Natural Harmony Holistic Health
Linda Ann Taylor, Nurse Practitioner – Adult Health, P.C.

Dear Patient,

Effective immediately 

Due to the frequency of late cancellations, our policy has been changed. 

All appointments which are cancelled or changed less than 3 days in advance will be charged the full price of the visit. 

This charge must be paid in full before another appointment can be scheduled.

I regret having to take these steps but feel I have no choice in fairness to those patients who are forced to wait several weeks for appointments. Many patients who are waiting are unable to come on short notice if a cancellation occurs. This also creates an enormous amount of excess work and lost revenue for my practice. 

Your signature below indicates that you understand and will be compliant with this policy. If this policy is ignored you could potentially be dropped as our patient.
Thank You,

Linda Ann Taylor, NP, APRN-BC
Patient name:_________________________________  Date:___________
Natural Harmony Holistic Health 

Linda Ann Taylor, Nurse Practitioner – Adult Health. P.C.

DEMOGRAPHICS

NAME________________________________________________DATE____________

ADDRESS ______________________________________________________________

CITY __________________________________________________________________

STATE ______________________________________________ZIP ______________

HOME PHONE ______________________ WORK ____________________________

                                                                          CELL _____________________________

DATE OF BIRTH ________________________________________________________

OCCUPATION __________________________________________________________

PRIMARY CARE PHYSICIAN _____________________________________________

PRIMARY PHYSICIAN’S PHONE __________________________________________

INSURANCE ____________________________________________________________

REFERRED BY _________________________________________________________

E-MAIL ADDRESS ______________________________________________________

PHARMACY _______________________________ PHONE ____________________

Natural  Harmony Holistic Health 

Linda Ann Taylor, Nurse Practitioner – Adult Health, P.C.

MEDICAL HISTORY

Name:_____________________________________________Date:________________

ALLERGIES ____________________________________________________________

CURRENT MEDICATIONS AND SUPPLEMENTS INCLUDING DOSAGES

MEDICAL HISTORY

Place an X next to any of the following conditions that you have.

___Fibromyalgia

___Nausea


___Anemia

___Chronic Fatigue 

___Vomiting


___Blood Clots

___Hypothyroidism

___Abdominal pain

___Gout

___Depression


___Diarrhea


___Arthritis

___Hypertension

___Constipation

___Osteoporosis

___Heart disease

___Diverticulitis

___Pain/swelling of joints

___Chest pain


___Crohn’s disease

___Urinary tract infections

___Shortness of breath
___Stomach/Duodenal ulcer   ___Kidney disease

___Irregular heart beat
___Liver disease

___Kidney stones

___Dizziness/fainting

___Gallbladder disease
___Chronic cough

___Poor circulation

___Jaundice


___Asthma

___Stroke


___Diabetes


___Psychiatric illness

___Sever Headaches

___Hypoglycemia

___Anxiety

___Seizures


___Thyroid disease

___Alcohol/substance abuse

___Numbness/tingling
___High cholesterol

___Indigestion

Any other condition not listed_______________________________________________ 

Has any family member had Colon, Prostate, Uterine, Ovarian or Breast Cancer?

Relation ____________________
Type ____________________


Natural Harmony Holistic Health 

Linda Ann Taylor, Nurse Practitioner – Adult Health, P.C.


Tel : 716-204-9299

Fax : 716-639-8863

Dear  FILLIN  \* MERGEFORMAT 
We are looking forward to your upcoming visit and assisting you in achieving your health care goals. 

Please take a few minutes to review and complete the enclosed information. This will allow for better use of time during your visit. Be sure to bring this information to with you.

In an effort to keep cost to you at a minimum, we are NOT participating in any health care insurance at this time. You will receive a receipt before you leave our office, which we encourage you to submit to your insurance company. Any reimbursement for services should then be sent to you directly.

Our time is valuable as is yours. If you are unable to keep your scheduled appointment please call our main office number at 716-204-9299 at least 3 days in advance to avoid a cancellation fee equal to the cost of your visit. Payment must be received before any additional visits will be scheduled.
PAYMENT IS REQUIRED AT THE TIME OF SERVICE. This can be done with cash, Visa, MasterCard, or check. Pleased be advised that there will be an additional charge of $50.00 for any check that is returned due to insufficient funds.

To assist you to be prepared when you come for your appointment our current fee schedule is as follows:

· Initial consultation ……………….………..$150.00

· Each follow up visit ………...….…….……..$80.00

· Total Body Analysis including Remedy ……$75.00

· Therapeutic Essential oil treatments………...$60.00

· Reiki…………………………….………...…$80.00

· Weight Loss Plan (HCG) …………………… please call for price
(decrease weight by up to 1 pound per day – various programs available)
Due to the AM Cortisol test you must have lab work drawn before 9AM.
If you are menstruating, blood must be drawn between day 19 and 21 of your cycle. The day your period starts is always day one.

If your appointment is for hormone therapy, bring a copy of your most recent Mammogram and PAP smear reports or request they be faxed to our office at 716-639-8863.
Thank you. See you soon.

Blessings,

Linda Ann Taylor, ANP, APRN-BC
Fee schedule subject to change without prior notification
Natural Harmony Holistic Health

Linda Ann Taylor, Nurse Practitioner – Adult Health, P.C.

Tel : 716-204-9299
 Fax : 716-639-8863 

AUTHORIZATION FOR RELEASE OF INFORMATION

I authorize Linda Ann Taylor, Nurse Practitioner – Adult Health, P.C. and staff members acting on its behalf, to release information about me or my health care to my primary care physician (whose name I have supplied to be included on my health record at Natural Harmony Holistic Health), any consulting healthcare providers that may be participating in my health care, and to my insurance company as deemed necessary.

Likewise, I authorize Linda Ann Taylor, Nurse Practitioner – Adult Health, P.C. and staff members acting on its behalf, to obtain information about me or my health care from my primary care physician (whose name I have supplied to be included on my health record at Natural Harmony Holistic Health), any consulting healthcare providers that may be participating in my health care, and my insurance company as deemed necessary.

Request to withdraw this Authorization for Release of Information must be submitted in writing to Linda Ann Taylor, Nurse Practitioner – Adult Health, P.C.


Date: _____________________________

Patient Name (print): __________________________________________

Patient Signature: _____________________________________________

Date of Birth: _______________________

Natural Harmony Holistic Health 

Linda Ann Taylor, Nurse Practitioner – Adult Health, P.C

NAME ________________________________________ DATE __________________.

SURGICAL HISTORY

YEAR

SURGERY

______   
____________________________________________________________

______
____________________________________________________________

______
____________________________________________________________

______
____________________________________________________________

GYN HISTORY

LAST PERIOD __________________________
AGE OF ONSET_______________

FORM OF BIRTH CONTROL ______________________________________________

ARE YOU ON HORMONES? ______________________________________________

ARE YOUR PERIODS REGULAR? _____________CRAMPS/PMS?_______________

AGE OF MENOPAUSE ___________________________________________________

ARE YOU EXPERIENCING ANY SYMPTOMS? (LIST)________________________

 _______________________________________________________________________

LAST GYN EXAM ___________________________ANY PROBLEMS? ___________

FAMILY HISTORY

Please include any history of  Diabetes, Cancer, Heart Disease or Hypertension

RELATIVE
AGE
STATE OF HEALTH

CAUSE OF DEATH

AGE

Father

____
____________________
____________________
____

Mother

____ 
____________________
____________________
____

Brother
____
____________________
____________________
____

Sister

____
____________________
____________________
____

