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Integrative Medicine

Welcome to HCIM! It is our goal to provide you with a remarkable experience in health
care. It is our mission to work as a team together in identifying modalities that will help
you on your journey to optimal mental, spiritual, and physical health.

Practice Policies

Please read and initial each of the below items.

|:| Office Hours are 7:30 to 4:30 pm, Monday through Thursday, and Friday from 8am to 12
pm.

I:l New patient appointments require a deposit of 50% of the new patient consultation fee.

|:| HCIM does not participate with Medicare or any insurance company. All patients will be
responsible for payment in full at the time of each appointment. | have received a copy of the
practice fee schedule.

|:| | consent to receiving reminders for upcoming appointments by the following means:
Email, phone / voicemail, and text message.

|:| We understand emergencies occur, but due to the amount of time given to your visit, we
ask for 2 business days notification to cancel or reschedule appointments. The appointment
fee will be charged for missed appointments or failure to provide 48 hours notice to cancel or
reschedule. This includes telemedicine/phone appointments.

I:l We request 3 business days notice to process prescription refill requests.

|:|As Integrative and Holistic Medicine specialists, HCIM providers do not provide
management of hospital patients, after-hours or weekend call. We recommend all of our
patients maintain a relationship with a primary care physician as we cannot guarantee same-
day acute visits and well examinations.

|:[ A patient who has not been seen in the past three years will be considered inactive and
will need to re-establish care as a new patient.

|:| Dr. Tara Boyd, ND, has completed Bastyr University’s fully accredited 4-year Doctorate
program, passed the NPLEX board exam, and is licensed in Washington and California. The
state of Texas does not license Doctors of Naturopathic Medicine. In Texas, Dr. Boyd serves as
a naturopathic wellness consultant and does not diagnose or treat disease.

| understand and agree to abide by the above policies.

Name (please print): | |

Signature:

Date: |
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103 Heritage Hills Drive, Fredericksburg, Texas 78624 | (830) 992-3042 | www.hillcountryintegrativemedicine.com

Deposit for New Patient Appointments

In consideration of time allotted to new patient appointments, a deposit of 50% of the new
patient consultation fee is collected when the appointment is scheduled. This deposit will be
applied to your bill upon checkout. We request 3 business days' notice to reschedule or cancel
your appointment. If you cancel/reschedule your new patient visit without 3 business days
notice or fail to show up on the day of your appointment, the deposit is not refunded.

Cancellation / Reschedule Policy For Follow-up Appointments

We have a 2 business day cancellation policy. A cancellation fee ($150 for doctor appointment,
$75 for nutritionist appointment) may be charged if an appointment is canceled or rescheduled
with less than 2 business days' notice. No-Shows and same day cancellations may result in a
payment of 100% of the cost of your visit. If you are late for your appointment, your allotted
time will be reduced accordingly.

I understand and agree to the above terms.

Patient Name: |

Patient Signature:

Date: | |

I authorize Hill Country Integrative Medicine to charge my credit or debit card according to this
policy.

Credit Card Number: | |

Expiration Date: |___|/[___| CVV Code:| | BillingZIP Code: ||

Name on Card | |

Signature:
Hill Country Integrative Medicine accepts cash, check, credit cards and HSA cards



http://www.hillcountryintegrativemedicine.com/

	Name: 
	Todays Date: 
	DOB: 
	Age: 
	Address: 
	Email: 
	City: 
	State: 
	Cell Phone: 
	Work or Home Phone: 
	Allergies: 
	Complaints and Concerns: 
	When was the last time you felt well: 
	Did something trigger the change in your health: 
	What makes you feel worse: 
	What makes you feel better: 
	Joint Pains: Off
	Muscle Pain: Off
	Muscle Cramps: Off
	Joint Stiffness: Off
	Joint Redness: Off
	Skin Rashes: Off
	Acne: Off
	Athletes Foot: Off
	Bruising: Off
	Hair Loss: Off
	Brittle Nails: Off
	Shingles: Off
	Vitiligo: Off
	Hives: Off
	Eczema: Off
	Itching: Off
	Tendonitis: Off
	Osteoarthritis: Off
	Rheumatoid Arthritis: Off
	Herpes Virus: Off
	Asthma: Off
	Ear fullness or pain: Off
	Ringing of Ears: Off
	Hearing Loss: Off
	Chronic Sinusitis: Off
	Eye Problems: Off
	Distorted Smell: Off
	Swallowing Problems: Off
	Sore Throat: Off
	Change in Voice: Off
	Bronchitis: Off
	Emphysema: Off
	Pneumonia: Off
	Tuberculosis: Off
	Sleep Apnea: Off
	Snoring: Off
	Chronic Cough: Off
	Allergic Rhinitis: Off
	Seasonal Allergies: Off
	Chemical Allergies: Off
	Cancer: Off
	Cancer Type: 
	Fatigue: Off
	Type 1 Diabetes: Off
	Type 2 Diabetes: Off
	Hypoglycemia: Off
	Cold Hands or Feet: Off
	Heat Intolerance: Off
	Metabolic Syndrome: Off
	Low Thyroid: Off
	Overactive Thyroid: Off
	Lupus SLE: Off
	Immune Deficiency: Off
	Polycystic Ovary Syndrome: Off
	PMS: Off
	Infertility: Off
	Weight Problems: Off
	Enlarged Lymph Nodes: Off
	Enlarged Glands: Off
	Exposure to Pesticides Herbicides: Off
	Exposure to Heavy Metals or Industrial Chemicals: Off
	Exposure to Mold Prior or Current: Off
	Vaginal Births: Off
	Number of Vaginal Births: 
	Living Children: Off
	Number of Living Children: 
	Breast Feeding: Off
	Age at 1st Period: 
	Menses every _ Days: 
	Period Length: 
	Menstrual Pain Yes: Off
	Menstrual Pain No: Off
	Clotting Yes: Off
	Clotting No: Off
	Regular Period Yes: Off
	Regular Period No: Off
	Date of Last Period: 
	Sex Drive Issues Yes: Off
	Sex Drive Issues No: Off
	Orgasm Issues Yes: Off
	Orgasm Issues No: Off
	Birth Control Yes: Off
	Birth Control No: Off
	IUD Yes: Off
	IUD No: Off
	Other Menstrual Problems: 
	Depression: Off
	Irritable: Off
	Rage or Anger: Off
	Anxiety: Off
	Bipolar: Off
	Schizophrenia: Off
	ADD ADHD: Off
	Suicidal Thoughts: Off
	Phobias: Off
	Insomnia: Off
	Hormone triggered: Off
	Tension Headache: Off
	Dizziness: Off
	Fainting: Off
	Tremor: Off
	Hallucinations: Off
	Migraines: Off
	Seizure: Off
	Dementia: Off
	Memory Issues: Off
	Multiple Sclerosis: Off
	Autism: Off
	Restless Leg Syndrome: Off
	Acid Reflux Heartburn: Off
	Constipation: Off
	Diarrhea: Off
	Irritable Bowel Syndrome: Off
	Colon Polyps: Off
	Colon Cancer: Off
	Hemorrhoids: Off
	Ulcers: Off
	Food Sensitivities: Off
	Inflammatory Bowel Disease: Off
	Excessive Gas or Bloating: Off
	Vomiting or Nausea: Off
	Appendectomy: Off
	Appendectomy Info: 
	Csection: Off
	Csection Info: 
	Bladder Suspension: Off
	Bladder Suspension Info: 
	Hysterectomy: Off
	Text_1: 
	GallBladder: Off
	Gallbladder Info: 
	Hernia: Off
	Hernia Info: 
	Tonsillectomy Adenoids: Off
	Tonsilectomy or Adenoids Info: 
	Dental: Off
	Dental Info: 
	Joint Surgery: Off
	Joint Surgery Info: 
	Joint Surgery When: 
	Heart Surgery: Off
	Heart Surgery Info: 
	Heart Pacemaker: Off
	Heart Pacemaker Info: 
	Other Hospitalizations: Off
	Other Hospitalizations Info: 
	Broken Bones: Off
	Broken Bones Info: 
	Any other problems you think we should know about: 
	Primary Care Physician: 
	Specialist Physicians: 
	Pregnancies: Off
	Miscarriages: Off
	Postpartum Depression: Off
	Caesarean: Off
	Abortion: Off
	Baby Greater than 8 Lbs: Off
	Number of Pregnancies: 
	Number of Miscarriages: 
	Number of Caesarean: 
	Number of Abortions: 
	Number of Babies Greater Than 8 Lbs: 
	Prostate Problems: Off
	Decreased Libido: Off
	Erection Problems: Off
	Weak Stream: Off
	Painful Urination: Off
	Testicle Pain or Lumps: Off
	Other Problems - Men History: Off
	Other Problems Men History Text: 
	Were you born on time: Off
	Premature: Off
	Birth History Complications: 
	Name of Dentist: 
	Fillings: Off
	Root Canals: Off
	Implants: Off
	Gum Disease: Off
	Med 1: 
	Dose 1: 
	Reason 1: 
	Med 2: 
	Dose 2: 
	Reason 2: 
	Med 3: 
	Dose 3: 
	Dose 4: 
	Med 4: 
	Med 5: 
	Dose 5: 
	Reason 5: 
	Med 6: 
	Dose 6: 
	Reason 6: 
	Med 7: 
	Dose 7: 
	Reason 7: 
	Med 8: 
	Dose 8: 
	Reason 8: 
	Med 9: 
	Dose 9: 
	Reason 9: 
	Med 10: 
	Dose 10: 
	Reason 10: 
	Med 11: 
	Dose 11: 
	Reason 11: 
	Med 12: 
	Dose 12: 
	Reason 12: 
	Med 13: 
	Dose 13: 
	Reason 13: 
	Med 14: 
	Dose 14: 
	Reason 14: 
	Med 15: 
	Dose 15: 
	reason 15: 
	Med 16: 
	Dose 16: 
	Med 17: 
	Dose 17: 
	Reason 17: 
	NSAIDs: []
	Tylenol: []
	Acid Blockers: []
	Antobiotics: []
	Breast Cancer Family: 
	Colon Cancer Family: 
	Prostate Cancer Family: 
	Other Cancer Type: 
	Other Cancer Family: 
	Heart Disease Family: 
	Diabetes Family: 
	Stroke Family: 
	Obesity Family: 
	Autoimmune Disease Family: 
	Thyroid Disease: 
	Asthma Family: 
	Eczema Psoriasis Family: 
	Celiac Disease Family: 
	Chrohns Colitis Family: 
	Ulcerative Colitis: 
	Parkinsons Family: 
	Dementia Family: 
	Psychiatric Disorder Family: 
	ADHD Family: 
	Autism Family: 
	Other Neurological Diseases: 
	Smoking Yes: Off
	Smoking No: Off
	Smoking Years: 
	Smoking Packs: 
	Former Smoker Yes: Off
	Former Smoker No: Off
	Former Smoker Years: 
	Alcohol use yes: Off
	Alcohol use no: Off
	How many drinks per week: 
	Coffee per day: 
	Colas per day: 
	Diet Colas: 
	Drug Use Yes: Off
	Drug Use No: Off
	Drug Use Type: 
	Previous Drug Use Yes: Off
	Previous Drug Use No: Off
	Previous Drug Type: 
	Exercise Yes: Off
	Exercise No: Off
	Exercise Type and Frequency: 
	Enjoy Exercise Yes: Off
	Enjoy Exercise No: Off
	Excessive Stress Yes: Off
	Excessive Stress No: Off
	Excessive Stress Explain: 
	Counseling Yes: Off
	Counseling No: Off
	Counseling Who: 
	Willing Changes Yes: Off
	Willing Changes No: Off
	Single: Off
	Married: Off
	Divorced: Off
	Gay Lesbian Trans: Off
	Long-term partnership: Off
	Widow: Off
	Recent changes 2: 
	Recent Changes 1: 
	Employment Occupation: 
	Satisfied in Relationship: []
	Satisfied in Employment: []
	Top Health Goal: 
	text_316ajkm: 
	text_317lfdh: 
	text_318gh: 
	text_319vfxr: 
	text_320jyor: 
	text_321gs: 
	text_322rlbm: 
	text_323xyun: 
	text_324duoj: 
	text_325xpsb: 
	text_326iokp: 
	text_327pp: 
	text_328nadu: 
	text_329uoim: 
	text_330llxa: 
	text_331rgee: 
	text_332zbar: 
	text_333nted: 
	text_334fejo: 


