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I’'m very grateful our paths have crossed and that we will be meeting together very soon. | am excited to get to
know you, what your health issues are and to help you start healing. In the mean time before we meet, some
paperwork will be needed. This will ensure that | have the best overall picture of how to help you. In this file you
will find the paperwork and everything that you will need to make the most of your initial appointment.

Please fill this paperwork out completely and sign where appropriate (last 2 pages). Bring the paperwork with
you to the session completely filled out. If this is not done, 20-30 minutes of the session will be lost and no
additional time will be added. If we are having a phone consultation, please fill out, scan and return to me
through email the night before our first session (dr@drscottgraves.com).

Initial 1st appointment (55 minutes - $145):

e We will go over a thorough and detailed health history (20-30 minutes). Even though you fill out
paperwork, more questions may be asked for further clarification into your specific issues.

e We also will do treatment (acupuncture normally) if the appointment is done in the clinic.

e Intuitive testing (applied kinesiology), tongue diagnosis and pulse diagnosis. Using the Nutrition Response
Testing format through the pulse, you will be tested for the weakest organs, glands or parts of the body
that need the most physical healing and what organic whole food supplements can help those parts of the
body to best heal. You body is also tested for heavy metals, chemicals, food sensitivities, pathogens or
scars that may be causing confusion in your nervous system. If a full detoxification is needed, it may be
suggested. Supplements are always recommended and those are an additional cost, usually between 80-
$120.

e This cost of the initial appointment also includes full access to Dr. Scott’s incredible online course called
Total Gut Transformation ($100 value). If it is a distance session being done over the phone, payment can
be made by credit card. Payment is made in full at the end of the 1% appointment with cash, check or
credit card.

Follow up appointments (55 minutes - $100)

e We will go over a detailed report discussing what was found in the testing (20-30 minutes). The focus of
this report is mostly on physical healing. You are encouraged to ask questions. Other resources will be
presented here that will greatly aid you in the healing process.

e Healthy clean eating. Many people have questions about what to eat and what is best for them. Dr. Scott
will give some general recommendations about how to eat in order to heal.

e Acupuncture treatment will be performed. In phone consultations on the 2™ visit, we generally tend to
jump right into emotional release.

e Express acupuncture visits (30 minutes - $60) are available for those that need to be seen more than once
per week. Usually this is for those with acute injuries.

*There is a 24 hour rescheduling/cancellation policy. You are encouraged to put in a 48 hour (2 day) reminder in
your phone so that you can have adequate time to reschedule or cancel. Rescheduling or canceling that is done
within 24 hours will be subject to the full cost of an hour long session (S95).

Chinese medicine is a complete system of medicine and my mission is to bring the brilliance of this medicine to the
world and to help as many people as possible by natural means. Any and all health problems can be treated with
Chinese medicine including headaches, asthma, depression/anxiety, digestive issues, pain, PMS symptoms,
infertility, fatigue, insomnia, skin issues (acne, eczema, dermatitis), or anything else.

www.drscottgraves.com / 407-255-0314 / Office Hours: Monday-Thursday 9am-12pm / 2pm-6pm



Health And Well Being History Form

Name: Email:
Address: City, State, Zip:
Home Phone: Profession:
Cellular Phone: Referred by:
Date: Date of Birth:

PART . TRIUNE

* Please answer the following questions WELLNESS CENTER
honestly and to the best of your ability.

Describe the problem(s) for which you seek help. Please include dates when each problem occurred:

Past medical history (previous injuries, accidents, surgeries, etc. Please describe and include approximate dates:

List the medications (including over the counter) and supplements you are currently taking:

Have you ever had this problem before,and ifso when?

Whatare your goals in us working together?

Please listany other kind of healthcare professional you are seeing for this/these problem(s):

Please list any medical tests you have had within the past year:




URINARY CARDIOVASCULAR RESPIRATORY DIGESTION

MUSCLES/JOINTS NERVOUSSYSTEM

PART 2.

* Please mark the circle that best

describes the frequency you experience
the below conditions. Leave blank if
there is never a problem

Rarely (once a month or less)

I
2 Occasionally (Iess than once a week)
3 Frequently (more than once a week)

S

Constantly

@ @ @ @ Loose stool or Diarrhea

@ @ @ @ Gasor belching

@ @ @ @ Blood in stool

@ @ @ @ Constipation

@ @ @ @ Stomach or intestinal pain

@ @ @ @ Black or dark stool

@ @ @ @ Poor digestion

@ @ @ @ Heartburn

@ @ @ @ Light colored stool

@ @ @ @ Parasites

@ @ @ @ Excessive appetite

@@@@

Difficulty digesting
oily food

M Q B) @ Acidreflux

@ @ @ @ Poor appetite

High cholesterol

@ @ @ @ Hiatal Hernia

@ @ @ @ Irritable bowels

Gall stones

@ @ @ @ Nausea / vomiting

@ @ @ @ Hemorrohoids

@ @ @ @ Wet cough

@ @ @ @ Nasal problems

Other:

@ @ @ @ Dry cough

@ @ @ @ Poor sense of smell

Pneumonia

@ @ @ @ Chest tightness

@ @ @ @ Sinus problems

Asthma

@ @ @ @ Shortness of breath

@ @ @ @ Allergies

Emphysema

@ @ @ @ Congestion

@ @ @ @ Hay fever

Bronchitis

@ @ @ @ Wheezing

@ @ @ @ Catches colds easily

Do you smoke?
Number per day:

@ @ @ @ Hypertension

@ @ @ @ Restlessness

Heart disease

@ @ @ @ Hypotension

@ @ @ @ Heart palpitation

Phlebitis

@ @ @ @ Chest pain

@ @ @ @ Slow heart rate

Poor blood clotting

@ @ @ @ Dizziness

@ @ @ @ Poor circulation

Heartattack
How many times?

@ @ @ @ Easily bruised

@ @ @ @ Blood clots

Stroke ]
How many times?

@ @ @ @ Edema

@ @ @ @ Sweaty hands/ feet

0060/c06] 00006
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Other:

(M@ 3 @ Coldhands/ feet

@ @ @ @ Anemia

@ @ @ @ Painful urination

@ @ @ @ Earaches

Low back pain

@ @ @ @ Incontinence

Hearing impairment

Knee problems

@ @ @ @ Difficulty with urination

Kidney stones

Other:

@ @ @ @ Ringing in ears

Kidney infections

Ry
Learning disorder Head injury I%I;rgg:ous disorder?
Multiple Sclerosis Numbness, Where? History of mold exposure
Muscular dystrophy Tingling, Where? lpnaétcltrilglrllonucleosis

(M (@ (3) (@) T™Jpain (D@ 3 @) ArmWeakness Rheumatoid Arthritis

@ @ @ @ Facial pain

@ @ @ @ Trunk Weakness

Artificial joints

@ @ @ @ Loss of Balance

D @ Q) (@ Difficulty walking

@ @ @ @ Poor coordination

@ @ @ @ Jointswelling

Broken bones, fractures?

@ @ @ @ Leg Weakness

Osteoarthritis

Pins, etc?




MUSCLES / JOINTS (cont)

OTHER

MEN ONLY

WOMEN ONLY

WELL BEING

Mark the circle of painful areas, and indicate

on which side: (R) right and / or (L) left

shoulder (&) (L) lees (&) hk ® O
Arm ® O knee (&) (L) Bk ® O
o ®O  ®© O pLmevenert
Hands @@ - - Neck @@

Hip ®O

bace ® ©

@ @ @ @ Insomnia @ @ @ @ Fatigue Weight loss

@ @ @ @ Depression @ @ @ @ Difficulty with speech Tuberculosis

@ @ @ @ Sleep too much, how long? @ @ @ @ No thirst Thyroid problems
@ @ @ @ Shaky @ @ @ @ Excessive thirst Fibromyalgia

@ @ @ @ Poor memory @ @ @ @ Dry mouth Poor sense of smell
@ @ @ @ aDt'thCUIty paying @ @ @ @ Pain at night Poor sense of taste
DD @ Ay D@ @ @ Hesiscrs Corcr Where?
@ @ @ @ Easily angered @ @ @ @ Migraines Allergies? List:

O @ B @ Aok vetonpe ® @ @ @ Evepain

O @ ®® Pansordedsios @O @ ) @) dryeyes Hepatitis? type: ___
@ @ @ @ Dizziness @ @ @ @ Watery eyes Infectious disease:

Other eye problems?

@ @ @ @ Soft or brittle nails @ @ @ @ Herpes
O @ B @ N Sanesaneerature/ | (yes) (no) Dental problems Candida
@ @ @ @ Fever - - Poor hearing Shingles

@O @ G) (@) cnins

Difficulty swallowing

Chemical dependency

@ @ @ @ Nose bleeds Diabetes
@ @ @ @ Swollen glands Weight gain Skin condition:
@ @ @ @ Prostate problems Impotence Infertility

@ @ @ @ Pain associated with genitals

Problems urinating

Prostate cancer

@ @ @ @ Breast pain or tenderness

Menopausal symptoms:

Ovarian cysts

Are your cycles regular? iosi
Breast lumps Length of ¢ycle: Endometriosis
i i Painful menses with
Nipple discharge heavy or excessive flow PMS
Menopause Painful intercourse Infertility

* Please circle any of the following feelings
you have experienced in the last few months

0606 sl 0EOBE
* 6666 SElCEECE

Please mark the circle that best describes the
level of stress for the below listings

Abused Paranoid Unable to grieve
Criticized Overwhelmed  Apprehensive
Overworked Muddled Agitated
Paralyzed Persecuted Uneasy
Depressed  Guilty Distress
Rejected Easily irritated  Fearful

Despair Anxious Impatient
Helpless Sad Intimidated
Hopeless Grieving Restless

Panic

My family stress is:

QNone OMlnlmaI QModerate QSevere

Intolerant
Uncertainty

My relationship stress is: QNone OMlnlmaI QModerate QSevere

Aggravated

My work stress is:

QNone OMinimaI QModerate QSevere

Annoyed
Angry

My financial stress is:

QNone OMinimaI QModerate QSevere

Outraged

My health stress is:

QNone OMinimaI QModerate QSevere

Nervous
Worried

Other stress is

ONone QMinimal OModerate OSevere




How much time do you have for yourselfto relax and what do you do to relax, ie. hobbies, meditation, etc ?

Do you exercise? And if'so, what kind and how often?

How many hours a night do you sleep? Is yoursleep restful? If not, please explain:
PART 3. 1.Slight awareness of discomfort. normally.
2-3. Awareness o fdiscomfortasan aggravation.
" Please list areas of pain and mark the circle 4-6. Pain is strong but you are still functional.
that best describe the level of discomfort on 7-9.Pain is so strong you are unable to function
ascaleof1to 10 . 10. You feel like you need to go to the emergency room.

DOOOOOO@BO® wumpe neck | DOODOO®DE® DO

ODOBB®OOOB®O®O DOOB®OO®OB®O®O

DOBOB®OOOB®O®® DOOB®OOOE®O®O

DOIB®OO©DOB®®W DOIBOOODOB®®W

PART 4.

" Please shade areas of pain or discomfort on the body diagrams
and make comments on the side if necessary.

BACK COMMENTS:

Left Right




Dally Record of Food Intake | Your diet may be the key to better health.

Please record what you have consumed/eaten for the previous 2 days. Please be sure to include the approximate amount of

each item.

Name:

Day I - Date:

BREAKFAST Time:

LUNCH Time:

DINNER Time:

Meat & Dairy:

Vegertables & Fruits:

Breads, Cereals & Grains:

Fats (butter, margarine, oils, etc.):

Candy, Sweets, & Junk Food:

Water Intake (f1.02):

Other Drinks:

MID-MORNING SNACK Time:

MID-DAY SNACK Time:

NIGHTTIME SNACK Time:

Snack:

Bowel Movements (#andconsistency):

Hours of Sleep:

Quality of Sleep (good) | 2 3 4 5 (poor)

Day 2 - Date:
BREAKFAST Time:

LUNCH Time:

DINNER T7ime:

Meat & Dairy:

Vegertables & Fruits:

Breads, Cereals & Grains:

Fats (butter, margarine, oils, etc.):

Candy, Sweets, & Junk Food:

Water Intake (1. 02):

Other Drinks:

MID-MORNING SNACK Time:

MID-DAY SNACK Time:

NIGHTTIME SNACK Time:

Snack:

Bowel Movements (#andconsistency):

Hours of Sleep:

Quality of Sleep (good) | 2 3 4 5 (poor

1. How many servings (cups) of vegetables do you eat per day?

2. How many servings (cups) of fruits do you eat per day?

w

. Where is your cell phone located when you sleep at night?

4. Do you use non-organic personal care products?

5. How often do you use a microwave?

6. Do you have a water filtration system at home?

If not, where do you get your drinking water from?

~N

. Do you smoke (cigarettes, marijuana or other)?

8. How often do you drink alcohol?




ARBITRATION AGREEMENT
Between patient and Dr. Scott Graves (Triune Wellness, LLC)

Article 1: Agreement to Arbitrate:

Itis understood thatanydispute as to medical malpractice, thatis as to whetheranymedicalservicesrendered under this contract were
unnecessaryorunauthorized orwere improperly, negligently, orincompetentlyrendered, will be determined by submission to a rbitration
as provided bystate andfederallaw,and notbya lawsuitorresortto courtprocess exceptasstateandfederal law provides forjudicial
review of arbitration proceedings. Both partiesto this contract, by entering into it,are givingup their constitutional rig ht to have any such
dispute decided in a court of law before a jury,and instead are accepting the use of arbitration.

Article 2:

All Claims Mustbe Arbitrated: Itis also understood thatanydispute thatdoes notrelate to medical malpractice,including disputes as to
whetherornotadisputeissubjectto arbitration,and procedural disputes willalsobe determ ined bysubmission to bindingarbitration. Itis
the intention of the parties thatthisagreementbinds allparties as to all claims, includingclaims arisingout of orrelating to treatment or
services provided bythe health care providerincludinganyheirs orpast, present, orfuture spouse(s)ofthe patientin relation to all claims,
includinglossof consortium. This agreementis alsointendedto bindanychildrenofthe patientwhetherborn orunbornatthetime of the
occurrence giving riseto anyclaim. Thisagreementisintendedto bind the patient and the health care providerand/or otherlicensed
healthcare providers or preceptorshipinternswhonow orinthe future treatthe patient while employed by, working orassociated with, or
serving as back-up forthe health care provider, includingthose workingatthe health care provider's clinic or office orany otherclinicor
office whethersignatoriesto this formornot. All claims for monetary damagesexceeding the jurisdictional limitofthe sma ll claims court
againstthe health care provider,and/orthe health care provider's associates, association, corporation, partnership, employ ees, agents, and
estate, mustbe arbitrated including, without limitation, claims forloss of consortium, wrongful d eath, e motional distress, injunctive relief,
or punitive damages.

Article 3: Procedures and Applicable Law:

A demandforarbitration mustbe communicatedin writing to all parties. Each partyshallselectanarbitrator (partyarbitra tor)within thirty
days anda thirdarbitrator (neutral arbitrator) shallbe selected bythe arbitrators appointed bythe partieswithin thirtydays thereafter. The
neutral arbitratorshallthenbe the sole arbitratorand shall decide the arbitration. Each partyto the arbitrationshall paysuch party's pro
rata shareofthe expenses and fees of the neutral arbitrator, together with otherexpenses ofthe arbitration incurred rapp roved by the
neutral arbitrator, notincluding counsel fees, witness fees, orotherexpensesincurredbya partyforsuch party'sown benefit. Either party
shallhave the absolute e right to bifurcate the issuesof liabilityand damage uponwrittenrequest to the neutral arbitrator. The parties
consentto theinterventionandjoinderinthis arbitration ofanypersonorentitythatwould otherwise be a properadditional partyin a
courtaction,anduponsuchinterventionandjoinderanyexisting courtaction againstsuch additional person or entityshall be stayed
pending arbitration. The parties agree thatthe provisions ofstate and federal law, where applicable, establishing the right to introduce
evidenceofanyamountpayable as a benefitto the patientto the maximum extent permitted bylaw, limiting the right to recovernon —
economiclosses,andtherightto have a judgmentforfuture damages conformed to periodic payments, shall applyto disputes within this
Arbitration Agreement. The parties furtheragree thatthe Commercial Arbitration Rules of the American Arbitration Association shall govem
anyarbitration conducted pursuant to this Arbitration Agreement.

Article 4: General Provision:

All claims based upon the same incident, transaction, orrelated circumstances shall be arbitratedinone proceeding. Aclaim shallbe waived
and foreverbarredif(1l) on the date notice thereof is received, the claim, ifasserted in a civil action, wouldbe barred by the applicable le gal
statute of limitations, or (2) the claimant failsto pursue the arbitration claim inaccordance with the procedures prescribe d herein with
reasonable diligence.

Article 5: Revocation:
This agreementmayberevoked bywritten notice delivered to the health care provider within30days of signatureandif not revoked will
govern all professional services received by the patientand all otherdisputes between the parties.

Article 6: Retroactive Effect:

If patientintends this agreementto coverservices rendered before the date itis signed (forexample, emergency treatment)
patientshould initialhere. Effective as the date offirst professional services. If any provision ofthe Arbitration Agreementis heldinvalid or
unenforceable, the re maining provisions shallremain infull force and shall not be affected by the invalidity of any other provision. |
understandthat! have therightto receive a copyofthisArbitration Agreement. Bymysignature below, | acknowledge that | have received
a copy.NOTICE:BYSIGNINGTHISCONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL
ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRACT.

Date:
Patient Name (or representative):
Patient Signature:



Consent To Treat Form

I herebyrequestandconsentto the provision ofservices rendered bySco tt Graves and/orotherlicensed providers at Triune Wellness,
LLC.

lunderstandthat methods oftreatment mayinclude, butare notlimited to, acupuncture, moxibustion, manual therapy, ultrasound
therapy, neuromuscularreeducationand/orother physical therapy modalities, cupping therapy, bleeding therapy, Gua Sha, inje ction
therapy, recommendations forherbs and supplements, lasertherapy, injections, electricalstimulation, Tui-Na (Oriental massage), Oriental
herbal medicine, nutritional counseling and other modalities within the provider’s scope of practice.

lunderstandthatthe herbs mayneed to be preparedand the teas consumed accordingto theinstructions provided orally orin writing.
The herbs mayhave an unpleasantsmell and/ortaste.lunderstand that post-treatment flare-ups (increased symptoms) are anormal and
expectedpartof healing. However, | willimmediately notify Triune Wellness, LLCof anyincreased painorsymptomsorifl am worried or
concerned aboutanyaspectoftreatmentorrecommendations made bythe provider.l understand thatthe supportstaffisnot qualified
to give me medical advice ortreatmentrecommendations.

Il have beeninformedthatacupuncture and bodyworkare generallysafe methods of treatment, butthatthey mayhave some side effects,
includingbutnotlimitedto, soreness, bruising, numbness, ortinglingnearthe needling sites of needle insertion or manual work, dizziness,
orfainting. Bruisingandtenderness are common side effects of acupuncture, injections, and massage, and physical medicine m odalities.
Rare orunusual risks of acupuncture include spontaneous miscarriage, nerve damage, and organ puncture, including lung puncture
(pneumothorax). Infectionis another possible risk, although the clinicuses disposable sterile needles and maintains a clean and safe
environment. Some potentialrisks ofinjections of anytype are bruising, tenderness, allergicreaction to products or devices, numbness,
muscle soreness, ornerve damage.

Burns and/orscarring are a potential riskof moxibustion and fire cupping. | understand that while thisdocument describes the majorrisks
of treatment, otherside effects and risks may occur. The herbs and nutritionalsupplements (which are from plant, animal, synthetic, and
mineralsources) thathave beenrecommended are traditionally considered safe inthe practice of Oriental Medicine, although some may
be toxicinlarge doses.| agreeto inform the provideratthe time of productrecommendation if | am on blood thinners, have a heart
condition, am breastfeeding, have diabetes,oramon any medications, though ultimatelyitis myresponsibility to research herb-drug
interaction before choosing to take any herbs, vitamins orsupplements thatare recommended.

lunderstandthatsome herbs maybe inappropriate during pregnancy. Some possible side effects of taking herbs are nausea, ga s,
stomachache, vomiting, headache, diarrhea, rashes, hives, and tingling ofthe tongue. | will notify a clinical staffmemberwhois caring for
me iflamorbecome pregnantorare nursing, onblood thinners, have a changeinmedication,new diagnosis or symptoms, change in
symptoms, have or geta pace-maker, have diabetes, hypertension, thyroid issues orother health conditions arise orchange.

Ido notexpecttheclinical staffto be able to anticipate and explainallpossible risks and complications of treatment.| wish to rely on the
clinical staff to exercise judgmentduringthe course oftreatment which the clinical staff thinks at the time, based upon the facts then
known is in my bestinterest.l understand thatresults are not guaranteed.

lunderstandtheclinical and administrative staffmayreview mypatientrecords and labreportsand myrecords may be shared with my
insurance companyto facilitate paymentbutallmyrecords willbe ke pt confidential and willnotbe released without mywritten consent.

By voluntarilysigning below, | show thatl haveread, orhave had read to me, the above consentto treatment, have been told about the
risks and benefits of acupuncture and other procedures,and have had an opportunityto ask questions. | intend this consentformto cover
the entire course of treatment for my present condition and forany future condition(s) for which | seek treatment.

Date:
Patient Name (Printed):
Patient Name (Signed):



