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             N E W  P A T I E N T  I N T A K E  F O R M  
 
Welcome to Core Vitality Clinic. We will do our best to serve your healthcare needs, provide natural 
and safe treatments, and serve as a resource for natural health education. It is important to us that 
you read and understand our clinic policies. If you have questions about the policies, please be sure 
to ask. We encourage you to communicate any issues, complaints or special needs with us. 

 

                  CLINIC POLICIES 
 
Services. We offer an array of Naturopathic and Regenerative services, most of which are insurance-friendly.  

• Naturopathic consultations for acute and chronic health conditions from infants to elderly  
• Bio-Identical Hormone therapy for men & women 
• Evaluations for precision testing & interventions: Genetic, Gastrointestinal, Nutrients, Hormones, Food 

intolerance, Adrenal, Cardio-Metabolic, and more. 
• Weight loss programs: HCG Protocol & First Line Therapy 
• Aesthetic procedures: Botox, Juvederm filler, “Vampire facelift”, Microneedling, Vein reduction 
• Orthopedic procedures: Platelet Rich Plasma injections, Prolotherapy, Cortisone injections 
• And more…Like us on Facebook for updates 

 
Office Hours.      

Mondays 9-5, closed for lunch from 12-1 
Tuesdays 9-5, closed for lunch from 1-2 

Wednesdays closed 
Thursdays 8-5, closed for lunch from 12-1 

Fridays 9-6, closed for lunch 12-1 
 
Contacting us. Telephone contact is available during office hours at (541) 602-0260. If you get voice mail, leave a 
message and our staff will return your call as soon as they can. If it is urgent, please let them know so there won’t be 
a delay. If you prefer to email, the office email is info@corevitalityclinic.com. If you have an urgent matter outside 
of office hours, you can call the emergency cell of Dr. Thom Rogers at (360) 929-2550, or text Dr. Alicia Rogers at 
360.969.5452. Note: there will be a charge for calls taken at the emergency number, minimum $40.  
If you have several questions, or want to speak directly to the doctor, our staff will recommend scheduling an 
appointment. 
 
Payment. Payment is due at the time of service for procedures, office visits (non-insurance), copays and dispensary 
items. We accept cash, checks, Visa, and Mastercard.  
   
Insurance.  We are credentialed with BC/BS (Regence), Lifewise of OR, Providence, PacificSource, Aetna, Cigna 
(Dr. Thom only), Moda and certain Samaritan plans. We are considered “out of network” providers for United. (We 
will bill these for you, as they often pay some when you have met your deductible.) It is helpful if you have a 
general knowledge of your insurance coverage when you come in (whether you have coverage to see a naturopath, 
lab coverage, deductibles, etc.) We are not Medicare or Medicaid providers, but we offer a discount for payments at 
time of service.  
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I understand that I am financially responsible for all charges and agree to pay for the services and products I 
receive. If applicable, I authorize the provider to release to my insurance company any information necessary 
to process a claim. I authorize the insurance payment be made directly to the provider. 
Initials__________Date __________ 
 
Prescription Refills. Refills are best obtained by contacting the pharmacy and having them fax us a formal request. 
When a refill is requested, the doctor is required to review the chart and in some cases, may need to perform an 
exam prior to refilling the prescription. Allow 24-48 hours to refill all prescriptions (we are closed on Wed.). There 
is a $30 charge for all same day refills. 
 
Form Completion. If you have any forms to be filled out by the doctor outside of an office visit, please allow 1-2 
days for completion. There will be a $20 charge to fill out paperwork (i.e. camp/sports/college physicals, medication 
forms for schools, HSA accounts, return to work, etc.). Special letters for insurance, pharmacy, reports, etc. will 
have a minimum charge of $30.  
 
Cancellation policy. We appreciate if you give us at least 48 hours notice before canceling an appointment so we 
have sufficient time to fill that spot. If you cancel your appointment with less than 24 hours notice, there is a $50.00 
charge for your empty time slot. The charge will only be waived in emergency situations.  
 
I have read and understand that if I cancel within 24 hours of an appointment, I will be liable for a $50.00 
cancellation charge. Initials __________Date __________ 
 
No Show Policy. If you make an appointment and don’t call or show up for that appointment (barring emergency 
situations in which a call cannot be made) there is a charge of $50.00. This is charged to you and not your insurance. 
We provide courtesy reminder calls about appointments, but it is still your responsibility to keep track of your 
appointment times even if you do not receive a reminder call. We reserve the right to discontinue care to patients 
who do not keep their appointments. 
 
I have read and understand the “No Show” policy and understand that if I fail to show up at my appointed 
schedule time, I will be charged $50.00. Initials __________Date __________ 
 
Confidentiality. You have the right to know how your privacy is being protected in accordance with the HIPAA 
Act of 1996. Your healthcare information is private and cannot be shared with anyone else without your signed 
consent. Your records are kept in your chart and secured in our clinic at all times. If charts are in the open, names 
are covered. Access to the clinic is limited to practitioners, employees, and supervised guests.    
 
I have read and understand my right to privacy, as stated above, and agree to allow CVC to maintain my 
records confidentially in accordance with the law. Initials __________Date __________ 
 
Supplements. We stock a moderately large dispensary in our office and will prescribe items that you can buy here. 
When you need refills, it’s best if you call a few days ahead to make sure we’ve got your items in stock. Sometimes, 
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due to vendor backorders or other circumstances, we will not be able to get the same item and will give you a similar 
product as a substitute. We can also order directly from distributors to send items to your house if we are out. 

 
 
 

INFORMED CONSENT FOR NATUROPATHIC TREATMENT 
 
I hereby authorize Dr. Thom Rogers, ND, and Dr. Alicia Rogers, ND, to perform the following procedures as 
necessary to facilitate my diagnosis and treatment, including, but not limited to: 
 

• General Diagnostic Procedures: general physical exams, blood draws and laboratory evaluation. 
• Herbal/Natural Medicines: prescribing of various therapeutic substances, including plants, vitamins, 

minerals, hormones and animal materials. Substances may be given in the form of teas, pills, powders, 
tinctures – may contain alcohol; topical creams, pastes, suppositories, and other forms.  

• Homeopathic Remedies: often highly dilute quantities of naturally occurring substances to gently 
stimulate the body’s healing processes.  

• Dietary Advice and Therapeutic Nutrition: use of foods, diet plans, or nutritional supplements for 
treatment.   

• Physical Therapy: massage, muscle energy stretching, hot and cold therapies, and manipulations, and 
injection therapy may be used.  

• Lifestyle Counseling: promotion of wellness, including recommendations for exercise, sleep, and stress 
reduction.  

• Pharmaceutical Drugs: the appropriate use of prescription drugs. 
 
I understand the potential risks and benefits of these procedures as described below:  
 
Potential Risks: adverse reactions to prescribed substances, including interactions with certain medications or lab 
evaluations, aggravation of pre-existing symptoms, pain or lack of improvement of symptoms, injury from physical 
therapy, inconvenience of lifestyle changes. 
 
Potential Benefits: restoration of health and the body’s optimal functional capacity, relief of pain and symptoms of 
disease, assistance in injury and disease recovery, and prevention of disease or its progression.  
 
Notice to Pregnant Women: All female patients must alert the doctor if they know or suspect that they are pregnant, 
since some of the therapies used could present a risk to the pregnancy. 
 
With this knowledge, I voluntarily consent to the above procedures, realizing that no guarantees have been given to 
me by my Naturopathic Doctor regarding cure or improvement. I do not expect the doctor to be able to anticipate 
and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of 
procedure and treatment, based on the information known at the time and in my best interest. I understand that I may 
ask questions regarding my treatment before signing this form and that I am free to withdraw my consent and to 
discontinue care at any time.  
 
I intend this consent form to cover the entire course of treatment for my present condition/s, and for any future 
condition/s for which I seek treatment here.  
 
 
 
Patient Name (Printed)   Patient/Guardian Signature  Date 
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N E W  P A T I E N T  I N T A K E  F O R M  
 
 

PATIENT INFORMATION 
Name _________________________________ email________________________________________ 
Home Phone_________________________ Cell Phone____________________________Text Ok? Y N 
Address __________________________________City ________________State ______Zip _________ 
Date of Birth __________________ Social Security Number ________________________ Age_______ 
Relationship Status: _____Married/Partnered _____Divorced/Separated _____Single/Widowed 
Live with: ____Spouse ____Partner ____Relative/s ____Friend/s ____Parent/s ____Kid/s  ____Pet/s 
Emergency Contact __________________________ Phone ___________________________________ 
How did you hear about us? ______________________________________________________________ 
_____________________________________________________________________________________ 
 
EMPLOYMENT INFORMATION 
What do you do for work?_______________________________________________________________ 
Employer ____________________________________________________________________________ 
Work schedule:__________________________________ Do you enjoy your work?_________________ 
 
INSURANCE INFORMATION 
Insurance Company/Plan Name ___________________________________________________________ 
ID Number/Claim Number ________________________________ Group Number _________________ 
Whose Policy is this:       Self         Spouse      Third Party 
(If not self, please list name & date of birth of policy holder) ____________________________________ 
 
CONFIDENTIALITY 
You have the right to confidentiality when receiving care from providers. We will not disclose medical 
information to anyone unless directed to do so in writing by you. If you would like us to leave messages 
regarding your health care on an answering machine or with another person, please list them below and 
indicate which voice mail or email we may leave messages on:  
__________________________________________________________________________ 
 
Patient Signature________________________________________________Date__________________ 
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YOUR CURRENT HEALTH  
What is your main reason for coming in today? 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
MEDICAL HISTORY 
What kind of medical or health treatment have you received lately and from whom? 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

 
When was your last blood test or diagnostic test & what were the results? 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

 
Have you had any X-rays, CAT scans, Ultrasound, or MRI’s done & what were the results? 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

 
What childhood illnesses have you had? ____________________________________________________ 
_____________________________________________________________________________________ 
What adult illnesses have you had? ________________________________________________________ 
_____________________________________________________________________________________ 
Previous surgeries and hospitalizations (include approximate dates): _____________________________ 
_____________________________________________________________________________________ 
Do you have any allergies to any drugs, herbs, foods, animals or other?  
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

 
 
 
 
 
 
 
 
Patient Signature__________________________________________________Date_______________
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CURRENT MEDICATIONS 
Please list any other medications, vitamins, herbs or supplements you are taking: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
FAMILY HISTORY OF HEALTH PROBLEMS (and age of death, if applicable) 
Your Mother __________________________________________________________________________ 
Your Father ___________________________________________________________________________ 
Your Siblings _________________________________________________________________________ 
Grandparents _________________________________________________________________________ 
 
PERSONAL HABITS  
What do you enjoy most in your life? ______________________________________________________ 
What are your main interests or hobbies? ___________________________________________________ 
Do you regularly use alcoholic beverages, how much? _________________________________________ 
Do you smoke (how much & for how long)? ________________________________________________ 
Do you use recreational drugs (which & how much)? __________________________________________ 
How often do you watch television? _______________________________________________________ 
Do you have a religious or spiritual practice? ________________________________________________ 
Do you enjoy your work? _____________________ Do you take vacations? _______________________ 
Do your work or hobbies expose you to toxic chemicals, heavy metals, mold or second hand smoke? 
_____________________________________________________________________________________ 
 
STRESS  
On a scale of 1-10 (10 being high), how do you rate your stress level?   0   1   2   3   4   5   6   7   8   9   10 
What are the most significant stressors in your life or areas of disharmony? 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
 
 
Patient Signature_________________________________________________Date__________________
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SLEEP 
On a scale of 1-10 (10 being great), how do you rate your sleep?    0   1   2   3   4   5   6   7   8   9   10 
Do you have problems falling or staying asleep (which)? _______________________________________ 
How many hours do you sleep at night? ____________ Do you awaken refreshed?__________________ 
 
ENERGY 
On a scale of 1-10 (10 being great), how do you rate your energy?    0   1   2   3   4   5   6   7   8   9   10 
Are your daily tasks affected by your being tired? ____________________________________________ 
 
EXERCISE 
What type, how much, & how often do you exercise? _________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
DIET 
Do you follow a special diet? _________________Do  you eat at least 3 meals a day? _______________  
Are you satisfied with your diet? ______________How much water do you drink daily? _____________ 
 
Please list the foods/amounts you’ve eaten in the past 24 hours:  
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Is this a typical daily food intake for you? ___________________________________________________ 
 

Height____________  Current Weight_____________  Ideal Weight____________ 
 
 

FOLLOW US ON FACEBOOK    Core Vitality Clinic       
 
 
 
 

Patient Signature________________________________________________Date___________________ 
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HEALTH CONCERNS  (Please circle items that are current or recent) 
 
GENERAL: fever, night sweats, fatigue/tiredness, 
unusual weight gain or weight loss, appetite 
changes 
 
SKIN: rash, infection, growths/bumps, hair or nail 
problems, itching, thinning/sensitive skin, acne, 
oily skin  
 
HEAD: frequent headaches, migraines, head 
injury, light-headedness, hair loss/thinning  
 
EYES: vision problems, eye pain, double vision, 
floaters/spots, eye redness/watery eyes, tearing 
problems  
 
EARS: hearing loss, ringing, earache, dizziness, 
itchy ears, hearing aids 
 
MUSCULOSKELETAL: joint pain/stiffness, 
injury, muscle cramps/spasms, weakness, 
osteoporosis  
 
NOSE/SINUS: frequent colds, nose bleeds, sinus 
problems/discharge, hay fever/allergies, loss of 
smell, snoring  
 
MOUTH/THROAT: frequent sore 
throat/hoarseness, sore tongue, mouth sores,  
dental problems, phlegm  
 
NECK: swollen glands, pain, enlarged thyroid, 
trouble swallowing, neck pain  
 
BLOOD: easy bruising/bleeding, anemia, 
excessive clotting, thin/brittle nails, paleness  
 
RESPIRATORY: cough, sputum, wheezing, chest 
pain, shortness of breath, asthma, bronchitis, 
anemia 
 
HEART: chest pain or discomfort, high blood 
pressure, heart murmur, palpitations, swelling, 
dizziness, history of heart attack or TIA/stroke, 
history of angina, rheumatic fever 
 
DIGESTION: heartburn, ulcer, abdominal pain, 
nausea, vomiting, blood/food/mucus in stools, 

black tarry stools, abdominal bloating, belching, 
excessive gas, bad breath, hemorrhoids, hepatitis, 
colon cancer, polyps, constipation, diarrhea,  food 
allergies or sensitivities: 
___________________________________  
 
URINARY/MALE REPRODUCTION: pain with 
urination, urgency, frequency, dribbling, 
incontinence, bladder infections, cloudy/foul 
smelling urine, prostate inflammation, kidney 
stones, blood in urine, urinating at night, erectile 
difficulties, hernia, genital sores/discharge 
 
CIRCULATORY: varicose veins, pain in legs, leg 
swelling, cold /discolored extremities, lymph node 
swelling/pain 
 
MENTAL-EMOTIONAL: depression, sleep 
problems, mood swings, anxiety, irritability, 
tearfulness, insomnia, nervousness, tension, 
phobias, psychiatric disorder, suicidal 
thoughts/plan, alcohol/drug dependency 
 
ENDOCRINE: thyroid problem, dry skin or hair, 
low temperature, hot flashes, diabetes, low blood 
sugar, high blood sugar, sugar cravings, 
swelling/edema, abnormal hair growth, difficulty 
perspiring, rapid aging, loss of muscle mass 
 
FEMALE REPRODUCTION:  
heavy bleeding, pain, clots, PMS, PCOS, 
infertility, lack of bleeding, irregular cycles, 
discharge, odor, itching, sores, painful intercourse, 
breast pain/lumps, lack of sex drive, fibroids, 
ovarian cysts, vaginal dryness, hysterectomy (total 
or partial?), age of first period ____, approx. date 
of last period____________, number of 
pregnancies____, number of births (name/sex, 
DOB, vaginal/C-section) 
_________________________________________
_________________________________________
_________________________________________
_________________________________________ 
 
 
 
Patient Initial_____________Date__________ 


