
      

Lifestyle Change and ! PO Box 151373
Nutritional Counseling ! San Rafael, CA 94915
Marriage, Family and !kia@kailocounseling.com
Individual Counseling! 415.813.6183

Office Policies and Informed Consent
The following information answers some important and frequently asked questions concerning 
my practice. If you have any further questions after reading this, or any individual concerns not 
covered here, please feel free to ask me about them. Please keep a copy for your own records.

General Information

I have a Masters of Science in Clinical Nutrition from the University of Bridgeport, Connecticut. I 
also hold a Masters of Science in Counseling with and emphasis on Marriage, Family, and Child 
Therapy from the California State University at Hayward, and a BS in Psychology from the 
University of California at Santa Cruz. I have received further training in guided imagery, the 
vision quest process, herbal therapies, and holistic health. I do not hold a Professional 
Counselor license although I am a professional member of the American Counseling 
Association and am bound to the same ethical standards as a licensed member. If you have 
further questions about these standards I will provide a copy of them upon request. 

General Standards

After helping you to evaluate you needs with regards to your present state of physical and 
psycho-emotional health, I will work with you to develop an appropriate course of action for the 
following sessions. Occasionally, clients may go through periods in the healing process which 
result in emotional discomfort, changes in their relationships or temporary worsening of their 
symptoms. This is normal and should subside as the work progresses. Keep in mind you will 
always be in charge of your progress and may discontinue at any time. I encourage you to 
discuss any personal doubts, concerns, discomforts or questions regarding our relationship or 
my therapeutic approach at any time. You can expect homework from me between sessions. It 
is in your best interest to take these assignments seriously as they will speed your progress and 
make our time together as productive as possible.

Confidentiality

I abide by the laws and ethical principles that govern privilege and confidentiality (please read 
and sign HIPAA and Information Sharing forms to follow). I will not disclose to anyone anything 
you tell me, nor even the fact that I have seen you, without your permission. This includes 
working with couples and families. There are a few exceptions to these standards that you need 
to be aware of:

1) It is legally required of me that I act so as to prevent physical harm to yourself or others 
when there is clear and immanent danger of that happening;

2) I am legally required to report cases on ongoing abuse of a child, elder, or disabled person;
3) I may have to release information regarding you to insurance carriers as required for 

payment or review of your claim;



4) I may have to release records when ordered to do so by court subpoena. However, I will 
discuss the details of privilege with you beforehand and request a written release from you if 
I judge this to be in your best interest. You should know that therapist's privilege extends to 
both criminal and civil proceedings;

5) On occasion therapists consult with colleagues about their work in an effort to supply the 
best therapy possible. If your case were ever discussed it would be confidential between 
professionals and without the use of your name or identifying information.

 
Appointments

Consultations are arranged by appointment only. Counseling sessions last 60 or 90 minutes 
unless a different length is arranged ahead of time. Nutritional consultations are variable in 
length and charged accordingly. If we are having a phone consultation, you are responsible for 
calling me. I will meet you (in person or by phone) at the exact time agreed upon. Should I be 
late, I will make up the missed time or prorate your bill. If you are late or do not come, I will 
charge the full fee for the session unless I am notified of a cancellation or change in times 24 
hours in advance. I do not provide appointment reminder calls. It is up to you to remember your 
appointment. 

Telephone Calls, Emails, and Emergencies

For scheduling purposes please email me at kia@kailocounseling.com or call my confidential 
voice mail and office phone, 415-813-6183. If you connect with the voice mail, you may leave 
me a message and I will call you back. I am the only one who picks up the messages or emails. 
I will get back to you as soon as I am able. If you should not be able to reach me in the event of 
an emergency, please call your local Crisis Line, or go to the nearest hospital emergency room. 

Referrals

Occasionally, the client or I decide that the client would progress faster working with another 
practitioner. If this is the case, I will provide you with a list of professionals I feel would be more 
suitable to your needs. It is important that you feel you have the right working partner and that I 
feel I can help you. It is also important to keep in mind that we don’t have to be friends to do 
good work together on your behalf.

Fees

Please see the separate Fee Schedule for current prices. For counseling sessions, your 
payment is due at the beginning of each session. Nutritional consultations will be charged 
according to time and materials as stated on the Fee Schedule. I do offer a discount on 
prepayment for multiple sessions in 5 hour increments. Due to a number of factors, I have 
chosen not to participate in the insurance industry. I do not bill insurance companies but will 
provide you with a receipt should you choose to bill for reimbursement on your own. Keep in 
mind that neither you nor I may bill Medicare for the services I provide.

I, _______________________________, have read and understand the above information 
pertaining to counselor, Kia Sanford, MS, and agree to the terms described. 

Signed __________________________________________ Date _______________
!   (client, or parent if child under 18 years)



Your Information. Your Rights. Our Responsibilities.
This notice describes how medical information about you may be used and disclosed and how 
you can get access to this information. Please review it carefully. 

Your Rights
When it comes to your health information, you have certain rights. This section explains 
your rights and some of our responsibilities to help you.
Get an electronic or paper copy of your medical record 

• You can ask to see or get an electronic or paper copy of your medical record and other 
health information we have about you. Ask us how to do this. There may be charges 
involved in copying large files.

• We will provide a copy or a summary of your health information, usually within 30 days 
of your request. We may charge a reasonable, cost-based fee.

Ask us to correct your medical record
• You can ask us to correct health information about you that you think is incorrect or 

incomplete. Ask us how to do this.
• We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications
• You can ask us to contact you in a specific way (for example, home or office phone) or to 

send mail to a different address. 
• We will say “yes” to all reasonable requests.

Ask us to limit what we use or share
• You can ask us not to use or share certain health information for treatment, payment, or 

our operations. We are not required to agree to your request, and we may say “no” if it 
would affect your care.

• If you pay for a service or health care item out-of-pocket in full, you can ask us not to 
share that information for the purpose of payment or our operations with your health 
insurer. We will say “yes” unless a law requires us to share that information.

Get a list of those with whom we’ve shared information
• You can ask for a list (accounting) of the times we’ve shared your health information for 

six years prior to the date you ask, who we shared it with, and why.
• We will include all the disclosures except for those about treatment, payment, and health 

care operations, and certain other disclosures (such as any you asked us to make). We’ll 
provide one accounting a year for free but will charge a reasonable, cost-based fee if 
you ask for another one within 12 months.

Get a copy of this privacy notice
• You can ask for a paper copy of this notice at any time, even if you have agreed to 

receive the notice electronically. We will provide you with a paper copy promptly.
Choose someone to act for you

• If you have given someone medical power of attorney or if someone is your legal 
guardian, that person can exercise your rights and make choices about your health 
information.

• We will make sure the person has this authority and can act for you before we take any 
action.

File a complaint if you feel your rights are violated
• You can complain if you feel we have violated your rights by contacting us using the 

information on page 1.
• You can file a complaint with the U.S. Department of Health and Human Services Office 

for Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 
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20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/
complaints/.

• We will not retaliate against you for filing a complaint.

Your Choices
For certain health information, you can tell us your choices about what we share. If you 
have a clear preference for how we share your information in the situations described below, 
talk to us. Tell us what you want us to do, and we will follow your instructions (see separate 
form). In these cases, you have both the right and choice to tell us to:

• Share information with your family, close friends, or others involved in your care
• Share information in a disaster relief situation
• Include your information in a hospital directory
If you are not able to tell us your preference, for example if you are unconscious, we may go 
ahead and share your information if we believe it is in your best interest. We may also share 
your information when needed to lessen a serious and imminent threat to health or safety.

In these cases we never share your information unless you give us written permission:
• Marketing purposes
• Sale of your information (which we never do in any case but this statement has to be 

here legally)
• Most sharing of psychotherapy notes (unless it is deemed that your behavior poses a 

threat to your self or others)
In the case of fundraising:

• We may contact you for fundraising efforts, but you can tell us not to contact you again 
(which we never do in any case but this statement has to be here legally)

Our Uses and Disclosures
How do we typically use or share your health information? 
We typically use or share your health information in the following ways.
To Treat you

We can use your health information and share it with other professionals who are treating 
you.
Example: A doctor treating you for an injury asks another doctor about your overall health 
condition.

To Run our organization
We can use and share your health information to run our practice, improve your care, and 
contact you when necessary.
Example: We use health information about you to manage your treatment and services. 

How else can we use or share your health information? 
We are allowed or required to share your information in other ways – usually in ways that 
contribute to the public good, such as public health and research. We have to meet many 
conditions in the law before we can share your information for these purposes. For more 
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.
Help with public health and safety issues

We can share health information about you for certain situations such as: 
• Preventing disease
• Helping with product recalls
• Reporting adverse reactions to medications
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• Reporting suspected abuse, neglect, or domestic violence
• Preventing or reducing a serious threat to anyone’s health or safety

Do research
We can use or share your information for health research but will not do so without your 
consent.

Comply with the law
We will share information about you if state or federal laws require it, including with the 
Department of Health and Human Services if it wants to see that we’re complying with 
federal privacy law.

Respond to organ and tissue donation requests
We can share health information about you with organ procurement organizations.

Work with a medical examiner or funeral director
We can share health information with a coroner, medical examiner, or funeral director when 
an individual dies.

Address workers’ compensation, law enforcement, and other government requests
We can use or share health information about you:
• For workers’ compensation claims
• For law enforcement purposes or with a law enforcement official
• With health oversight agencies for activities authorized by law
• For special government functions such as military, national security, and presidential 

protective services
Respond to lawsuits and legal actions

We can share health information about you in response to a court or administrative order, or 
in response to a subpoena.

Our Responsibilities
• We are required by law to maintain the privacy and security of your protected health 

information. 
• We will let you know promptly if a breach occurs that may have compromised the privacy  

or security of your information.
• We must follow the duties and privacy practices described in this notice and give you a 

copy of it. 
• We will not use or share your information other than as described here unless you tell us 

we can in writing. If you tell us we can, you may change your mind at any time. Let us 
know in writing if you change your mind. For more information see: www.hhs.gov/ocr/
privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have 
about you. The new notice will be available upon request, in our office, and on our web site.

____________________________________________________________________________

By signing here you acknowledge you have read and understand the above information.

_________________________________  ____________________________  _____________
! Printed Name !! ! ! !  Signed! ! !     Date

Kia Sanford MS ~ Clinical Nutrition & Counseling       HIPAA Rights and Responsibilities 

! 3 of 3!! !          !          Effective 06/01/13

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html


Lifestyle Change and ! PO Box 151373
Nutritional Counseling ! San Rafael, CA 94915
Marriage, Family and ! kia@kailocounseling.com
Individual Counseling! 415.813.6183

IMPORTANT: Sharing your confidential health information

In this new age of HIPAA privacy regulations, I must have written approval from you, the 
client, in order to speak with anyone else about your case. I recommend you list at least 
one other family member and any other health care practitioners you would like to have 
access to your information. Without this authorization, I cannot even acknowledge you 
are a client when speaking to your spouse or adult child.

I, ________________________________________________, give the staff at Kailo 
Counseling permission to speak to the following people regarding my health and health 
care:

Name ___________________________________ Relationship __________________

Name ___________________________________ Relationship __________________

Name ___________________________________ Relationship __________________

Name ___________________________________ Relationship __________________

Name ___________________________________ Relationship __________________

Name ___________________________________ Relationship __________________

Name ___________________________________ Relationship __________________

Signed: ____________________________________________ Date: ______________

Important: Should you chose to revoke this permission, I must have that request in 
writing from you.



Confidential Health Inventory

GENERAL INFORMATION:   Date:  ____________

Name: ___________________________________________ Age: __________ Birth Date: ________________
LAST  FIRST                 MIDDLE

Address:_______________________________________________________ Weight:_______ Height:  ______
_______________________________________________________________ Blood type: ________________
Mailing Address (if different): _________________________________________________________________
Email Address: _________________________________________________  
Home Phone:  ___________________  Cell Phone:  _____________________ FAX:____________________
Occupation:  _______________________  Employer: ______________________________________________
Employment Status: ☐ Full-time  ☐ Part-time  ☐ School  ☐ Retired  ☐ Unemployed  ☐ Other ___________
Relationship Status:  ☐ Living with parent(s)   ☐ Single   ☐ Married   ☐ Divorced   ☐ Widowed
Living Situation:  ☐ Alone  ☐ Friend(s)  ☐ Partner  ☐ Spouse  ☐ Parents  ☐ Caregiver  ☐ Assisted living
Name of Partner/Spouse/Parent: ________________________________   Occupation:  ___________________
   Number of children not living at home: ___________ Pets: ________________________________________
Support activities/pursuits/groups:  _____________________________________________________________
Educational Background:  ☐ Elementary/Middle   ☐ High School   ☐ Some College   ☐ Bachelors Degree
         ☐ Some Graduate School   ☐ Masters Degree   ☐ PhD   ☐ Specialty (MD, DO, etc)
Who referred you? __________________________________________________________________________
Primary physician:_______________________________  Phone:___________________ Fax:______________
Names of other practitioners on your current team              Phone     Fax
__________________________________________________________________________________________
__________________________________________________________________________________________

In Case of Emergency Contact:  ________________________________  Phone:  ________________________
  Relationship to you: _________________________________

FINANCIAL AGREEMENT
I claim full financial responsibility for services rendered and understand that payment is required in full at the 
time of service unless special arrangements have been made in advance. 
Credit/Debit Card: ______________________________________ Exp: ______________ CVV: _________

MAIN REASON AND GOALS FOR THIS APPOINTMENT: 
__________________________________________________________________________________________
__________________________________________________________________________________________
DIAGNOSIS (if any):_______________________________________________________________________

By signing you certify that all the above is correct. You agree to pay for services rendered and any scheduled 
appointments not cancelled 24 in advance. Also by supplying an email address and signing here you agree to 
receive emails regarding scheduling and the work we do together. Your information is never sold or shared. 

Signed: _______________________________________  Relationship to client:  ______________________
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CURRENT MEDICAL STATUS
In general, I feel my overall health is:  ☐  Excellent    ☐ Good    ☐ Fair     ☐ Poor
Supplements (include brand names and dosages): Use other side of paper if necessary 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Medications (prescription or over the counter, include dosages): 
Drug allergies (penicillin, etc.):  _______________________________________________________________
Medications are you currently taking:
Drug     Dose    Reason    When did you start?
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Do you use NSAIDs such as aspirin, ibuprofen, Naproxen, Celebrex? ☐ No   ☐ Yes, how often: ____________
Acetaminophen (Tylenol)? ☐ No ☐ Yes, how often: ________     Benadryl? ☐ No ☐ Yes, how often: ________
About how many times have you been on antibiotics in the last 5 years? ________________________________
Were you treated with antibiotics repeatedly as a child? ☐ No   ☐ Yes, please explain:
__________________________________________________________________________________________

Surgeries/Hospitalizations: (major or minor with approximate dates): Use other side of paper if necessary
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

If radiation and/or chemotherapy treatments, please indicate dates, doses, agents used, and describe your 
experience with the treatment. Please use the back of this page.

MARK THE FOLLOWING:    1 IF CURRENT,     2 IF PAST

___Abnormal Pap smear
___AIDS/HIV
___Alcoholism
___Allergies
___Anemia type_______
___Antibiotic use
___Arthritis
___Asthma
___Bleed easily
___Breast Lumps
___Cancer
___Catch colds easily
___Concussion
___Crohn’s disease
___Chronic cough

___Diabetes
___Eating disorder
___Epilepsy
___Fainting/blackouts
___Gallbladder problem 
___Glaucoma
___Hair loss
___Headache/Migraine
___Heart attack
___Heart disease
___Hemorrhoids
___Hepatitis
___High blood pressure
___Low blood pressure
___High cholesterol

___High fevers
___IBS/IBD
___Infertility
___Jaundice
___Kidney disease
___Low blood pressure
___Lyme’s disease
___Mental disorder
___Mono or EBV
___MS
___Obesity
___Osteopenia/-porosis
___Palpitations
___Pacemaker
___Parasites

___Pneumonia
___Poor memory
___Prostate problems
___SIBO
___Sinus infections
___Skin problems
___Sleep apnea 
       ___use a CPAP
___Stroke
___Thyroid problems
___Ulcers
___Ulcerative colitis
___Varicose/spider veins
___Other_____________
___Other_____________
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Digestion & Stools  Bowel Movement Frequency is _____ # of times per day usually at what time of day? _________
___Formed 
___Soft/Loose 
___Watery
___Diarrhea
___Hard
___Dry
___Constipation

___Alternating
___Incomplete/difficult
___Has undigested food
___Contains mucus
___Contains blood
___Odorous
___Bloating

___Gas
___Painful digestion
___Food allergies/problems
___Belching
___Nausea
___Vomit
___Ulcer

___Poor appetite
___Excessive appetite
___Hemorrhoids
___Rely on supplement for 
      elimination
___Other_______________
___Other_______________

Urination 
Frequency is _____ # of times per day                                    Night time ______# of times
___Clear
___Pale yellow
___Medium yellow
___Dark yellow
___Green

___Orange
___Bloody
___Urgent
___Burning
___Dribbling

___Profuse
___Scanty
___Output = input
___Odorous
___Cloudy

___Edema/Puffy skin
___Infections
___Stones
___Other___________

Sleep  
Hours per night:_________   Time to bed:________  Time to wake:________
___Trouble falling asleep 
___Trouble staying/going back to sleep
___Vivid/disturbing dreams

___Sweating
___Palpitations
___Rested when wake up

___Trouble waking up/groggy
___Other_______________________

Skin/Hair/Nails 
___ Acne   
___ Psoriasis   
___ Eczema   
___ Hives  

___ Itchy skin/scalp
___ Dry skin/scalp
___ Oily skin/scalp
___ Athlete’s foot   

___ Flaky skin
___ Bruise easily 
___ Nail ridges
___ White spots in nails

___ Brittle hair
___ Hair loss
___ Other:______

Sensory Organs 
___Blurry vision      
___Poor P.M. Vision          
___Itchy eyes
___Watery eyes     
___Floaters     
  

___Dizzy/Vertigo   
___Weak hearing     
___High pitch ear Ring     
___Low pitch ear Ring     
___Ear Infections     
___Ear Discharge     

___Sinus infections     
___Nasal Congestion/
      Post Nasal Drip    
___Fillings (#)_____      
___Teeth loss     
___Sensitive teeth

___Bleeding Gums      
___Bad Breath     
___Other: __________

Pain  My body pain is mostly located: ___________________________________________________________ 

Male (Female - see last page)
___Premature ejaculation     ___Impotence      ___Infertility       ___Low sexual energy     ___Enlarged prostate    
___Other___________   

Energy Levels                        
___High     ___Medium     ___Low     ___Fluctuates     ___Fatigue after meals     ___Energized after meals          

Emotions
The predominant emotion(s) I experience lately are: 
☐ Anger  ☐ Joy  ☐ Worry  ☐ Grief   ☐ Fear  ☐ Depression   ☐ Anxiety   ☐ Irritability    ☐ Other_________________
Significant emotional states as a child or in the past:________________________________________________________
Please mention any major traumas:_____________________________________________________________________
Other:____________________________________________________________________________________________
Do you have a history of depression or anxiety? ☐ No ☐ Yes, please list any medications used ____________________
__________________________________________________________________________________________
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FAMILY HISTORY
Please include any of the following:  Alcoholism, high blood pressure, cancer, diabetes, heart disease, 
osteoporosis, other addiction or illness.
Member Living? Age  Important Diseases/Issues    Cause of death/at age
Mom  ____________________________________________________________________________________
Dad  _____________________________________________________________________________________
Sib(s) ____________________________________________________________________________________
_________________________________________________________________________________________
MGM ____________________________________________________________________________________
MGF _____________________________________________________________________________________
PGM _____________________________________________________________________________________
PGF  _____________________________________________________________________________________
Mom’s Sib(s) ______________________________________________________________________________
__________________________________________________________________________________________
Dad’s Sib(s) _______________________________________________________________________________
__________________________________________________________________________________________

DIET & LIFESTYLE
Dietary preferences/restrictions: _______________________________________________________________
☐ Omnivorous  ☐ Vegetarian (with some ☐ eggs, ☐ dairy, ☐ fish)        ☐ Vegan; since __________

Routine physical exercise:  ☐ None ☐ Yes, type:  _________________________________________________
   How often?  _____________________________________________________________________________
Do you feel you have a stressful life?  ☐ No ☐ Yes; how long has it been stressful? ______________________
   If so, do you practice any stress reduction techniques? ☐ No ☐ Yes, please list ________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

Tobacco use: ☐ Never  
  ☐ Yes, but not any longer:  How long? _________ Year quit  ______    
  ☐ Yes, currently:  How much? ________  How long? _________
   ☐ I want to quit as soon as possible
   ☐ I have no intention of quitting
Alcohol use:   How much? ______________________________  How often?  _________________________
Caffeine use:  How much?  _____________________________ How often?  __________________________

Other mood altering substances (past/present): this is completely confidential but important for me to know
Type: __________________ How much?  ______________________ How often?  ______________________
Have any of these substances become a problem in your life?  ☐ No ☐ Yes
   ☐ I want to quit as soon as possible
   ☐ I have no intention of quitting
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FOR WOMEN ONLY:

MENOPAUSE (if still cycling, please skip to the next section)
No menses since________________
Describe any experiences/symptoms you are feeling/having

List any hormone replacement therapy you are taking including dose and brand 

MENSTRUAL PERIODS
Please complete this section to the best of your ability even if you no longer menstruate. It provides valuable 
information for an accurate assessment. 

Menstruating since age: _______      Regular:   ☐ No ☐ Yes 

Length of cycle: __________       Flow lasts how many days? _______  

☐ Light flow ☐ Heavy Flow  Clots:  ☐ No ☐ Yes   Color of blood: ☐ bright red ☐ dark red

Date of last menses: ______________ 

Do you experience PMS:   ☐ No ☐ Yes, describe symptoms:

Menstrual Cramps: ☐ No ☐ Yes, which days?____________________

Vaginal Discharge: ☐ No ☐ Yes    Color _____________    Frequency_________    Amount___________

MARK THE FOLLOWING:    0 = never     1 = current     2 = past
___ hysterectomy   ___ irregular PAP smear  ___ tubal ligation
___ fibroids    ___ herpes    ___ ablation
___ D&C    ___ interstitial cystitis   ___ irregular bleeding
___ pain with intercourse  ___ infertility    ___ breast cancer
___ dryness with intercourse  ___ endometriosis   ___ mastectomy
___ HPV    ___ other _______________________________________________

DO YOU HAVE BREAST IMPLANTS:   ☐ No ☐ Yes; If yes, any problems?

PREGNANCY/BIRTH CONTROL 
Are you pregnant now  ☐ No ☐ Yes  Do you think you may be  ☐ No ☐ Yes
Number of pregnancies  _____  Number of children  ______

Terminations ______   Miscarriages  ______   Tubular pregnancies  ______

Difficulty in conceiving  ☐ No ☐ Yes

Birth control method(s):

If you have used hormonal birth control methods, please list which, how old you were/are, and for how long?
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AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Date: _____________________

To: ! _________________________________
! _________________________________

Dear! _________________________________

I hereby authorize and request that you release and please (check one)
☐FAX,  ☐ Email,  ☐ Priority Mail,  ☐ FedEx or  ☐ UPS overnight to:

Kia Sanford MS CN
Counseling and Clinical Nutrition

PO Box 151373
San Rafael, CA 94915
415-813-6183 (phone)

kia@kailocounseling.com (secure/confidential email)
877-565-7363 (secure/confidential toll-free fax)

☐ Most recent;    ☐ For the period of _____ to _____;     ☐ All     
medical records, charts, files, prognoses, reports, x-ray or scan reports, laboratory 
reports, clinical records, and such other information relative to my medical condition or 
my treatment at any time provided to me and to the extent said information is available 
and within your possession. You may bill me for any costs. You are further requested 
not to disclose any information concerning my past or present medical condition to any 
other person, unless it is specific to my medical care or treatment as per HIPAA, without 
my express written permission.

Thank you for your assistance.

Name  _______________________________________   
Social Security or Patient Number __________________
Address_______________________________________
! ________________________________________
Phone   _______________________________________  
Birthday _______________________________________

Signature ______________________________________



KAILO FOOD & ACTIVITY JOURNAL

NAME: DAY/DATE:

NUTRIENT GROUPNUTRIENT GROUP TOTALS

Carbohydrates: Grains ________ Veggies ________ Fruits _________Fruits _________ ________

Proteins: Meats ________ Dairy _________ Legumes/Nuts/Seeds __________Legumes/Nuts/Seeds __________ ________

Fats: Liquids _______ Solids ________ ________

ITEM TIME AMOUNT PHYSICAL/EMOTIONAL CHECK-INPHYSICAL/EMOTIONAL CHECK-INPHYSICAL/EMOTIONAL CHECK-IN

Breakfast:

Snack:

Lunch:

Snack:

Dinner:

Snack:

EXTRA MOVEMENTEXTRA MOVEMENT DURATION TIME

WATER:  �   �   �   �   �   �   �   � �   �   �   �   �   �   �   � 
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Nutritional Counseling ! San Rafael, CA 94915
Marriage, Family and !kia@kailocounseling.com
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New Client Check List

Please be sure everything on this list pertinent to your health is included. If materials are 
incomplete, the quality of the consultation may be jeopardized. In some instances I may 
need to reschedule your appointment to assure this quality if your file is incomplete. The 
following items are your responsibility to get to me:
☐Completely filled out Medical History Form with valid reimbursement information
☐Signed/dated copy of Informed Consent and Policies page 2
☐Signed/dated copy of HIPPA Privacy Policy, and Rights and Responsibilities Page 3
☐Signed/dated copy of Information Sharing Form
☐Signed/dated copy of this checklist

You may want to use the Medical Release form to gather the following items:
☐Most recent lab results (not ALL lab results)! ! ☐Included! ☐Being sent!☐N/A
☐A complete history and physical exam report relating to your current challenge from 
your specialist or your family physician! ! ! ☐Included! ☐Being sent!☐N/A
☐Surgical reports if pertinent! ! ! ! ☐Included! ☐Being sent!☐N/A
☐Pathology reports! if pertinent! ! ! ! ☐Included! ☐Being sent!☐N/A
☐Hormone/HER-2-Nu receptor reports if pertinent! ☐Included! ☐Being sent!☐N/A 
☐Chemotherapy: type, dosage and dates! ! ☐Included! ☐Being sent!☐N/A
☐Radiation treatment(s): amount, location and dates!☐Included! ☐Being sent!☐N/A
☐Reports for most recent x-ray, CT Scan, bone scan, MRI, and/or PET scan

Please DO NOT send the actual films! ! ☐Included! ☐Being sent!☐N/A

If any of the above does not apply to you, please mark the N/A box so I know it has not 
been forgotten. I urge you to make copies of all these documents for your own 
files. This is essentially the beginning of your next educational degree program, and 
you will need copies of these materials to refer to in the future. Your attention to detail 
will help everything go smoothly from the start!

I, _____________________________________________, have sent, or am having 
sent, all the above items to complete my file. 

Signed _________________________________________  Date ________________


