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NUTRITION
CONSULTANTS OF TULSA, LLC




Welcome to Nutrition Consultants of Tulsa, (NCT).  We look forward to assisting you in establishing the best possible health for you and your family. Our office located in the Bank of Oklahoma building on the northeast corner of 21st and Lewis Ave., Suite 325.  Parking is accessed from 21st Street.  

Your appointment is on ____________________________ at __________a.m.   p.m. with:

           ___Cece Davis, RD, CSSD, LD                       ___René Norman, RD/LD  

___Connie D. Bendel, RD/LD

Use of Protected Health Information by NCT 
We use your information to communicate with your health care providers and insurance company, if applicable.  Your information is forwarded to our HIPPA compliant medical bookkeeping and billing agency.  Please provide the following information:
Records Release

Please list names of physicians and/or counselors of which you are currently under the medical care.  Please indicate (() if it is agreeable to you for us to contact these health care providers if necessary to discuss your medical needs/care, obtain lab work, or provide written report(s) concerning your medical care.                                                                                                                                                   Contact?                  
	Health Care Provider
	Phone # 
	Address/E-mail (if available)
	Yes
	No

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Contact Information            Please indicate at least two ways we may contact you.
Home #
         
                            Work #

                ext:            Cell #
              
   
Email: 

                                          


Receipt of Privacy Policy

I acknowledge that a copy of Nutrition Consultants of Tulsa Notice of Privacy Practice Practices is available if I would like to read it or have a copy of this for my records.     NCT follows guidelines established by the Health Insurance Portability and Accountability (HIPPA).
I acknowledge that I have read the above information and agree to provide information so that NCT may contact me, my health care providers, and insurance companies as needed for rendering medical nutrition therapy.
__________________________________               ______________

     _________

Printed Name of Patient


                  Date of Birth

                  Date
__________________________________________


_____________________

Signature of Patient or Guardian (if patient under 18)             

Relationship to patient 
	Nutrition Consultants of Tulsa 

Financial Policies on Payment for Services


Thank you for choosing us as your Medical Nutrition Therapy (MNT) provider.  We are committed to building a successful relationship with you.  Payment for services is part of that relationship. Please understand that referral from your physician does not automatically mean your insurance will pay for our services.  Your policy must have MNT or nutrition counseling as a covered benefit for your diagnosis.  We accept cash, checks, money orders, Visa or Mastercard for payment of services.   

Payment of Services:  Private Pay Accounts
Private pay accounts are those patients that are not covered by insurance or wish to decline use of insurance. I acknowledge that payment is due at time of service.  

Payment for Services:  Insurance & Assignment of Benefits  
I acknowledge receipt of medical nutrition therapy (MNT) services and authorize the release of any medical information necessary to process this claim for health care payment only.  It is my responsibility to contact my insurance company to determine if nutrition counseling for my diagnosis is covered under my current policy.  NCT is not a provider for Medicare or Medicaid.
I hereby instruct and direct my insurance company to issue direct payment to Nutrition Consultants of Tulsa for the medical nutrition therapy expenses allowed under my current insurance policy.  Such payment shall be applied towards the total charges for the services rendered on my behalf by Nutrition Consultants of Tulsa and invoiced to my insurance company.  
I acknowledge that Nutrition Consultants of Tulsa does not accept discounts sought by medical insurance companies if the negotiated fee does not allow to bill for the balance of your account.  

I agree to pay to Nutrition Consultants of Tulsa in a current and timely manner, any balance of medical charges and expenses over and above the amount of the allowed insurance payment, including charges for any services not covered by insurance, co-pays, expenses and any deductibles that are required pursuant my medical insurance policy.  

Past Due Accounts       All accounts more than 60 days past due from the date of service or last payment made by my insurance company or by me will be assessed 20% charge and sent to collections.  For questions on your account, contact Pam Johnson at pam.j@cox.net or 918-630-0493.  

Returned Check Policy    I acknowledge that I will be charged $25.00 for all returned checks.  Payment must be submitted using cash, credit card, or money order.

Missed Appointments       I acknowledge that NCT requires a 24 hour notification to cancel an appointment.  NCT does not call to remind patients of upcoming appointments.  If I miss an appointment without giving 24 hour notice, I will be charged $25.00.   If I miss a second or any further appointments, I will be charged the full fee for the appointment. 

(I acknowledge that I have read and understand the financial policies of Nutrition Consultants of Tulsa.

	Patient information
	Guarantor Information if Different from Patient

	Signature
	Signature

	Printed Name
	Printed Name

	Contact Phone #
	Contact Phone #    

	Date of Birth
	Relationship to patient:   Self/Guardian/Parent/Other:

	Date Signed
	Date signed

	Social Security # of Insurance Policy Holder:                                 

	Social Security # of Guarantor if different from Insurance Policy Holder:                                  
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Patient Information                             

                                                                                                        Date of 1st Appointment____

Name______________________ Date of Birth__________ Age_______ Sex_________

Address_____________________________________________________________

City_______________ State_____________ Zip______________

Telephone: (H)_____________  (W)_______________    (C)_____________________

Email_____________________________

Place of Employment or School attending______________________________________

Primary Care Physician ____________________MD/DO         Ph.#____-_____-________

Address _____________________________________________________________

If not referred by your primary care physician, whom may we thank for referring you?

Specialist_____________ Friend/Relative___________ Therapist__________________

Yellow Pages_______ Tulsa E-pages_______ Internet (Nutritiontulsa.com)_____________

Other (describe)_______________________________________________________

Diagnosis or reason for seeking medical nutrition therapy: __________________________

*Diagnosis code___________________________________________________

*Please list all prescription Medications

	Medication
	Dosage
	Reason

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Please list all vitamins and mineral supplements, protein powders, herbs,etc.

	Supplement
	Dosage
	Reason

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Circle your Answer:

Do you participate in routine exercise?                 Yes             No


If yes, describe___________________________________________________

Do you have medical restrictions on your exercise?               Yes          No


If yes, describe___________________________________________________

Do you smoke cigarettes?           Yes        No                How many?_______________________

Is your appetite usually good?     Yes      No

How are most foods prepared in your home?


Baked       Broiled   Sautéed   Deep Fried      Microwaved         Grilled        Other_________________

Where are most of your meals eaten?       Home      Restaurant        Other_________________

How often do you eat in restaurants?       ________per day            __________per week


What type of restaurants? __________________________________________

Do you have trouble chewing food?     Yes    No     Do you have trouble swallowing?       Yes      No

Do you salt food?                 Before tasting           after tasting                  not at all

Do you have a sweet tooth?          Yes     No        Describe____________________________

I feel rested during the day.          Yes     No        Describe____________________________
List foods you dislike___________________________________________________

Who does the grocery shopping? ___________________ cooking?__________________

What foods do you eat between meals?________________________________________

How many cups of water do you drink on an average day?   __________ cups     (one cup= 8oz.)

Describe your usual daily eating pattern

	Time
	Food/Beverages
	Amount Eaten

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Food Intake Record: Place a √ in the appropriate box and circle appropriate abbreviation

	Food
	Never
	Less than once a week
	At least once a week
	Daily
	More than once a day

	Milk, yogurt SK LF W
	
	
	
	
	

	Cheese REG  LF  FF
	
	
	
	
	

	Red Meat  (Pork, Beef)
	
	
	
	
	

	Poultry
	
	
	
	
	

	Fish
	
	
	
	
	

	Eggs REG  LOWCHOL.
	
	
	
	
	

	Casseroles
	
	
	
	
	

	Dried beans, legumes
	
	
	
	
	

	Peanut Butter
	
	
	
	
	

	Nuts, seeds
	
	
	
	
	

	Bread, cereal
	
	
	
	
	

	Potatoes, pasta, rice
	
	
	
	
	

	Fruits, juices
	
	
	
	
	

	Vegetables
	
	
	
	
	

	Margarine, butter
	
	
	
	
	

	Cooking Oil
	
	
	
	
	

	Sour Cream, salad drsg

Mayo   REG  LF  FF
	
	
	
	
	

	Ice cream  REG  LF  FF
	
	
	
	
	

	Cookies, cake, pie
	
	
	
	
	

	Candy
	
	
	
	
	

	Soft drink  REG  DIET
	
	
	
	
	

	Coffee   REG   DECAF
	
	
	
	
	

	Tea  REG   DECAF
	
	
	
	
	

	Alcohol
	
	
	
	
	


KEY:  SK=SKIM, LF-LOW FAT, W-WHOLE, REG-REGULAR, FF=FAT FREE
Medical History: Please place √ in all boxes that apply.
	Medical Condition


	Self

Present

	Self Past
	Parents
	Grandparents
	Siblings
	Other Family Members

	High Cholesterol
	
	
	
	
	
	

	High Triglycerides
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	

	Congestive Heart Disease
	
	
	
	
	
	

	Heart Disease (Arteriosclerosis, heart attack, coronary artery disease, hardening of the arteries)
	
	
	
	
	
	

	Heart By-Pass Surgery
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	

	Cancer

Describe:
	
	
	
	
	
	

	Gall Bladder Disease
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	

	Type 1 Diabetes (requires insulin)
	
	
	
	
	
	

	Type 2 Diabetes (no insulin required or started with insulin pills)
	
	
	
	
	
	

	Hypoglycemia (low blood sugar)
	
	
	
	
	
	

	Low Thyroid function
	
	
	
	
	
	

	High Thyroid function
	
	
	
	
	
	

	PCOS (polycystic ovaries)
	
	
	
	
	
	

	Obesity
	
	
	
	
	
	

	Overweight
	
	
	
	
	
	

	Underweight
	
	
	
	
	
	

	Anemia (iron, B-12 deficient)
	
	
	
	
	
	

	Osteoporosis
	
	
	
	
	
	

	Indigestion/GERD/Reflux
	
	
	
	
	
	

	Ulcers

Describe:
	
	
	
	
	
	

	Chronic Diarrhea
	
	
	
	
	
	

	Chronic constipation
	
	
	
	
	
	

	Arthritis (Rhuematoid)
	
	
	
	
	
	

	Arthritis (Osteoarthritis)
	
	
	
	
	
	

	IBS (irritable bowel syndrome or Spastic Colon)
	
	
	
	
	
	

	IBD (Crohn’s or Ulcerative Colitis)
	
	
	
	
	
	

	Food Allergies

List foods:
	
	
	
	
	
	

	Celiac Disease (Gluten Intol)
	
	
	
	
	
	

	Lactose Intolerance

Describe symptoms:
	
	
	
	
	
	

	Frequent use of antibiotics or corticosteroids

Describe reason: 
	
	
	
	
	
	

	Depression, ADD, OCD,Autism (Circle)
	
	
	
	
	
	

	Addictions

Describe:
	
	
	
	
	
	

	Eating Disorders

Describe:
	
	
	
	
	
	

	Physical Handicap

Describe:
	
	
	
	
	
	

	Inability to Gain Weight
	
	
	
	
	
	

	Sleep apnea
	
	
	
	
	
	

	Other:


	
	
	
	
	
	


