PATIENT INSURANCE INFORMATION:

Dr. Carrie Jones will bill your insurance carrier if proper coverage verification is received.  Please complete the required insurance information and acknowledgement fields below, as well as the Insurance and Financial Policies page attached. Please include a front & back copy of your primary insurance card to the front desk.

NOTE:  We bill primary insurance only.  We are unable to bill Medicare/Medicaid.
I.   Patient Name:













     Address:














     City:




 State:



 Zip:




     Preferred Phone #:




 Additional Phone #:






     Name of Employer: ____________________________ Address: _____________________________
    Patient’s: Date of Birth (required)       /        /       Social Security # (required) __________________
  *Would you like to receive Dr. Jones’ newsletters? E-mail: ____________________________________________








              All information is private, will not be sold and has the ability to unsubscribe


II.  Insured Name (required if different than patient):








     Address:














     City:




 State:



 Zip:




     Day Phone #:

  Eve Phone #:

      Relationship to Patient:___________________

     Employer of Insured (required if different than patient) ____________________________________
     Insured’s: Date of Birth (required)      /       /       Social Security # (required)__________________
III. Name of Insurance Company:










      Claims Address:












      City:




 State:



 Zip:




      Phone #:



 Group or Policy #:


 ID#:____________________
PATIENT RESPONSIBILITY ACKNOWLEDGEMENT & ASSIGNMENT AUTHORIZATION:

1) I understand that I am financially responsible for all charges not paid by my insurance, with payment expected from me within 30 days of statement notification.  I understand that non-compliance with payment terms can immediately result in my forfeiture of any and all insurance billing options extended to me by Dr. Jones.  

2) I authorize release of information in my medical history to my insurance company and assign all benefits for unpaid services to Dr. Jones.  A photostatic copy of this authorization shall be considered as effective as the original.  Assignment will remain in effect until revoked by me in writing. 

Patient Signature:






Date:________________________
Carrie Jones, ND - 7357 SW Beveland St. Suite 200, Tigard, OR 97223  ph: 503.670.4941  fax: 503.670.4954
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Carrie Jones, ND
*By acting on your health now – the future will change accordingly*©

Patient Information
Name: ________________________________Date of Birth: _________Age:_____Date: ________
Address: ____________________________city/state/zip_______________________Gender: M    F

Preferred phone number: _________________________ Alternate phone: ____________________

*Is it okay to leave a general message at this number from Dr. Jones or her staff?  Yes
No
Social Security Number: ____-___-____  Employer: ______________________________________

Emergency contact: ____________________phone:_____________ relation to you: ____________
Who may we thank for referring you? __________________________________________________
*Would you like to receive Dr. Jones’ newsletters? E-mail: ____________________________________________








              All information is private, will not be sold and has the ability to unsubscribe
Medical History
Currently, what are your most important health concerns? What is your priority?

1. _____________________________________________________________

2. _____________________________________________________________

3. _____________________________________________________________

*Do you know very much about our approach? _______________________________________________
*What expectations do you have from THIS VISIT to our clinic?  __________________________________________
_______________________________________________________________________________________
*What is your present level of commitment to improving your health and addressing any underlying causes of your signs and symptoms that relate to your lifestyle? (please rate from 0 – 10 with 10 being 100% committed)

0
1
2
3
4
5
6
7
8
9
10

*How much are you willing to change at this time in order to improve your health? (10 = absolutely willing!)

0
1
2
3
4
5
6
7
8
9
10

*Rate your stress levels on a scale of 0-10 on an average week (stress is physical/mental/emotional/environmental) 
(10=major stress!!)

0
1
2
3
4
5
6
7
8
9
10

*What behaviors or lifestyle habits do you currently engage in regularly that you believe supports your health? _______________

_________________________________________________________________________________________________________
*What behaviors or lifestyle habits do you currently engage in regularly that you believe are not helping your health? __________

___________________________________________________________________________
What potential obstacles will keep you from changing any unhealthy lifestyle habits? What potential obstacles will keep you from following the therapeutic protocols we will be sharing with you? 
_____________________________________________________
Carrie Jones,ND: 7357 SW Beveland St. Suite 200, Tigard, OR 97223  ph: 503.670.4941  fax: 503.670.4954                                                             
Medication/Supplement History (taking on a regular basis)
Please list any medications you are taking and for what conditions:

___________________________
      ____________________________
    ____________________________

___________________________         __________________________

    ____________________________

Please list any natural supplements/vitamins/minerals/herbs you are taking and for what condition?

______________________________
_________________________
____________________________

______________________________
_________________________
____________________________

X-rays and Special Studies



normal    abN.   date

 
normal  abN.   date

normal    abN.
date

EEG

____
____  _____ psych evaluation
____
____  _____
MRI
____
____
_____

ECG/EKG
____
____  _____ reading./writing
____
____  _____
CT scan
____
____
_____

Hearing test
____
____   _____ speech/language
____
____  _____
x-ray
____
____
_____

Mammogram
____
____  _____ DEXA/bone density
____
____  _____colonoscopy
____
____
_____

Please check if you have had a major injury, surgery or hospitalization, the date and the reason:

Injury
Surgery
   Hospitalization










_____
  _____
     _____ 
1. Date: _________ Reason:_____________________________________
     

_____
  _____
     _____ 
2. Date: _________ Reason: _____________________________________


Current weight? _________ Has this changed recently? Y  N

Current height? __________Has this changed recently? Y  N

Food intolerances or food allergies: ____________________________________________________________
Medication allergies: ______________________________________________________________________
Environmental/ animal allergies: ______________________________________________________________
Major illness, sickness, disease process or head injury you have experienced in the past or are currently diagnosed with:

Name:____________________________ Date:____________   
Name: ____________________________Date: ____________
Name:____________________________ Date:____________   
Name: ___________________________ Date: ____________
Family/Personal medical history:  Please list if it is you, mother, father, sister, brother, aunt, uncle, grandmother or grandfather

Arthritis: _____________
Allergies _____________
Eczema ____________
Hay fever __________
Hypertension _______

Mental illness ___________   Diabetes ___________
Osteoporosis _____________  Heart Disease ______________

Cancer (please list type and age of diagnosis) ____________________________________________________________________

Do you come from Scandinavian, Irish, Scottish, Welsh, Japanese, Coastal Native American, or Northern Asian ancestry?_________ 

Review of Systems:
Although this section may seem lengthy, it gives me the entire picture of your history so that I can address your concerns during our office visits.  Thank you for your patience.


0 = as the least/never to 3 = as the most/always

Category I (colon)






Category II (Gastric Enzymes)
Feeling that the bowels do not empty completely
0   1   2   3
      Excessive belching/burping/bloating          0   1   2   3

Lower abdominal pain relief by passing stool/gas
0   1   2   3
      Gas immediately following a meal
   0   1   2   3

Alternating constipation and diarrhea

0   1   2   3
      Offensive breath


   0   1   2   3

Diarrhea





0   1   2   3
      Difficult bowel movements
         
   0   1   2   3

Constipation




0   1   2   3
      Sense of fullness during and after meals     0   1   2   3

Hard dry or small stool



0   1   2   3
      Difficulty digesting fruits and vegetables   0   1   2   3

Coated tongue or “fuzzy debris” on tongue

0   1   2   3
      Undigested foods found in stool 
   0   1   2   3

Pass large amount of foul smelling gas

0   1   2   3



More than 3 bowel movements daily

0   1   2   3

Need to use laxatives/bowel stimulants

0   1   2   3
Carrie Jones,ND: 7357 SW Beveland St. Suite 200, Tigard, OR 97223  ph: 503.670.4941  fax: 503.670.4954                                                                                  
0 = as the least/never to 3 = as the most/always

Category III (Gastric Irritation)






Category IV (Pancreatic Enzymes)

Stomach pain/burning/aching 1-4 hours after meals
0  1  2  3

Roughage and fiber cause constipation
0  1  2  3

Do you frequently use antacids


0  1  2  3

Indigestion/fullness lasts 2-4hrs after meals
0  1  2  3

Feeling hungry and hour or two after eating

0  1  2  3

Pain/tender/sore under left rib cage

0  1  2  3

Heartburn when lying down or bending forward
0  1  2  3

Excessive passage of gas


0  1  2  3

Temporary relief from antacids/food/milk/carbonated
0  1  2  3

Nausea and/or vomiting


0  1  2  3

Digestive problems ease up with rest/relaxation
0  1  2  3

Stool foul smelling, mucous-like, greasy,

Heartburn due to spicy foods, chocolate, citrus, peppers

or poorly formed



0  1  2  3

            Alcohol, and/or caffeine


0  1  2  3

Category V (Biliary)






Category VI (Blood Glucose)
Greasy or high fat foods cause distress

0  1  2  3

Crave sweets/sugar during the day

0  1  2  3

Lower bowel gas/bloating several hours after meals
0  1  2  3

Irritable if meals are missed

0  1  2  3

Bitter metallic taste in mouth, especially in morning
0  1  2  3

Depend on caffeine to keep yourself going
0  1  2  3

Unexplained itchy skin



0  1  2  3

Get lightheaded if meals are missed

0  1  2  3

Yellowish cast to eyes



0  1  2  3

Eating relieves fatigue


0  1  2  3

Stool color goes from clay color to normal brown
0  1  2  3

Feel shaky, jittery, tremors if don’t eat
0  1  2  3

Reddened skin, especially the palms

0  1  2  3

Agitated, easily upset, nervous if don’t eat
0  1  2  3

Dry or flaky skin and/or hair


0  1  2  3

Poor memory, forgetful


0  1  2  3

History of gallbladder attacks or stones

0  1  2  3

Have you had your gallbladder removed

yes    no

Category VIII (Adrenal Fatigue)






Category VII (Insulin Resistance)

Cannot stay asleep, wakes in middle of night

0  1  2  3

Fatigue after meals


0  1  2  3

Craves salt, salty foods, puts extra salt on food
0  1  2  3

Craves sweets/sugar during the day

0  1  2  3

Slow starter in the morning


0  1  2  3

Eating sweets does not stop sweet craving
0  1  2  3

Afternoon fatigue
 (mid-afternoon dip in energy)
0  1  2  3

Must have sweet/sugar after meals

0  1  2  3

Dizziness when stands up quickly


0  1  2  3

Waist is equal to or larger than hips

0  1  2  3

Afternoon headaches



0  1  2  3

Frequent urination


0  1  2  3

Headaches with exertion or stress headaches

0  1  2  3

Increased thirst and/or appetite

0  1  2  3

Weak nails




0  1  2  3

Difficulty losing weight


0  1  2  3

Hits the snooze button a lot/can’t get going

0  1  2  3

Needs caffeine in the morning to get going

0  1  2  3

Needs caffeine in afternoon to make it through
0  1  2  3
Category IX (Cortisol Elevation)






Category X (Thyroid – Decreased)

Cannot fall asleep



0  1  2  3

Tired, sluggish



0  1  2  3

Perspire easily




0  1  2  3

Feel cold – especially hands and feet
0  1  2  3

Under high amounts of stress 


0  1  2  3

Require lots of sleep to function properly
0  1  2  3

Weight gain when under stress


0  1  2  3

Increase in weight even with low calories
0  1  2  3

Wake up tired even after 6 or more hours sleep
0  1  2  3

Gain weight easily


0  1  2  3

Excessive perspiration even with minimal activity
0  1  2  3

Difficult, infrequent bowel movements
0  1  2  3









Depression, lack of motivation

0  1  2  3









Morning headache that wears off during day
0  1  2  3

Category XII (Pituitary – Decreased)



Outer third of the eyebrows missing/thin
0  1  2  3

Diminished sex drive



0  1  2  3

Thinning of hair on scalp, face, genitals
0  1  2  3

Menstrual irregularities or lack of menstrual cycle
0  1  2  3

Excessive hair falling out or getting worse
0  1  2  3

Increased ability to eat sugar without symptoms
0  1  2  3

Dryness of skin and/or scalp

0  1  2  3









Mental Sluggishness


0  1  2  3

Category XIII (Pituitary – Increased)





Category XI (Thyroid – Increased)

Increased sex drive



0  1  2  3

Heart palpitations



0  1  2  3

Tolerance to sugars reduced


0  1  2  3

Inward trembling



0  1  2  3

“Splitting” type headaches



0  1  2  3

Increased pulse, even at rest

0  1  2  3









Nervous and emotional


0  1  2  3









Insomnia



0  1  2  3









Night sweats



0  1  2  3



Carrie Jones,ND: 7357 SW Beveland St. Suite 200, Tigard, OR 97223  ph: 503.670.4941  fax: 503.670.4954   
                Please circle appropriate number with 

‘O’ being never and ‘3’ as the most/always
**Please answer all questions in regards to the last few weeks – not how have you felt in the past.**

Brain Health

*Is your memory noticeably declining?
         0  1  2  3  

*Having a hard time remembering names?      0  1  2  3  
*Having a hard time remembering numbers?   0  1  2  3  

*Ability to focus is declining?

         0  1  2  3  

*Becoming harder to learn things?
         0  1  2  3  

*Harder time remembering appointments?       0  1  2  3  

*Is your temperament getting worse?               0  1  2  3  

*Attention span decreasing with long events?  0  1  2  3  

*Feeling down or sad more than usual?
         0  1  2  3  

*Fatigue sooner when driving than in past?     0  1  2  3  

*Fatigue when reading sooner than in past?     0  1  2  3  

*Do you walk into rooms and forget why?       0  1  2  3  

*Forget why you picked up your cell phone?   0  1  2  3  

Section S:
*Losing your pleasure in hobbies/interests?     0  1  2  3  
*Feel overwhelmed with ideas to manage?      0  1  2  3  
*Have feeling of inner rage/anger?                   0  1  2  3  
*Have feeling of paranoia?

         0  1  2  3  
*Feel sad or down for no reason?                     0  1  2  3  
*In general, you are not enjoying life?             0  1  2  3  
*Feel a lack of artistic appreciation?                0  1  2  3  
*Feel depressed in overcast/rain weather?        0  1  2  3  
*Losing your enthusiasm for favorite activities?0 1 2  3  
*Losing enjoyment for favorite foods? 
         0  1  2  3  
*Losing enjoyment of friendships/relationships?0 1 2 3  
*Difficulty falling into a deep sleep?
         0  1  2  3  
*Feeling of dependency on others?                   0  1  2  3  
*Feel more susceptible to pain? 

         0  1  2  3  
*Feelings of unprovoked anger?                       0  1  2  3  
*Losing interest in life?


         0  1  2  3  
Section G:

*Feel anxious or panic for no reason?
         0  1  2  3  

*Feelings of dread or impending doom?          0  1  2  3  

*Feel knots in your stomach?

         0  1  2  3  

*Feelings of overwhelm for no reason?            0  1  2  3  
*Feelings of guilt about everyday decisions?   0  1  2  3  
*Does your mind feel restless?                         0  1  2  3  
*Difficult to turn your mind off when relaxing?0  1 2 3  
*Do you have disorganized attention?              0  1  2  3  
*Worry about things you didn’t used to before?0 1  2 3  *Feelings of inner tension?

         0  1  2  3  
*Body tends to be tense or stiff?

         0  1  2  3  
*Trouble relaxing/loosening up?                      0  1  2  3  
*Feel overstimulated/overstressed?
         0  1  2  3  
**Please answer all questions in regards to the last few weeks – not how have you felt in the past.**

Section D:
*Feelings of hopelessness?
                      0  1  2  3  
*Have self-destructive thoughts?
         0  1  2  3  

*Have an inability to handle stress?
         0  1  2  3  *Have anger and aggression with stress?
         0  1  2  3  *Not rested even after long hours of sleep?      0  1  2  3  
*Prefer to isolate yourself from others?            0  1  2  3  
*Have unexplained lack of concern for 

Friends and family?

                      0  1  2  3  
*Distracted easily?

                      0  1  2  3  
*Inability to finish tasks?                                  0  1  2  3  
*Need to drink caffeine to stay alert and awake?0 1 2 3  
*Libido has been decreased?
                      0  1  2  3  
*Lose your temper for minor reasons?             0  1  2  3  
*Lack of energy
                                   0  1  2  3  
*Lack of motivation?
                                   0  1  2  3  
*Feelings of worthlessness?

         0  1  2  3
Section A:

*Feel your visual memory is decreased? 
         0  1  2  3
       (ex. can’t remember where you  put everyday objects such as your keys or bills or shoes or papers.)

*Feel your verbal memory is decreased?
         0  1  2  3
             (ex. Difficulty finding your words when talking)

*Feel you have memory lapses more often?    0  1  2  3
*Your creativity is decreasing?

         0  1  2  3
*Difficulty calculating numbers?(no calculator)0 1  2 3
*Difficulty remembering names/faces?            0  1  2  3
*Difficulty remembering lists, directions or


verbal instructions?                              0  1  2  3
*Feel like your opinion about yourself 

has changed?



         0  1  2  3
*Experiencing excessive urination?
         0  1  2  3
*Experiencing slower mental response?
         0  1  2  3
*Harder time learning things than before         0  1  2  3
*Feeling ‘brain fatigue’ or ‘brain dead’ lately?0  1  2  3
Stress:
*Do you always have something that 
must be done?                                                   0  1  2  3  

*Feel you never have time for yourself?          0  1  2  3  

*Have people to share your problems with?     0  1  2  3  

**Please answer all questions in regards to the last few weeks – not how have you felt in the past.**

Example: if you have a history of depression but not now, do not mark depression as your current symptom.

Carrie Jones, ND  7357 SW Beveland St, Suite 200  Tigard, OR 97223  p/503.670.4941  f/503.693.1954

Reproductive Health

Sexual orientation:  Heterosexual     Homosexual    Bi-sexual

Are you sexually active?   Y   N   P

Type of birth control (if applicable): _______________________ For how long? ______________________ Happy with it?  Y   N

History of birth control pill, ring, patch, injection or other hormones?  Yes    No    For how many years? _______  

History of sexually transmitted infections? ______________________________________________________________________

# of Total Pregnancies: ______
# of abortions: ______
# of miscarriages: _____
# live births: ______

Women 




0 = as the least/never to 3 = as the most/always

Category XVI (Menstruating females only)




Category XVII (Menopausal Women)

Are you peri-menopausal?



Yes    No
How long have you been post-menopausal? _______

Do your cycles change lengths? Ie. 28 days then 40?   Yes    No
Have you ever bled again since stopping?  Yes   No

Endometriosis?




Yes    No
Hot flashes

0  1  2  3

Poly-cystic Ovarian? PCOS


Yes    No
Mental Fogginess

0  1  2  3

Pain and cramping with your periods

0  1  2  3

Disinterest in sex

0  1  2  3

Heavy blood flow



0  1  2  3

Mood swings

0  1  2  3

Breast pain and/or swelling, before or during period 
0  1  2  3

Depression

0  1  2  3

Irritable and depressed, before or during period
0  1  2  3

Painful intercourse
0  1  2  3

Acne break outs




0  1  2  3

Shrinking breasts

0  1  2  3

Facial hair growth



0  1  2  3

Facial hair growth
0  1  2  3

Hair loss/thinning




0  1  2  3

Acne


0  1  2  3

Pelvic pain – not during PMS or your period

0  1  2  3

Increase vaginal pain, dryness or itching 0  1  2  3
Pain with intercourse



0  1  2  3

Sexual difficulties
0  1  2  3

Sexual difficulties



0  1  2  3

Breast Lump or pain?
Yes   No
Trouble conceiving



0  1  2  3



History of cysts/fibroids/polyps


Yes    No

Vaginal discharge you are concerned about now?
Yes    No

Nipple discharge




Yes    No

How old were you when you started your period?
_______

How many days are your cycle?(ie.28days)__________Are you regular? ________How many days do you bleed? ________
Notice of Privacy

The following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected information.  Under the federal law, however, you may not inspect or copy the following records: psychotherapy notes, information compiled in reasonable anticipation of, or us in, a civil, criminal, or administration action or proceeding, and protected health information is subject to law that prohibits access to protected health information.  You have the right to request a restriction on your protected health information.  This means that you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment, or healthcare operations.  You may also request that any part of your protected health information no be disclosed to family members or friends who may be involved in your care or for notification purposes as described by the Notice of Privacy Practices.  Your request must state the specific restriction requested and to whom you want the restriction to apply.  Your physician is not required to agree to a restriction that you may request.  If your physician believes it is not in your best interest to permit use and disclosure of your protected health information, your protected health information will not be restricted.  You then have the right to use another Healthcare Professional.  You have the right to request to receive confidential communication from us by alternative means or at an alternative location.  You have the right to obtain a paper copy of this notice from us upon request, even if you have agreed to accept this notice alternatively, ie. Electronic.  You have the right to have your physician amend your protected health information.  If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any rebuttal.  You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.  We reserve the right to change the terms of this notice and will inform you by mail of any changes.  You then have the right to object or withdraw as provided in this notice.

Complaints:

You may complain to us or the Secretary of Health and Human Services if you believe your privacy rights have been violated by us.  You may file a complaint with us by notifying our privacy contact of your complaint.  We will not retaliate against you for filing a complaint.
This notice becomes effective on or before February 1, 2007

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information.  If you have any objections to this form, please speak to your physician.

Signature below is only acknowledgement that you have received and read this Notice of our Privacy Practices:

Print Name: __________________________________________ Signature: _____________________________________ Date: __________
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Insurance and Financial Policies for Dr. Carrie Jones:
1)Insurance: 










_____Initial
Dr. Carrie Jones does participate or contract with certain insurance companies.  If she does not participate with your particular insurance company at this time, she may still be able to bill as an out-of-network provider. Knowing your insurance coverage is your responsibility – please contact them with questions about your coverage before your visit.  

In some cases, care agreed to be medically indicated by the physician and the patient may not be covered by insurance (for example: laboratory work-up, annual exams, pre-existing conditions, IV Therapy) and you will be required to pay for these services.  Please check with your insurance company to find out if there are any exclusions in your individual policy.  It is important to understand that a verbal confirmation of coverage over the phone from the insurance company does not guarantee payment by them. As is not uncommon for an insurance company to misquote a policy, we recommend reviewing your policy to confirm that the information we received is correct.  It is the patient’s responsibility to follow up if a claim is not paid. Please be aware that you are responsible for the balance of your claim as decreed by your insurance company.
2)Co-Payments and Deductibles:







_____Initial
By signing this agreement you agree to pay your co-payment, co-insurance and/or deductible and any fees that your insurance company does not cover.  Co-payment or co-insurance is an arrangement between you and your insurance company.  Failure on our part to collect co-payments, co-insurance and deductibles from patients could be considered fraud.  Please be informed about your co-payment, co-insurance and deductible.

3)Proof of Insurance:









_____Initial
All patients with insurance coverage must complete the patient intake forms and provide a current valid insurance card.  This card will be copied and stored with your patient chart.  If insurance coverage changes or expires, please provide a current card as soon as it is issued.

4) If you do not have insurance, payment in full is expected at the time of services rendered.
_____Initial
5)Supplements and IV Therapy








_____Initial
Supplements and IV Therapy are not covered by insurance companies.  Payment in full is expected at the time of purchase.  We are prohibited from accepting returns once a safety seal has been broken.  There is no requirement to purchase recommended supplements from our office.  There are several stores locally that may carry similar products.

6)Non-Payment:









_____Initial
If your account is over 90 days past due, you will receive a letter stating that you have 30 days to pay your account in full.  Partial payments will not be accepted unless otherwise negotiated.  Please be aware that if a balance remains unpaid, your account may be referred to a collection agency and charged a processing fee of $75 and you and your immediate family members may be discharged from this practice.  If this is to occur, you will be notified by regular and certified mail that you have 30 days to find alternative medical care.  During that 30 day period, our physician will only be able to treat you on an emergency basis.  It is your responsibility for all fees incurred to obtain payment.

There is a $35.00 fee for returned checks to cover bank fees.  

7)Late Cancellations/Missed Appointments:






_____Initial
As a courtesy to other patients requiring services, we request that you provide notice of cancellation 

24 hours in advance of your appointment.  Patients who do not give 24 hours notice for a missed appointment will be charged a fee of $35.00.  After two missed appointments, you will be charged for the entire time reserved for you on the schedule.   Exceptions are made for emergency/serious cases.

Authorization:

· I have read the above 2 pages of information and agree regardless of my insurance status to be responsible for the balance of my account.  I agree to pay for all services rendered not covered by my insurance and to notify this office should there be any changes to my insurance coverage.

AND

· I authorize the release of any medical or other information necessary to process any claims.

AND
· I authorize payment of medical benefits to Carrie Jones, ND/SolLuna Medicine, LLC for all services rendered.
Name (please print): ________________________________Signature:______________________________Date:_________
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