Dr. Christina Kovalik NMD, LAc., PLLC, The Vitality Doctor
10405 N. Scottsdale Road, Ste. 3

Scottsdale, AZ. 85253

480-948-9000
 

General Policies
Appointments

When you set an appointment, it is an agreement between you and Dr. Kovalik to be seen. Dr. Kovalik is responsible to be here and provide a service. You are responsible for keeping the appointment or giving Dr. Kovalik  24 hour notice of cancellation. Should you decide not to keep the appointment without giving notice, you will be charged a $50 service charge, except in case of an emergency.

 

Payment

It is necessary to collect payment at the time of your visit. No insurance coverage is accepted by Dr. Kovalik; however there are certain circumstances when your insurance company will reimburse you for services rendered. You will be responsible for payment not covered by your insurance company. If you would like to apply for a special payment plan due to financial hardship, please discuss this with Dr. Kovalik prior to scheduling your appointment. 
Failure to pay for said services and/or unpaid balances in the time frame indicated on any billings- or failure to make and honor any agreed upon payment arrangements- may result in the forwarding of any unpaid balances to a 3rd party collection agency as a
means of pursuing payment in full.  We may also elect to utilize an
attorney to pursue litigation, at our discretion.  If any of the actions described herein are deemed necessary by Christina Kovalik, NMD, you agree to pay any and all incurred
collection costs, attorney fees and/or court costs that may become
applicable in our pursuit of any unpaid balances.
Confidentiality

If an outside person or agency requests information concerning a patient, we are required that their inquiry be in writing with a signed release form from the patient before the information be given out. Dr. Kovalik is fully HIPAA compliant to ensure patient confidentiality.

 

Assignment of Benefits 

I hereby assign my medical benefits for services rendered by Dr. Christina Kovalik NMD, LAc, PLLC. This assignment will remain in effect until I revoke it in writing. A photocopy or fax of this assignment is to be considered as valid as an original. I authorize Dr. Christina Kovalik NMD, LAc, PLLC to release all information necessary to secure payment in full. I understand that I am financially responsible for all the charges whether or not paid by an insurance company or attorney.

 

I have read and understand these policies.
 

Signature: ____________________________________________Date:______________

The Vitality Doctor

Dr. Christina Kovalik NMD, LAc., PLLC

10405 N. Scottsdale Road, Ste. 3

Scottsdale, AZ. 85253

480-948-9000
 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
 

 

This document is to be signed by a person legally responsible for the patient’s medical decisions relative to the treatment situation.

 
 
I, _______________________________________   hereby acknowledge that Dr. Christina Kovalik NMD, LAc., PLLC has provided me with a copy of its Notice of Privacy Practices that describes how medical information about me may be used and disclosed, and how I can access this information. I understand that if I have questions or complaints I may contact:

480-948-9000
I also understand that I am entitled to receive updates upon request if Dr. Christina Kovalik NMD, LAc, PLLC amends or changes the Notice of Privacy Practices in a material way.

 

______________________________________________ 
________________________

Signature






Date

 

 

Relationship to patient, if signed by someone other than the patient.
 

 

This section is to be completed by Dr. Christina Kovalik NMD, LAc., PLLC if unable to obtain written acknowledgement from Patient. 

I made a good faith effort to obtain a written acknowledgement of receipt of the Notice of Privacy Practices from the above- named patient, but was unable to because:

 

____ Patient declined to sign this written acknowledgement.

____ Other (specify):___________________________ Signature:___________________

Dr. Christina Kovalik NMD, LAc., PLLC, The Vitality Doctor
10405 N. Scottsdale Road, Ste 3

Scottsdale, AZ. 85253

480-948-9000
 

New Patient Registration 

Date: _______________
Patient Name: ____________________________________________________
Age: __________
Sex:  M   F

Date of Birth: ________________

Phone:  Home_____________________________
Work: _________________
E-mail :  _________________________________________

Address: __________________________________________________________

City: _________________________
State: _______
Zip code: __________
Spouse’s Name: ____________________________________

Contact In Case of Emergency: ________________________ Phone: __________
 

Employer: ____________________________________
Phone: _________________

Employment statue
F- Full time
P- Part time
R- Retired
N- Not employed

Retirement Date: _____________

Spouses Employer: _____________________________
Phone: _________________

Employment Status
F- Full time
P- Part time
R- Retired
N- Not employed

Retirement date: ________________________________

 

Primary Insurance Carrier: ________________________________________________

Primary Insurance Name: _________________________________________________

Policy #_________________________
Group #:___________________________ 

 

I understand that I am financially responsible for payment of this account and/or charges not covered by my insurance. 

 

____________________________________________


Signature






________________________________________________________________________

**   Office Use Only  **
_______Patient List    ________Constant Contact   ________SOC   ________NP Letter
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OPTIMIZING YOUR HEALTH AND VITALITY





 Credit Card Authorization Form for File

I ________________________________, authorize Dr.Kovalik, The Vitality Doctor, to charge my credit card on file in the event of a phone consultation, mail order of supplements and supplies or a cancellation with less than 24 hours notice.

Print name:  _____________________________________________

Signature: _______________________________________________
Credit card # _____________________________________________

Expiration Date: _______ Code on back: _______  

Zip code:___________

10405 N. Scottsdale Road, Ste. 3   (   Scottsdale, AZ 85253   (   480-948-9000
www.thevitalitydoctor.com   (   drkovalik@thevitalitydoctor.com
The Vitality Doctor
Dr. Christina Kovalik NMD, LAc., PLLC

10405 N. Scottsdale Road, Ste. 3

Scottsdale, AZ. 85253

480-948-9000
RELEASE/CONSENT FORM FOR ACUPUNCTURE
 

NAME: ____________________________________________________________

ADDRESS: _________________________________________________________

PHONE: ____________________________________________________________

 

Please read the following and sign below: 

Chinese herbology and Acupuncture are natural methods of obtaining internal balance based on traditional Chinese/Oriental philosophy.  As you work with Chinese herbs and/or Acupuncture, you may notice that you feel a difference as you attempt to balance your body.  You may also notice that it may take a period of time to attain a state of balance.  This is a very natural process.
 

If you are presently under the care of a physician and/or currently taking medications, please consult your physician before making changes in your current medical regimen.  Please be aware that taking the herbs improperly or not advising Dr. Kovalik of medications you are currently taking may result in unwanted side effects.  Also, please know that one may experience temporary skin discoloration or bruising from acupuncture or Chinese cupping.  Vary rare but potential risks of acupuncture include pneumothorax and burns from moxabustion.

 

By signing this form, you hereby expressly release Dr. Kovalik from any grievances and accept the risks of any unwanted side effects or consequences that may arise as a result of the normal practice of herbs, acupuncture and Chinese Medicine. You also agree to receive herbs and/or acupuncture treatment for overall wellness.

I HAVE READ AND FULLY UNDERSTAND THE STATEMENTS ABOVE.  I UNDERSTAND THAT I AM TAKING HERBS AND ACUPUNCTURE TO IMPROVE MY OVERALL WELL-BEING.  I CHOOSE TO PROCEED AND TAKE HERBS AND/OR ACUPUNCTURE OF MY OWN VOLITION AND WITH INFORMED CONSENT. I FURTHER UNDERSTAND THAT TRANSFORMATIONS IN HEALTH/ DR. CHRISTINA KOVALIK, DOES NOT WARRANT, EITHER EXPRESSLY OR IMPLIEDLY, THE RESULTS, EFFECTS, OR OUTCOME OF THE CHINESE HERBS AND/OR ACUPUNCTURE.  SHOULD ANY GRIEVANCE ARISE, I HEREBY AGREE TO BINDING ARBITRATION AS A MEANS OF HANDELING A DISPUTE.
 Signature:   ______________________________________________     Date:   ________________
Dr. Christina Kovalik NMD, LAc., PLLC

10405 N. Scottsdale Road, Suite 3

Scottsdale, AZ. 85253

480-948-9000
www.thevitalitydoctor.com
Date: ___________________

Name: _______________________________________________ Age: ______   Sex:  M   F

Are you:
Married  
Separated 
Divorced
Widowed
Single

How did you hear about Dr. Kovalik? _________________________________________________

When did you have your last health care visit? _______________________________________

What was the reason for being seen? __________________________________________________

Please list in order of importance your health concerns:

1. ___________________________________________

2. ___________________________________________

3. ___________________________________________

4. ___________________________________________

5. ___________________________________________ 

Family History
Y= yes

N= no

P= past

Has any family member had any of the following: If yes please specify family member:

Anemia/ Blood disorders
Y
N
P
____________________________

Asthma


Y
N
P
____________________________

Cancer


Y
N
P
____________________________

Diabetes


Y
N
P
____________________________

Epilepsy


Y
N
P
____________________________

Glaucoma

Y
N
P
____________________________

Heart disease

Y
N
P
____________________________

High Blood Pressure
Y
N
P
____________________________

Kidney disease

Y
N
P
____________________________

Mental Illness

Y
N
P
____________________________

Pneumonia

Y
N
P
____________________________

Stroke


Y
N
P
____________________________

Tuberculosis

Y
N
P
____________________________

Venereal Disease

Y
N
P
____________________________

Please list any deaths and age of the family member_______________________________________

______________________________________________________________________________________

List any significant childhood illnesses: _______________________________________________________________
Immunizations:
Do you get routine Flu shots?                 Y      N

Allergies:

List any drug allergies: ____________________ ____________________________________________________________________

List any food allergies: _ ________________________________________________________________________________________

Environmental allergies or exposures? ___________ _____________________________________________________________

Have you ever been hospitalized?  Y   N    If yes, when and for what: __________________________________________________________________________________________________________________

Have you had any surgeries?  Y   N  
If yes, when and for what: ________________________________________________

Current Medications: Please circle.
Appetite suppressants

Laxatives
Tobacco


Antacids

Pain relievers


Tranquilizers
Birth control pills

Sleeping pills
Thyroid medication


Cortisone

Please list any medications, over-the-counter meds, vitamins, herbs or other supplements you are currently taking: ______________________________________________________________________________________________________
Please Circle any significant issues if applicable.
Skin

Acne

Boils

Color changes

Eczema
 
Hives


Itching

Lumps

Moles


Rashes

Scaling


Head
Hair loss
Headaches

Head injury
Skull fracture 

Eyes

Eye pain

Cataracts
Double vision

Dryness

Vision ai
des

Glaucoma
Impaired vision
Tearing



Ears

Discharge
Earaches
Dizziness

Hearing loss 


Ringing

Trauma



Nose & Sinuses

Frequent colds

Hay fever
Nose bleeds
Sinus pain



Stuffiness

Persistent running
Trauma to nose

Polyps



Mouth & Throat

Bleeding gums

Difficulty swallowing
Cavities


Frequent Sore throats

Hoarseness

Sore tongue

Ulcerations

Difficulty speaking

Neck

Goiter


Lumps


Pain or stiffness

Swollen glands


Trauma to neck

Thyroid medications



Respiratory

Asthma


Bronchitis

Cough


Emphysema


Pleurisy


Difficulty breathing 
Pneumonia

Pain w/ breathing

Sputum


Tuberculosis

Short of breath  when lying down or with exertion

Wheezing

Blood in sputum


Cardiovascular

Angina


Chest pain

High blood pressure
Dizziness

Heart disease

Murmurs

Palpitations/flutters
Leg pain w/ walking 

Rheumatic fever

Ankle swelling



Gastrointestinal

Belching


Blood in stool

Change in appetite
Change in thirst


Gallbladder disease
Heartburn

Gas/bloating

Hemorrhoids 


Liver disease

Jaundice/yellow skin
Ulcers


Bowel movements:










How often: ______________










Is this a change __________
Urinary

Frequent infections
Frequency at night
Increased frequency
Inability to hold urine

Kidney stones

Kidney pain

Pain w/ urination

Urethral discharge  

Endocrine/ Blood

Anemia


Excessive thirst

Easy to bleed/bruise
Heat/cold intolerance

Excessive Hunger
Low energy/fatigue

Female Reproductive System

Age menses began: ___________________

Birth Control

Yes
     No

Average number of days: _____________

What type: __________________________________

Length of cycle: ______________________

Number of pregnancies: ____________________

Are your cycles regular?    Y
N

Number of live births: ______________________







Number of miscarriages: ___________________







Number of abortions:  ______________________

Cirlce any symptoms that you have:

Painful menses

Pain w/ intercourse
Difficulty conceiving
Excessive flow
Menopause symptom 
PMS


History of venereal Dz 
Breast tenderness

 sexually active

An abnormal pap  
Sexual difficulties


Breasts
Do self exams

Nipple discharge

Lumps


Skin discoloration
Breast pain

Last Mammogram: _____________________


Male Reproductive System

Hernias


 sexually active

Testicular pain

Sexual difficulties
Testicular masses

Prostate disease/pain
Discharges or sores
Venereal disease

Last Prostate Exam: _________________________

Musculoskeletal 

Joint pain/stiffness
Broken Bones

Swelling of joints

Muscle cramps/spasm

Arthritis


Weakness


Peripheral Vascular

Cold hands/ feet

Varicose Veins

Deep leg pain

Spider veins


Numbness hands/feet
Thrombophlebitis


Neurological
Dizziness

Numbness/tingling
Fainting


Memory Loss


Seizures


Paralysis




Mental/Emotional

Anxiety or nervousness
Excessive fears 

Depression

Mood swings

Excessive anger

Tension/stress


Habits

Do you awake rested
Y
N


Sleep well

Y
N

Average hours of sleep: ___________
Enjoy your work

Y   
 N


Watch TV

Y
N

How many hours/day? _________

Computer work

Y
 N 

How many hours/day? _________

Exercise how often? _________________________

What forms of exercise do you do? ________​​​​________
What are your hobbies/interests?  __________________________________________________________________________

Pleasure read

Y
N

How many hours/day? _____________________________
Take vacations

Y   
 N

Have you been treated for Alcohol dependence



Y 
N
Have you been treated for Drug dependence




Y
N

Do you use:
Recreational drugs
Y   
 N



Alcoholic drinks

Y   
 N

If yes, how much per day? _______ per week________
Do you smoke:

Y
N

If yes, how much per day?______________
Any other conditions or concerns that aren’t listed: __________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

