What To Expect During Nutrition Counseling

"The time we spend together discussing your nutritional needs is sacred. These are moments that will never come again...
It will be your special time for pouring out
All the details that surround your unique health and wellness concerns,
And because you have asked me to help you,
It is my responsibility to help you sort them out,
To see the patterns, to draw important conclusions,
And to design a plan for helping you recreate your health--
Body, mind and spirit.
I am grateful for the privilege to help you.”
The nutritional programs I design are unique in that I tailor each one to your individual needs.  I am glad to work as a team with your other health care practitioners in order to provide for your optimal care.  Upon your request I will be glad to send a copy of my nutrition notes to your physicians so that we can all stay on the same page. I make every effort to be certain that you leave your consultation empowered with tools for targeting the health issues that motivated your visit and for slowing the aging process.
Nutrition is the cornerstone in all the programs I design with you.There is no substitute for meals and snacks of whole foods, tailored to your specific constitution.  To this excellent foundation I recommend quality nutritional supplements to help decelerate cellular aging and to correct metabolic challenges.
At the time of your consultation, you will receive a summary of your nutrition action plan, including a list of any recommended nutritional supplements to take, as well as information for procuring them. Your customized meal plans, recipes and additional recommendations (in the form of modules) will be e-mailed to you as soon as they are completed (usually 1 to 3 days). If you are registered for one of our twelve- or twenty-four-week programs your meal plans and recipes will be included in your very own customized Beautiful &Transformations Workbook (sent my e-mail). 
After your nutrition consultation, please feel free to call if you have any questions.  You may phone or text us at 205.915.0474. (If you text me and do not receive a response please assume that we did not receive it due to some technological issue and please call us. We will always respond to your questions and concerns) I will return your call as soon as possible if I am unable to speak with you when you call. If you are purchasing a 3-month program or one of our premium, daily support programs you are responsible for scheduling your weekly follow-up sessions (available by phone or in-office), although we will definitely send you reminders about scheduling your times! We want to keep you on track & on-target! Feel free to contact us with any questions. I look forward to the possibility of working with you!
May God bless you on your journey toward joyous health on every level,

Karen Bishop, RDN/LD

HEALTH STATUS QUESTIONNAIRE

Name _______________________________ Date of Birth ________ Height _______________    Today’s Date: _______________ 

Address ________________________________________________

              ________________________________________________

Do you have health insurance? _______    With what company? ______________________________________________________

E-mail address: ________________________________________________________________

How did you hear about the nutrition services I offer?  Did someone in particular refer you? ______________________________________________________________________________________________________

Your Occupation __________________________________________________                  Phone Number _____________ (home); ____________ (work); __________ (other):_______ Most convenient time and place to contact you: __________________________

Do you have a regular bedtime?   Yes    No    Weekday bedtime_____; Week-end bedtime _____                                                                                                Circle number of hours worked per week:   Less than 20      20-40      41-60      Over 60

More than 25% of time spent on job (Circle all that apply.):

      Sitting at desk      Lifting or carrying loads      Standing      Walking      Driving

Personal physician: _____________________________________________________________

Person to contact in emergency: ___________________________________________________

                                                 Phone Number(s):______________________________________

Date of last medical physical exam: _______ (year)

Date of last physical fitness test: _______ (year)

Have you ever had a Graded Exercise Test or Treadmill Test? _______ If so, what year?______ 

Do you know your cholesterol level?_______When did you last have it checked?_______

Has your physician ever told you that your cholesterol or triglyceride level was high?    Yes    No

Has your physician ever told you that your blood sugar was too high or borderline?      Yes    No

Are you presently under a physician's care for any health problem?  If so, what condition(s)? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Have you ever had a chiropractic evaluation? If so, please give the name of your chiropractor, approximately how many months or years ago you were treated, and for what type of pain or discomfort:

Yes   /   No.             Dr. _______________________________            ___    Years   /   Months ago

 Reason you sought chiropractic care: ________________________________________________

When was the last time you were weighed?__________What was your weight?_____________

What was your weight one year ago?__________  At age 21? __________

What do you wish to accomplish by receiving nutrition counseling? _____________________________________________________

___________________________________________________________________________________________________________

Have you ever participated in a weight loss/nutrition program? Describe your experiences (Your likes/dislikes/successes/challenges). 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________

Is there anything special you wish me to know which might be instrumental in helping you reach your nutritional goals? ___________________________________________________________________________________________________________

___________________________________________________________________________________________________________
Please list any nutritional supplements (vitamins, minerals, herbs, etc.) you are presently taking, including amounts and how often you take them.  (If you need extra space, you may use the back of this sheet.) ________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________

Please list any medications you take, both over-the-counter and physician-prescribed:_______________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Known allergies:______________________________________________________________________________________________

___________________________________________________________________________________________________________

Circle any who died of heart attack before age 60:

      Father                   Mother                   Brother                   Sister                  Grandparent

Please list any surgeries you have had: ___________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________

Please circle any of the following for which you have been diagnosed or treated by a physician or health professional:

      Alcoholism

Diabetes


Kidney problem

      Allergies

Disautonomia

Mitral valve prolapse

      Anemia, sickle cell
Eating disorder

Mental illness

      Anemia, other

Eczema


Multiple Sclerosis

      Arthritis

Emphysema

Neck strain

      Asthma

Epilepsy


Obesity

      Back strain

Eye problem

Panic attacks

      Bleeding trait
Gout
Fibromyalgia

Phlebitis

      Bronchitis, chronic
Hearing loss

Reflux (Gastroesophageal reflux)

      Cancer

Heart problem

Rheumatoid arthritis

      Candida albicans 
Hiatal hernia

Seasonal hay fever

      Cirrhosis, liver
High blood pressure
Stroke

      Concussion

Hypoglycemia

Swallowing problem

      Congenital defect
Hyperlipidemia

Ulcer

      Dry Skin

Irritable Bowel 

Varicose Veins

      Depression

Infectious mono-

Underactive thyroid

      Osteoporosis                nucleosis

Overactive thyroid

      Men

      Inguinal Hernia                                           
Benign prostatic hypertrophy (Enlarged prostate)

      Decreased libido



Need to frequently urinate during the night

      Women

      Dysmenorrhea (Painful menses)

Premenstrual syndrome (PMS)

      Irregular menstrual cycles


Recurrent vaginal yeast infections

      Decreased libido



Hot flashes / night sweats
      Do you feel that you may be experiencing menopause? ______________________________

      Please explain: ________________________________________________________________ 

       _____________________________________________________________________________
       _____________________________________________________________________________________

Circle the number indicating how often you have each of the following:

5= VERY OFTEN    4=Fairly often   3=Sometimes   2=Infrequently   1=ALMOST NEVER      

a. Cough up blood


f.  Chest pain

    1      2      3      4      5


    1      2      3      4      5

b. Abdominal pain


g. Swollen joints

    1      2      3      4      5


    1      2      3      4      5

c. Low back pain



h. Feel faint

    1      2      3      4      5


    1      2      3      4      5

d. Leg pain



i. Dizziness

    1      2      3      4      5


    1      2      3      4      5

e. Arm or shoulder pain 


j. Breathless with slight exertion

    1      2      3      4      5


    1      2      3      4      5

k. Foot pain



l. Leg cramps

    1      2      3      4      5


    1      2      3      4      5

Health-Related Behaviors

Do you smoke?    Yes     No

If you are a smoker, indicate number smoked PER DAY:

      Cigarettes:       40 or more     
20-39

10-19

1-9

      Cigars or pipes ONLY:     5 or more or any inhaled
Less than 5, none inhaled

Do you exercise regularly?    Yes     No

How many days do you normally spend at least 20 minutes in moderate to strenuous exercise?            

      0      1      2      3      4      5      6      7      days per week

Please explain briefly your exercise routine:________________________________________________________________________

___________________________________________________________________________________________________________

Can you walk one mile without stopping?          Yes     No

Can you walk 4 miles briskly without fatigue?    Yes     No

Can you jog 3 miles continuously at a moderate pace without discomfort?    Yes     No

Epidemiological Data

Are you of Native American Indian descent?    Yes     No

Are you of Latino descent?    Yes     No

Are you of African-American descent?    Yes     No

Do you have a parent with diabetes?    Yes     No

Do you have a sister or brother with diabetes?    Yes     No

Have you been experiencing any of the following on a regular basis?

      Excessive thirst?                            Yes    No

      Frequent urination?                        Yes    No

      Extreme fatigue?                            Yes    No

      Unexplained weight loss?               Yes    No

      Blurry vision from time to time?      Yes    No

Women:  Have you had more than one child who weighed over 9 pounds at birth?    Yes     No

               Are you experiencing menopause?    Yes    No 

Eyes

Do you have difficulty adjusting to bright light? _____________________________________________________________
Do you notice that you have diminished vision at night? ______________________________________________________
Do you have trouble with depth perception and judging distances? _____________________________________________
Do you occasionally experience dry, itchy eyes? ___________________________________________________________
Are your eyes red when you wake up in the morning? _______________________________________________________ 
Do your eyes have mucus discharge or tears when you're fatigued? ____________________________________________
VETERANS

Please tell me about any injuries or illnesses that occurred while you were in the military.  If you know of certain chemicals that you may have contacted, please include that information.  What were your primary tasks during your service?  List anything that may have impacted your health.  The more information I have, the better.  Please feel free to use the back of this sheet, if you need additional space. __________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

How To Know If You Need To Detoxify

TIRED & ACHY?  You May Need To Detoxify!

Place a check in the “YES” Column if you see yourself in the following statements:

YES?

____   Do you tend to feel tired or fatigued?

____   Do you experience early morning stiffness?

____   Do you feel faint after periods of rest?

____   Do you feel dizzy, foggy-headed or have trouble concentrating?

____   Do you experience crackling joints?

____   Do you experience frequent back pain or headaches?

____   Do you eat fast, fatty, processed or fried foods?

____   Do you experience generalized aches and pains in the body?

____   Do you use coffee, cigarettes, candy or soda to get “up”?

____   Are you sleepy in the afternoon?

____   Do you bruise easily?

____   Do you recover slowly from moderate exercise?

____   Do you take pain relievers to get rid of aches and pains?

____   Do you have a family history of arthritis or autoimmune disorders?
____   Do you have food allergies? Are you often exposed to chemicals, sedatives or   

           stimulants?

____  Total Number of “YES” check marks

Now…add up your checks in the “Yes” column.  If you have 4 or more YES check marks, your current symptoms might be due to toxic overload and you may need a metabolic bio-detoxification program that targets pain, inflammation and fatigue. 

Policy on Fees For Nutrition Counseling 

From The Desk of… Holistic Nutritionist,  Karen Bishop, RDN, LD

$350 – Weight Loss & Health Transformation Program (12-session package) – 90-Day Program (Includes meal plans and recipes/family meal planning. Initial 2-hour session & eleven weekly follow-up visits. Sessions may be completed in-office, by phone or a combination of the two.)

$525– Weight Loss & Health Transformation Program For Couples: Weight Loss & Health Transformation Program (12-session package) – Spouse is added in for $175.  90-Day Program (Includes meal plans and recipes/family meal planning. Initial 2-hour session & eleven weekly follow-up visits. Sessions may be completed in-office, by phone or a combination of the two.)

$485 Antiaging, Weight Loss & Health Transformation Program (12-session package)

90 Day Program (Includes meal plans and recipes/family meal planning; 2 sessions with Jamie Angeles of Angeles Beauty Arts. Initial 2-hour session & eleven weekly follow-up visits. Sessions may be completed in-office, by phone or a combination of the two.)

$135 Functional Medical Nutrition Therapy (2 hour-session; Designed for new patients or an extended, 2-hour session for established patients.)

------------------------------------------------------------------------------------------------------------------------------------------------------------------

To be favorable to all my patients I must require any rescheduling or cancellations to be made 24 hours in advance of confirmed appointments.

Payment for nutritional counseling is expected at the time of the visit, unless a patient has made prior arrangements with me.  If payment with cash, debit or credit card at the end of the consultation is not possible, patients are asked to bring this to my attention BEFORE nutritional counseling has begun. (I do not accept checks as form of payment.)

If a patient fails to pay for the nutritional care he or she receives at the time of the visit, I will be unable to provide that patient with his or her nutritional regimen until payment is received.  

If a patient’s inability to pay at the time of his or her visit is not brought to my attention until the nutritional counseling session is underway, the patient will be required to make payment up-front at subsequent visits. In addition, a $5 fee will be charged to mail any materials.  I do not release written patient education materials in regard to a nutritional plan I create until fees have been paid. 

I have read the Policy on Fees and agree to abide by it:

Patient’s Signature __________________________________________      Date: ______________

(or signature of responsible party)

NOTICE OF PRIVACY PRACTICES

I am required by law to maintain the privacy of your protected health information and to provide you with notice of my legal duties and privacy practices with respect to your protected health information.  “Protected health information” (PHI) is information about you, including demographic information, that may identify you and that relates to your past, present, or future physical or mental health or condition and related care services.  I am required to abide by the terms provided in the Notice of Privacy Practices (“Notice”) currently in effect.  I reserve the right to make changes to the terms of this Notice and to make new Notice provisions effective as to all your protected health information (“PHI”).  Any Notice revisions will be made available upon request and will be posted on my website, www.karenbishop.net.

 Uses and Disclosure Requiring Authorization

I may use or disclose PHI for purposes outside of treatment, payment, or health care operations only when your authorization is obtained.  An “authorization” is written permission beyond the general consent that permits specific disclosures.  For example, consultation with an additional professional such as a medical doctor, teacher, former treatment provider, therapist, etc., may be beneficial to care.  In those instances, when I am asked to provide or release protected information for purposes outside of treatment, payment, or health care operations, I will obtain an authorization from you before releasing this information.  I will also need to obtain an authorization before releasing your Nutrition notes, which are notes I have made about our conversation during an individual, group, or family counseling session apart from your medical record.  These notes are given a greater degree of protection than PHI.  You make revoke all such authorizations (PHI or Nutrition notes) at any time, provided each revocation is in writing.  You may not revoke an authorization to disclose PHI that has already been disclosed.

Uses and Disclosures with Neither Consent nor Authorization
Generally, your PHI as well as the details and contents of a nutrition therapy session must be kept strictly confidential.  However, there are certain circumstances in which I am required by law to report to a third party.  

By law, your PHI may be released without your consent or authorization in the following instances:

A client expresses intent to cause harm to self and/or others

A client provides a signed request for release of protected information

A court orders a release of information

I learn that a child or elderly person is abused or neglected

I receive information confirming you have a disease known to be communicable and fatal

In the case of emergent medical treatment

Health oversight activities (i.e. licensing board investigations)

Your Rights & My Professional Duties
You have the right to the following:

The right to request restrictions on certain uses and disclosures of your PHI.  However, I am not required to agree with a restriction you request.
The right to receive confidential communications by alternative means and at alternative locations.  For example, you may not want your bills sent to your home address.  With written consent, I will send them to another location of your choosing. 
The right to inspect and receive a copy of your PHI in the designated mental health record set for as long as PHI is maintained in the record, unless I make a clinical determination that access would be detrimental to your health.  On your request, I will discuss with you the details of the request and denial process.  
The right to amend material in your PHI, although I may deny an improper request and/or respond to any amendment(s) you make to your record of care.  Please inform me of any questions related to these rights.

My Duties
I am required by law to maintain the privacy of your PHI and to provide you with a notice of Privacy Rights and my duties regarding your PHI.  I reserve the right to change my privacy policies and practices as needed.  Current practices are applicable unless you receive a revision of my policies at a future time.  My duties as a registered dietitian include maintaining the privacy of your PHI, providing you with this notice of your rights and my privacy practices with respect to your PHI, and abiding by the terms of this notice unless it is changed and you are notified.  

By signing this form, you acknowledge receipt of the Notice of Privacy Practices.

I acknowledge receipt and review of the Notice of Privacy Practices of Karen Bishop, RDN, LDN

Print Client Name _______________________________________________
Date ____________________

Client Signature    _______________________________________________
Date ____________________

Parent/Guardian/Custodian Signature: _______________________________
Date ____________________
