
  
TRINITY WELLNESS CENTER, LLC 

9434 South Main Street, Ste. 1100 
Jonesboro, Ga. 30281 

Office: 770-478-1300 x 304 
Fax:    770-478-9385 

 
Patient Information Form 
 
Patient Name: (Last) ________________________________ (First) ______________________________ (MI) ______ 

Name you prefer to be called: _______________________________________________________________________ 

Patient Address: __________________________________________________________________________________ 

City: __________________________________________ State: ______________ Zip: _________________________ 

Home Phone: _____________________________________ Cell Phone: _____________________________________ 

Birth Date: ____________________________________________ Age: ___________________ Sex:           M            F   

Country of Birth: ______________________________  

 

Education:  Elementary        High School/Technical School       2-Yr College          4-Yr College           Graduate School 
(Circle the highest level achieved) 
 

Employment Information: 
Patient Employer: _________________________________________ Occupation: _____________________________ 

Employer Address: ________________________________________________________________________________ 

City: ________________________________________ State: __________________ Zip: _______________________ 

Work phone No.: ________________________________________ Ext.: ____________________________________ 

Social Security: _________________________________________ Drivers License: ___________________________ 

In Case Of Emergency: 
Name: _________________________________ Relationship: ____________________ Phone: __________________ 

Patient’s Spouse: ________________________________________________ Phone: ___________________________ 

Family Physician: _______________________________________________ Phone: ___________________________ 

Referred by: _____________________________________________________________________________________ 

Financial Policy: 

Thank you for selecting Trinity Pain Relief Center for your health care needs. We are honored to be of service to you and your family. This is to 
inform you of our billing requirements and our financial policy. Please be advised that payment for all services will be due at the time services are 
rendered, unless prior arrangements have been made. For your convenience, we accept Visa, MasterCard, and checks. 
I agree that should this account be referred to an agency or an attorney for collection, I will be responsible for all collection costs, attorney’s fees and 
court costs. 
I have read and understand all of the above and have agreed to these statements. 
 

 

_______________________________________________________              __________________________________ 

Patient’s Signature       Date 

 
 
 
 
 
 

Medical History Form 



Name; ____________________________________________________ Age: ____________________ Sex:    M        F 

1. Are you in good health at the present time to the best of your knowledge?  Yes No 

2. Are you under a doctor’s care at the present time?     Yes No 
If yes, for what? _______________________________________________________ 

3. Are you taking any medications at the present time?     Yes No 
What: ___________________________________ Dosages: ____________________ 
What: ___________________________________ Dosages: ____________________ 

 

4. Any allergies to any medications?      Yes No 
Reactions: ____________________________________________________________ 

5. History of High Blood Pressure?       Yes No 

6. History of Diabetes?        Yes No 
At what age: _________________ 

7. History of Heart Attack or Chest Pain?      Yes No 

8. History of Swelling feet?       Yes No 

9. History of Constipation (difficulty in bowel movements)?    Yes No 

10. History of Frequent Headaches?      Yes No 
Medications for Headaches: ______________________________________________ 

11. History of Migraines?       Yes No  
Medications for Migraines: _______________________________________________ 

12. History of Glaucoma?        Yes No 

13. Gynecological History: 
Pregnancies: Number: _____________ Dates: ________________________________ 
Natural Delivery or C-Section (specify): _____________________________________ 
Menstrual: Onset: _______________________________________________________ 
     Duration: ____________________________________________________ 
     Are they regular: Yes No 
     Pain associated: Yes No 
     Last Menstrual period: _________________________________________ 
Hormone Replacement Therapy:      Yes No  
 What: ________________________________________________________ 
Birth Control Pills:         Yes No 
 Type: ________________________________________________________ 
Last Check Up: ________________________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 

Past Medical History (check all that apply) 

______ Polio   _______ Measles   _______ Tonsillitis 

______ Jaundice   _______ Mumps   _______ Pleurisy 



______ Kidneys   _______ Scarlet Fever  _______ Liver Disease 

______ Lung Disease  _______ Whooping Cough  _______ Chicken Pox 

______ Rheumatic Fever  _______ Bleeding Disorder  _______ Nervous Breakdown 

______ Ulcers   _______ Gout   _______ Thyroid Disease 

______ Anemia   _______ Heart Valve Disorder _______ Heart Disease 

______ Tuberculosis  _______ Gallbladder Disorder _______ Psychiatric Illness 

______ Drug Abuse  _______ Eating Disorder  _______ Alcohol Abuse 

______ Pneumonia   _______ Malaria   _______ Typhoid Fever 

______ Cholera   _______ Cancer   _______ Blood Transfusion 

______ Arthritis   _______ Osteoporosis  _______ Other: __________ 

 
Nutrition Evaluation: 

1. Desired Weight: ________________________ Height (no shoes): __________________________ 

2. In what time frame would you like to be at your desired weight? ____________________________ 

3. Weight one year ago? ______________________________________________________________ 

4. What is the main reason for your decision to lose weight? _________________________________ 

________________________________________________________________________________ 

5. Do you awaken hungry during the night?   Yes  No 

If yes, what do you do? ____________________________________________________________ 

6. Do you wake up in the morning hungry?    Yes  No 

7. What time of day are you the hungriest? _______________________________________________ 

8. Do you eat/snack after your evening/dinner meal?    Yes  No 

If yes, what and how much do you eat? ________________________________________________ 

9. Activity Level: (answer only one) 

_______ Inactive: no regular physical activity with a sit-down job. 

_______ Light activity: no organized physical activity during leisure time. 

_______ Moderate activity: occasionally involved in activities such as weekend golf, tennis,                                                                                             

  jogging, swimming or cycling. 

_______ Heavy activity: consistent lifting, stair climbing, heavy construction, or regular                                                                                

  participation in jogging, swimming, cycling or active sports at least three times per week  

_______ Vigorous activity: participation in extensive physical exercise for at least 60 minutes per   session 4 times per 

week 
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WAIVER OF LIABILITY 
 

I, _____________________, am aware that the  B12  Lipo injection contains a component of Methionine which is a sulfur-contaning 
proteinogenic amino acid.   
 
Therefore, if you have an allergy to any drug in the sulfa family you could have an allergic reaction to the B12 Lipo injection.  By 
signing this form, the above named patient is releasing Trinity Pain Relief Center from all liability pertaining to a negative reaction the 
B12 Lipo injection may have on you. 
 
By signing below you are requesting to receive the injection. 
 
 
 
_____________________________________________________      
Signature                                                                      Date 
 
 
_____________________________________________________     
Signature of person giving injection                           Date 
 



 
 

HIPAA NOTICE OF PRIVACY PRACTICES 
 

ACKNOWLEDGMENT FORM 
 

 
Signature below is only acknowledgement that you received the HIPAA  Notice of our Privacy Practices: 
 
 
Print Name:            
 
Signature:              Date:     
 

 
 
 

PERMISSION TO LEAVE A MESSAGE 
By signing below, I am giving Trinity Pain Relief Center permission to leave appointment reminders on my home/cell 
answering machine/voicemail.  If a live person answers the phone, Trinity Pain Relief Center has my permission to leave 
a message with the person answering the phone.  
 
              
Patient Signature       Date 
 
 

 
 

PERMISSION TO SHARE HEALTH INFORMATION 
By signing below, I am authorizing Trinity Pain Relief Center to discuss my health information with the following 
persons, if necessary.  This authorization will remain in effect unless I revoke permission in writing. 
 
Persons authorized to receive health information: 
 
 
 
1.                  
     Print Name     Relationship to Patient   Phone Number & Type (C, W, H) 
   
 
2.                 
    Print Name     Relationship to Patient   Phone Number & Type (C, W, H) 
 
 
3.                 
    Print Name     Relationship to Patient   Phone Number & Type (C, W, H) 
 
 
              
Patient Signature       Date 
 

NO SIGNATURE REQUIRED IF PERMISSION TO SHARE HEALTH INFORMATION IS LEFT BLANK 
 
 

 



 
 

NOTIFICATION OF NEW POLICY ON 
CANCELLATION OF APPOINTMENTS 

 
We now require a 24-hour notice for cancelled 

appointments.  If appointments are not cancelled  
by the notice required, there will be a fee of $30, which must be paid before your next office visit. 

 
This change will allow us to offer open appointment times to other patients who may need them. 

 
We appreciate any help you can give us in this  

matter.  We appreciate your business. 
 

        
By signing below, I am stating that I understand and agree to the aforementioned statements and terms. 

 

 
__________________  ________________ 
Signature       Date 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
HIPAA Notice of Privacy Practices 

 
 

               
          Effective as of April 14, 2003 

 

 
 

 
THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND DISCLOSED AS 
WELL AS HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 
 
This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry 
out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law.  It 
also describes your rights to access and control your protected health information.  “Protected health information” is 
information about you, including demographic information, that may identify you and that relates to your past, present or 
future physical or mental health condition and related health care services. 
 
USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 
 
Your protected health information may be used and disclosed by your physician, our office staff and others outside of our 
office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your 
health care bills, to support the operation of the physician’s practice, and any other use required by law. 
 
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care 
and any related services.  This includes the coordination or management of your health care with a third party. For 
example, your protected health information may be provided to a physician to whom you have been referred, to ensure 
that the physician has the necessary information to diagnosis or treat you. 
 
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services.  For 
example, obtaining approval for a diagnostic testing, may require that your relevant protected health information be 
disclosed to the health plan to obtain approval for the testing 
 
Healthcare Operations:  We may use or disclose, as-needed, your protected health information in order to support the 
business activities of your physician’s practice.  These activities include, but are not limited to, quality assessment, 
employee review, training of medical students, licensing, fundraising, and conducting or arranging for other business 
activities. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and 
indicate your physician.  We may also call you by name in the waiting room when your physician is ready to see you. We 
may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment, 
and inform you about treatment alternatives or other health related benefits and services that may be of interest to you.  
 
We may use or disclose your protected health information in the following situations without your authorization. These 
situations include: as required by law, public health issues as required by law, communicable diseases, health oversight, 
abuse or neglect, food and drug administration requirements, legal proceeding, law enforcement, coroners, funeral 
directors, organ donation, research, criminal activity, military activity and national security, workers’ compensation, 
inmates, and required uses and disclosures. Under the law, we must make disclosures to you upon your request.  Under 
the law, we must also disclose your protected health information when required by the Secretary of the Department of 
Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500. 
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Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to object 
unless required by law. You may revoke the authorization, at any time, in writing, except to the extent that your physician or the 
physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.  
 
 
YOUR RIGHTS ARE EXPLAINED BELOW: 
The following are statements of your rights with respect to your protected health information. 
 
You have the right to inspect and copy your protected health information (FEES MAY APPLY) – Under federal law, however, 
you may not inspect or copy the following records: Psychotherapy notes, information complied in reasonable anticipation of or used 
in, a civil, criminal, or administrative action or proceedings, protected health information restricted by law, information that is related 
to medical research in which you have agreed to participate, information whose disclosure may result in harm or injury to you or to 
another person, or information that was obtained under a promise of confidentiality.  
 

 
You have the right to request a restriction of your protected health information –This means you may ask us not to use or 
disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations.  You may also 
request that any part of your protected health information not be disclosed to family members or friends who may be involved in your 
care or for notification purposes as described in this Notice of Privacy Practices.  Your request must state the specific restriction 
requested and to whom you want the restriction to apply.  Your physician is not required to agree to your requested restriction.  
 
You have the right to request to receive confidential communications – You have the right to request confidential communication 
from us by alternative means or at an alternative location. You have the right to obtain a paper copy of this notice from us, upon 
request, even if you have agreed to accept this notice alternatively i.e. electronically. 
 
You have the right to request an amendment to your protected health information- If we deny your request for amendment, you 
have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a 
copy of any such rebuttal. 
 
Your have the right to receive an accounting of certain disclosures- You have the right to receive an accounting of all disclosures 
except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations; required by law, that 
occurred prior to April 14, 2003, or six years prior to the date of this request. 
  
You have the right obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically.  We reserve 
the right to change the terms of this notice and we will notify you of such changes on the following appointment.  We will also make 
available copies of our new notice if you wish to obtain one.  
 
COMPLAINTS:  
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. 
You may file a complaint with us by notifying our Compliance Officer.  We will not retaliate against you for filling a complaint. 
 
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy 
practices with respect to protected health information.  We are also required to abide by the terms of the notice currently in 
effect. If you have any questions in reference to this form, please ask to speak with our HIPAA Compliance Officer in person  
or by phone at our main number. 
 
Please sign the accompanying “Acknowledgement” form.  Please note that by signing the acknowledgement form you are only 
acknowledging that you have received or been given the opportunity to receive a copy of our Notice of Privacy Practices.  
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