subject to a copay or other
patient responsibility as determined by your insurance. Please verify your benefits for this type of service. Initials

THIRD PARTY PAYORS

If you are involved in an accident of any type, Purity will submit to third party payors such as PIP (Personal Injury Protection) for a Motor
Vehicle Accident, or L&I (Labor & Industry)/WC (Worker’s Compensation) for an injury that occurred while at work. It is your responsibility to
provide ALL information, claim numbers, attorney information, etc., PRIOR to being seen. If you do not have this information, we will have
you pay for the visit up front and YOU can request reimbursement from your insurance company, we will supply a superbill. If you do not have
PIP coverage or your L&I/WC claim is denied, you will revert to an uninsured patient required to provide payment at the time of

service. Please note that issues or conditions that are outside the parameters of your PIP or L&I/WC coverage will need to be scheduled for a
different visit on a different day as we have to create a totally separate chart for accidents. Initials

PHONE CONSULTATIONS

Phone visits will be scheduled by physician authorization only and will be charged a flat rate of $55 for each 1-15 minutes on the phone, $110
for 16-30 minutes, $165 for 30-45 minutes & $220 for 45-60 minutes. We will not bill your insurance for phone calls. The fee will be waived if
it is determined that an in person office visit is required. The fee will also be waived if it is a question limited to a current and documented
treatment plan and does not require a new chart note. Initials

EMAIL CORRESPONDENCE
Due to HIPAA regulations, email consultations are not permitted. If there is an extenuating circumstance, we may make exceptions and these
will be discussed ahead of time. There will be a $15 charge for each email received and responded to. Initials

MISSED OR LATE CANCELLED APPOINTMENTS

It is a professional courtesy and our policy to provide 48 hours’ notice if you cannot keep an appointment. You will receive a text message or
phone call/email 7 days (and 2 days) prior to your appointment which gives you plenty of time to respond in the time frame. There will be a $50
charge for your first appointment cancelled less than 48-hours in advance or missed all together, the second late cancellation or no-show will
have a fee of $75, the third is $100, and the fourth visit will have a fee of $150 and a deposit of $50 required prior to scheduling your next
appointment. If you are late to an appointment, please understand that you have a scheduled time, and this may result in your appointment
being cut short to remain within the parameters of your scheduled appointment time or you may be turned away and rescheduled resulting in
a late cancel/no show fee. Initials
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RETURNED CHECKS
There will be a $50 fee for returned checks in addition to the NSF fee from our bank. Please note that you will still be responsible for charges
and asked to pay with a credit or debit card. Initials

COLLECTIONS
Should we be required to send your account to collections due to failure to pay, there will be a $50 collection fee. Initials

LABORATORY SERVICES

As a courtesy, we have a LabCorp phlebotomist on-site, however, at the WA location, she is not an employee of Purity. If labs are ordered, you
will be given a requisition to bring to the lab, either in house or to another LabCorp location. You are responsible for ensuring coverage of
these labs and your financial obligation will be between you and the lab. Please direct financial questions regarding lab fees to the original lab
you had your services performed. If you do not have coverage and our clinic offers you an uninsured prepay patient discount, you are then in
contract with Purity to pay your bill and this is due the SAME DAY you have your blood drawn. If a test is ordered that initiated additional
testing (called “reflex”), you will be billed the additional costs incurred. Initials

SUPPLEMENTS, HERBS AND SKINCARE

Supplements and herbs are recommended by your provider for general health and most conditions. Patients may choose to purchase them
from Purity Integrative Health & Wellness Center, PLLC OR at recommended health food stores or via our online partners,

FullScripts (Wellevate),WholeScripts (Xymogen), and Epionce. There is a 30-day return policy for unopened supplements purchased in our
office. Initials

CREDIT CARD AUTHORIZATION & PAYMENT

Due to changes in Healthcare Policy and increasing high-deductible Health Insurance plans, we have unfortunately experienced higher numbers
of patients with unpaid medical bills. Therefore, we have implemented a new policy in which all patients are required to provide a credit card
to be kept securely on file for future account balances. Please note that this does not change your existing rights with respect to the use of your
card. You are still able to ask for investigation into your insurance company’s decision on a claim. Card numbers are stored securely off-site
with our bank. Card numbers are not kept in our office. If you choose to not keep your card on file, there is a deposit required of $100 for each
visit. This deposit will be used for any patient responsibility as per your insurance.

Co-pays will remain due at time of service as part of the contract between patient and insurance company. We will bill your insurance
company(s) following your visit. They are required to send us and you a copy of the Explanation of Benefits letter detailing what amount was
covered/paid by your insurance and what, if any, amount is owed by you, the patient. The card on your account will be charged as payment in
full for any remaining balance not paid by insurance. You will receive receipts via email as long as we are provided with your email address
(required). Transactions are run as credit, not debit, and are listed as “Purity Integrative Health and Wellness Center” or “Purity Health” on
your statement. If you have any questions about this agreement, please contact our Billing office by phone at (425)338-2357. Initials

PATIENT AUTHORIZATION AND UNDERSTANDING

| have read and understand the financial policies of Purity Integrative Health & Wellness Center, PLLC. | agree to abide by the terms of the
financial agreement. | request that payment of benefits be made to Purity Integrative Health & Wellness Center, PLLC and hereby authorize
the release of any information necessary to determine the liability of payment and obtain reimbursement on any claim. | further authorize the
use of my signature below on all insurance submissions for services rendered or to be rendered. | agree that a photocopy of this agreement
shall be as valid as the original. This authorization shall remain valid until revoked by me in writing and there has been a termination of services
with Purity Integrative Health & Wellness Center, PLLC.

Thank you for your understanding and cooperation in our financial policies. As stated before, payment for services is part of your treatment
and part of our professional relationship. This creates mutual respect and trust between physician and patient. Should you default on any of
the above financial terms and obligations, we will no longer be able to see you at the clinic. We appreciated your support in helping us to
continue to serve you and others.

Patient’s Legal Name:

Name of Legal Guardian if applicable:

Patient’s or Legal Guardian’s Signature: Date:
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