The Center for Hormonal and Nutritional Balance
Mia Lundin R.N.C., N.P.

533 E. Micheltorena Street, suite 102
Santa Barbara, CA 93103





(805) 882-1956





Dear,
Welcome to the Center for Hormonal and Nutritional Balance, and thank you for choosing us for your health care.

Please read through the following information carefully, sign at the bottom, and bring it to your appointment. For more information about us, please visit our website at: www.hormonesandnutrition.com
Our collaborating physician is Duncan Turner M.D.
Our office hours are Mondays, Tuesdays, Thursdays, and Fridays between 9-5. We are closed on Wednesdays. We take lunch between 12:30 and 2pm.
In case of an emergency, please call my SB office at (805) 882-1956, press #2, and I will automatically be paged. In case of a life-threatening emergency, please call your primary physician or go to the emergency room.

Fees for Mia Lundin N.P.

New patient visit, 90min


$425.00
Annual Exams,
  45min


$225.00
Follow-up, 30 min



$125.00
Follow-up, 15 min



$65.00

Fees for Su Wyatt N.P.

New patient visit, 90min


$300.00
Annual Exams,
  45min


$225.00
Follow-up, 30 min



$125.00
Follow-up, 15 min



$65.00

Fees for lab-work, PAP smears, mammogram and bone density scans are not included in the fees listed above, but are covered under most insurance plans. 
Cancellation policy:

Please cancel at least 24 hours in advance if you have a conflict. If you cancel with less than 24-hour notice, you will be billed for half of the office visit, unless we are able to fill your spot.
E-mails
E-mails should not be used for emergencies or time critical issues. E-mails will only be answered when I will find the time. Seeing patients, refilling prescriptions, responding to phone calls and emergencies, will take priority. If you have not heard back from me within a couple of days, I suggest you call my office. 

If you are calling my office regarding an emergency, I suggest you make that clear to Areli. If your call is not "flagged as an emergency, I will respond  to your phone call within 24-48 hours.

In the future, I will only respond to e-mails that have been sent to: mia@hormonesandnutrition.com

Payments:

Please pay by check, cash or credit card at the time of your appointment.
Saturday appointments with Su Wyatt, N.P., has to be pre-paid.
Insurance:

We do not bill insurance. A super bill will be given to you at the end of your visit. You can submit that to your insurance company for direct reimbursement. It is your responsibility to inquire with your insurance for benefits and coverage. We are not Medicare providers. We do not bill under Dr. White
Prescriptions:

For refills please call your pharmacy, and they will contact us. 
Dr. Turner’s office will not refill your prescriptions.

Children:

Please try to schedule a baby-sitter for your appointment. I love children. I have three of my own, but this time should be devoted solely to you without interruptions.

Expect to spend around 1-1 ½ hour for your first appointment. 

Please bring a picture of yourself that we can keep in your chart.

We are truly looking forward to seeing you in our office.
I have read, I understand and agree to abide to the above policies.

Patient Name






Date

Welcome to the Center for Hormonal and Nutritional Balance.
In order to provide you with comprehensive care, we ask that you please provide the information requested here.

We want to assure you that this information is kept confidential.

Name:  

Age:____________    Date:___________

What is your reason for coming to this office visit today?

Have you had any of the following?  If the answer is yes, then please give details like when and what treatment was done.

YES
NO
When/What





Anemia, bleeding, or other blood problems







Arthritis






Asthma or breathing problems







Blood clots






Cancer






Cataracts or glaucoma






Depression






Diabetes







Heart disease or heart murmur






Hepatitis (jaundice or yellow skin) 






High blood pressure






Liver Disease






Kidney or bladder problems






Seizures (epilepsy) 






Stroke






Suicidal thoughts or attempts






Tuberculosis or a positive skin test






Thyroid problem






Ulcer or bowel/stomach problems

                   
Are you currently on any medications (including non-prescription medicines)?  NO ____  If yes, list below: 


Drug Name
Dosage

Are you currently taking any vitamins or herbs? NO _____ If yes, list below:

Are you allergic to any medications?   NO ____  If yes, please list below:

Drug Name
Type of reaction when you took the drug

Please list all of your past operations, injuries, or major illnesses below:


Year
Problem or Operation
Doctor or Hospital

MENSTRUAL CYCLE

Do you have menstrual periods? YES ______NO _______

How old were you when you had your first period?  

When was your last period?  

If you do not have periods, why not?  ____________
Are your periods regular? YES  
  NO ______

How often do you have a period?  
___________________________
Have you ever had difficulty getting pregnant? _____________________________

What type of birth control are you currently using?___________________________

SEXUALLY TRANSMITTED DISEASES

Please circle any of the sexually transmitted diseases (STDs) listed below that you (or your partner) have had:

Chlamydia
Gonorrhea
Syphilis
Trichomonas
Herpes
Warts(HPV)

List approximate dates of each:  

YES  

NO  

Have you ever had pelvic inflammatory disease (PID), an infection in your internal pelvic organs? 


If yes, when were you diagnosed and what treatment were you given?

YES  

NO  

Have you ever had an AIDS test? 

YES  

NO  

Would you like to have an AIDS test today? 

CONTRACEPTION

Please circle which birth control methods you have used:

RHYTHM
IUD
PILLS
SHOT
CONDOM
DIAPHRAGM
FOAM
SPONGE
NORPLANT

CERVICAL CANCER SCREENING AND RISK

YES  

NO  

Do you smoke?  If yes, how many packs per day and for how many years? 

YES  

NO  

Have you ever had venereal warts?  If so, when?  

YES  

NO  

Was your last pap smear normal?  When was it taken?  

YES  

NO  

Have you ever had an abnormal pap smear?  If yes, when?  

What was done if you had an abnormal pap smear?  

BREAST CANCER SCREENING
YES  

NO  

Have you ever had a lump or problem with your breasts?


If yes, what was done for this problem?  

YES  

NO  

Have you ever had a mammogram?  If yes, when?  

YES  

NO  

Do you do monthly self breast examinations (to check your breasts for lumps or signs of cancer?)

YES  

NO  

Do you need more instruction on how to perform this exam?

YES  

NO  

Is there anyone in your family with a history of breast cancer?

If yes, who and at approximately what age was it diagnosed?  


FAMILY HISTORY

	Family member
	Alive? 

Yes or No
	Age
	Diseases

	Mother
	
	
	

	Father
	
	
	

	Siblings

1

2

3


	
	
	

	Children

1

2

3

4
	
	
	


SOCIAL HISTORY

Briefly describe your living situation:


Where do you live?  


With whom do you live?  

YES  

NO  

Are you employed outside of the home?  If yes, where, and what do you do?

YES  

NO  

Are you, or were you, exposed to hazards at work or due to your hobbies?  For example, asbestos, chemicals, solvents, dust, fumes, heavy metals (lead or mercury), excessive noise, radiation, high stress, or extremes of temperature.  If yes, which hazard(s)?  

YES  

NO  

Do you drink alcohol?  If yes, how much?  

YES  

NO  

Do you use (or have you in the past used) recreational drugs?  If yes, when and what drugs?  

YES  

NO  

Have you ever been sexually or physically abused?

YES  

NO  

Are you experiencing any particular stresses or problems currently?  If yes, please describe:

\










DIET
What do you normally have for:
Breakfast:

Lunch:

Dinner:

Snacks/cravings:

      EXERCISE

What type of exercise do you do regularly?
How often?

OTHER CONCERNS?
Female Health Evaluation Check List

Patient Name___________________________  Date________

Please check symptoms you are currently suffering from

	DIGESTIVE TRACT

__Nausea & vomiting

__Diarrhea

__Constipation

__Bloated feeling

__Belching or passing gas

__Stomach cramps/pains

__Heartburn

__Blood in stool

JOINTS & MUSCLES

__Pains & aches in joints

__Arthritis

__Stiffness

__Swollen tender joints

__Lower back ache

WEIGHT

__Weight loss _______lbs

__Weightgain_______lbs

__Water retention

__Compulsive eating

__Cravings for certain food

If yes, what food?

_____________________

ENERGY 

__Apathy

__Attention Deficit

__Fatigue

__AM ___PM

__Restlessness

__Tired after exercise

__Energized after exercise

__Tired after meals
	IMMUNITY

__Frequent colds/flu

__Rashes

__Frequent bladder inf.

__Hay fever

__Sinus problems

EMOTIONS

__Mood swings

__Anxiety/fear

__Angry, irritable

__Panic attacks

__Aggressive

__Crying spells

__Depression

__Suicidal thoughts

__PMS

MIND

__Poor memory

__Difficulty focusing

__Confusion

__Verbal slips
__”Distant Feeling”

__”Brain Fog”

SEXUAL FUNCTION

__Low libido

__Inability of orgasm

__Vaginal dryness

SKIN

__Acne

__Hair loss

__Itching

__Creepy crawly skin


	SLEEP

__Hard time falling asleep

__Waking up during night

__Apnea attacks


HEART

__Palpitations

__Pounding Heart

__Chest pain

__Irregular heart beats

OTHER

__Night sweats

__Hot Flashes

__Feeling hot

__Feeling cold

__Cold hands &feet

__Headaches

__Dizziness

__Genital itch  

__Genital discharge

__Urinary frequency

__Urinary incontinence

_____________________

_____________________

_____________________

_____________________

_____________________

_____________________




Center for Hormonal and Nutritional Balance

533 E. Micheltorena Street, Suite 102
Santa Barbara, CA 93103  Phone: (805) 882-1956

Patient information

Last name: __________________________ First: __________________________
Address: _______________________________________________

City: ______________________________

Zip: ________________ State: _______ Occupation: ______________________
Home phone: ______________  

Cell phone: ______________________

Work Phone: _______________
Where can we leave personal messages?  Home    work     cell    nowhere   (Circle one)
Employer: ______________________

Birth Date: ___/_____/_______

Social Security ____________________

Email Address: ____________________________

Name of emergency contact: ______________________  Phone: _____________
Referred by: ________________________
Insurance

Insurance Company: _________________________________________

ID number: ______________  Group number: _____________________

Insurance Address: __________________________________________________

Phone number: ______________
I understand and agree regardless of my insurance status, that I am responsible for the payment in full at the time services are rendered. I certify the above information is true and correct.
I also understand that I have to cancel any of my appointments at least 24 hours in advance if I have a conflict. If I cancel with less than 24-hour notice, I will be billed for half of the office visit, unless we are able to fill your spot.
Credit Card Info

Type: __________________  Number:_____________________________ Expiration MM/YY: ____ Security Code:_____
Patient signature ________________________________________   Date: _________________

Center for Hormonal and Nutritional Balance 533. E. Micheltorena Street, Suite 102, Santa Barbara, CA 93103 Phone (805) 882-1956
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