
  
   

Nutrition & Health History 

Name: _______________________________     Email: _________________________________________ 

DOB: ____________________     Age:      Height:               

Weight History 
Current weight: ________        Highest: ________  in last 5 yrs         Lowest _______  in last 5 yrs  

Medical 
Are you currently diagnosed with any of the following? (Please check/highlight all that apply) 

o Autoimmune Condition:  

Specify __________ 

o Cancer: Specify __________ 

o Chronic Kidney Disease Stg 
___ 

o Constipation 

o Crohn’s  

o Diabetes (Type 1) 

o Diabetes (Type 2) 

o Diarrhea 

o Diverticulitis 

o Eating Disorder:  

Specify __________ 

o Food Allergy: 
Specify__________ 

o Food Intolerance:              
Specify__________ 

o Gastro-Esophegeal Reflux  

(GERD) 

o Heart Disease:  

Specify __________ 

o Heartburn 

o History of Tobacco Use 

o Hypercholesterolemia 

(High Cholesterol) 

o Hyperlipidemia  

(High Blood Lipids) 

o Hypertension 

o Hypoglycemia 

o Impaired Fasting Glucose  

(Pre-Diabetes) 

o Liver Disease: 

 Specify __________ 

o Metabolic Syndrome 

o Nausea 

o Overweight 

o Polycystic Ovary Syndrome 

o Thyroid Condition: 

Specify __________ 

o Ulcerative Colitis 

o Underweight 

o Vitmn/Mineral Deficiency: 
Specify _________ 

o Vomiting 

o Other: Specify _________  

Current medications: ____________________________________________________________________ 

Medical history: _________________________________________________________________________ 

Lifestyle  
Exercise: Yes / No If yes, how often? ___________________ Type: ______________________________  
Other Physical Activity: __________________________________________________________________     

Diet  
Supplements: ___________________________________________________________________________ 
Food dislikes: ___________________________________________________________________________ 



Who prepares food in your home? ________________________   # in household _____ 
Alcohol (servings/wk): Beer ______  
Wine ______  
Hard liquor ______ 

What is your primary goal for your nutrition counseling experience? ______________________ 
________________________________________________________________________________ 

!  

Afton Oaks Bldg. II - 400 N. Loop 1604 E., Suite 175, San Antonio, TX  78232 
ph (210) 545-4422    fax (210) 545-4495 

  
AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION 

PATIENT INFORMATION (Please Print)  
  
Name: __________________________  Date of Birth: _______________  SS#:_____________________ 

Phone: _____________________   Address: _________________________________________________ 

Primary Insurance Provider: ________________________________  (HMO? Yes/No) 

ID#:__________________________ Group#:_________________________________ 

Subscriber: ___________________________  Date of Birth: ____________  Relation: ______________ 

Secondary Insurance (if applicable):____________________________ 

ID#:__________________________ Group#:_________________________________ 

Subscriber: ____________________________ Date of Birth: ___________ 

RELEASE OF MEDICAL RECORDS FROM:  

 DOCTOR’S NAME: ________________________________ 

 NAME OF PRACTICE: ______________________________ 

 PHONE NUMBER: _____________________ 

Please release a copy of all my medical records to JTA Wellness, including but not limited to, 
progress notes, operative notes, laboratory results, diagnostic tests, and a list of currently 
prescribed medications.  

BY MY SIGNATURE I AUTHORIZE RELEASE OF MEDICAL RECORDS  

Signature: ________________________________________        Date: __________ 



HIPAA: I have read and have access to the HIPAA (Health Insurance Portability and Accountability 
Act) policies. 

Signature: ________________________________________         Date: ___________ 

  
Afton Oaks Bldg I & II - 400 N. Loop 1604 E., Suite 175, San Antonio, TX  78232 

ph (210) 545-4422    fax (210) 545-4495 

PAYMENT POLICIES EFFECTIVE 10/27/15 

In light of the declining economy and rising healthcare costs, payment for services is due on the 
date of service by cash, check or credit card unless the patient provides prior authorization 
from their insurance carrier.  In that event, only patient’s required co-pay will be collected. 

JTA will file claims and receive payment from the insurance company.  Any unpaid balance will 
be the patient’s responsibility.  If the insurance company disallows charges for any reason, the 
balance due will be charged to the patient’s credit card on file. All unpaid patient balances 
will be subject to reporting to a collection agency.      

Credit Card Authorization 

o Visa o MasterCard   o Discover o American Express   o Debit    

Number_______________________________ Expiration Date________  
  
Last three numbers from back of card ________ 

Any questions or concerns regarding JTA Wellness payment policy should be directed to our 
billing office at (210)545-4422. My signature below signifies that I have read, understand, and 
agree to abide by the above policies, and grants my permission to JTA Wellness to charge my 
credit card for any remaining balance not covered by my insurance company. 

Patient agrees to provide at least 24-hour notice of cancellation of an appointment and understands that not 
showing up for an appointment can result in a charge of $25.00 on your account.   Failure to pay a no-show 
fee will be treated the same as our policy on unpaid patient balances and will be subject to report to a 
collection agency if unpaid.  



Signature: __________________________________      Date: ______________ 

MEDICARE PATIENTS ONLY: fill out the highlighted portions) 

A. Notifier:  Jan Tilley & Associates, Inc.  dba JTA WELLNESS 

B. Patient Name:                          C. Identification Number:  
!  

Advance Beneficiary Notice of Noncoverage (ABN) 
NOTE:  If Medicare doesn’t pay for D. below, you may have to pay. Medicare does not pay for 
everything, even some care that you or your health care provider have good reason to think you 
need. We expect Medicare may not pay for the D. below.  

WHAT YOU NEED TO DO NOW:  
• Read this notice, so you can make an informed decision about your care.   
• Ask us any questions that you may have after you finish reading. 
• Choose an option below about whether to receive the D. listed above. 

Note:  If you choose Option 1 or 2, we may help you to use any other insurance that 
you might have, but Medicare cannot require us to do this. 

        H. Additional Information: 

D.         E. Reason Medicare May Not Pay: F. Estimated       
Cost

Medical Nutrition Therapy: 

        97802  1st visit 
        97803  Follow up visits 

Diagnosis is outside of Medicare 
coverage

(Medicare 
contracted rate)

G. OPTIONS:     Check only one box.  We cannot choose a box for you.

☐ OPTION 1.  I want the D. listed above.  You may ask to be paid now, but I also want 
Medicare billed for an official decision on payment, which is sent to me on a Medicare Summary 
Notice (MSN).  I understand that if Medicare doesn’t pay, I am responsible for payment, but I 
can appeal to Medicare by following the directions on the MSN.  If Medicare does pay, you will 
refund any payments I made to you, less co-pays or deductibles.   
☐ OPTION 2.   I want the D. listed above, but do not bill Medicare. You may ask to be paid now 
as I am responsible for payment. I cannot appeal if Medicare is not billed.     
☐ OPTION 3. I don’t want the D. listed above.  I understand with this choice I am not 
responsible for payment, and I cannot appeal to see if Medicare would pay.



 This notice gives our opinion, not an official Medicare decision.  If you have other questions 
on  
 this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).   

Signing below means that you have received and understand this notice. You also receive a copy.  

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control 
number.  The valid OMB control number for this information collection is 0938-0566.  The time required to complete this information collection is estimated to 
average 7 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the 
information collection.  If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 
Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.     

 Form CMS-R-131 (03/11)           Form Approved OMB No. 0938-0566 

HIPAA NOTICE OF PRIVACY PRACTICES 

Effective Date: 1-1-2013 

THIS NOTICE DESCRIBES HOW PROTECTED HEALTH INFORMATION ABOUT YOU MAY BE USED 
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.   
PLEASE REVIEW IT CAREFULLY. 

If you have any questions about this notice, please contact: 

  

400 N. Loop 1604, Ste 175  San Antonio, TX  78232 (210) 545-4422 ph (210) 545-4495 fax 

OUR PLEDGE REGARDING PROTECTED HEALTH INFORMATION: 

We, Jan Tilley & Associates, understand that protected health information about you and your health is 
personal.  We are committed to protecting health information about you.  This Notice applies to all of the 
records of your care generated by Jan Tilley & Associates, whether made by Jan Tilley & Associates 
personnel or your personal doctor.    

This Notice will tell you about the ways in which we may use and disclose protected health information 
about you.  We also describe your rights and certain obligations we have regarding the use and disclosure 
of protected health information.  The law requires us to:  

• make sure that protected health information that identifies you is kept private;   

• notify you about how we protect protected health information about you; 

• explain how, when and why we use and disclose protected health information; 

• follow the terms of the Notice that is currently in effect. 

We are required to follow the procedures in this Notice.  We reserve the right to change the terms of this 
Notice and to make new notice provisions effective for all protected health information that we maintain by: 

• posting the revised Notice in our office 

• making copies of the revised Notice available upon request; 

 I. Signature: J. Date:



• posting the revised Notice on our Web site. 

HOW WE MAY USE AND DISCLOSE PROTECTED HEALTH INFORMATION ABOUT YOU. 

The following categories describe different ways that we use and disclose protected health information 
without your written authorization.   

For Treatment.  We may use protected health information about you to provide you with, coordinate or 
manage your medical treatment or services.  We may disclose protected health information about you to  

doctors, nurses, technicians, medical students, or other Jan Tilley & Associates personnel who are involved 
in taking care of you.  

Jan Tilley & Associates staff may also share protected health information about you in order to coordinate 
the different things you need, such as prescriptions, lab work and x-rays.  We also may disclose protected 
health information about you to people outside Jan Tilley & Associates who may be involved in your 
medical care, such as clergy or others we use to provide services that are part of your care.   
       

We may use and disclose protected health information to contact you as a reminder that you have an 
appointment for treatment or medical care at Jan Tilley & Associates.  We may use and disclose protected 
health information to tell you about or recommend possible treatment options or alternatives or health-
related benefits or services that may be of interest to you.   

For Payment for Services.  We may use and disclose protected health information about you so that the 
treatment and services you receive at Jan Tilley & Associates may be billed to and payment may be 
collected from you, an insurance company or a third party.  For example, we may need to give your health 
plan information about nutrition services you received at Jan Tilley & Associates so your health plan will 
pay us or reimburse you for the service.  We may also tell your health plan about the nutrition services you 
are going to receive to obtain prior approval or to determine whether your plan will cover the treatment.  

For Health Care Operations.  We may use and disclose protected health information about you for Jan 
Tilley & Associates health care operations, such as our quality assessment and improvement activities, 
case management, coordination of care, business planning, customer services and other activities.  These 
uses and disclosures are necessary to run the facility, reduce health care costs, and make sure that all of 
our patients receive quality care.   

For example, we may use protected health information to review our treatment and services and to 
evaluate the performance of the dietitian who is providing your services.  We may also combine protected 
health information about many Jan Tilley & Associates patients to decide what additional services Jan Tilley 
& Associates should offer, what services are not needed, and whether certain new treatments are effective.  
We may also disclose information to doctors, nurses, technicians, medical students, and other Jan Tilley & 
Associates personnel for review and learning purposes.  We may also combine the protected health 
information we have with protected health information from other health care facilities to compare how we 
are doing and see where we can make improvements in the care and services we offer.  We may remove 
information that identifies you from this set of protected health information so others may use it to study 
health care and health care delivery without learning who the specific patients are.  We may also contact 
you as part of a fundraising effort. 

Subject to applicable state law, in some limited situations the law allows or requires us to use or disclose 
your health information for purposes beyond treatment, payment, and operations.  However, some of the 
disclosures set forth below may never occur at our facilities. 

As Required By Law.  We will disclose protected health information about you when required to do so by 
federal, state or local law.  



Research.  We may disclose your PHI to researchers when their research has been approved by an 
institutional review board or privacy board that has reviewed the research proposal and established 
protocols to ensure the privacy of your information 

Health Risks.  We may disclose protected health information about you to a government authority if we 
reasonably believe you are a victim of abuse, neglect or domestic violence.  We will only disclose this type 
of information to the extent required by law, if you agree to the disclosure, or if the disclosure is allowed by 
law and we believe it is necessary to prevent or lessen a serious and imminent threat to you or another 
person.   

Judicial and Administrative Proceedings. If you are involved in a lawsuit or dispute, we may disclose 
your information in response to a court or administrative order.  We may also disclose health information 
about you in response to a subpoena, discovery request, or other lawful process by someone else involved 
in the dispute, but only if efforts have been made, either by us or the requesting party, to tell you about the 
request or to obtain an order protecting the information requested.   

Business Associates.  We may disclose information to business associates who perform services on our 
behalf (such as billing companies) however, we require them to appropriately safeguard your information. 

Public Health.  As required by law, we may disclose your protected health information to public health or 
legal authorities charged with preventing or controlling disease, injury, or disability.   

To Avert a Serious Threat to Health or Safety.  We may use and disclose protected health information 
about you when necessary to prevent a serious threat to your health and safety or the health and safety of 
the public or another person.  

Health Oversight Activities.  We may disclose protected health information to a health oversight agency 
for activities authorized by law.  These activities include audits, investigations, and inspections, as 
necessary for licensure and for the government to monitor the health care system, government programs, 
and compliance with civil rights laws.    

Law Enforcement.  We may release protected health information as required by law, or in response to an 
order or warrant of a court, a subpoena, or an administrative request.  We may also disclose protected 
health information in response to a request related to identification or location of an individual, victims of 
crime, decedents, or a crime on the premises.   

Organ and Tissue Donation.  If you are an organ donor, we may release protected health information to 
organizations that handle organ procurement or organ, eye or tissue transplantation or to an organ 
donation bank, as necessary to facilitate organ or tissue donation and transplantation. 

Special Government Functions.  If you are a member of the armed forces, we may release protected 
health information about you if it relates to military and veterans activities.  We may also release your 
protected health information for national security and intelligence purposes, protective services for the 
President, and medical suitability or determinations of the Department of State.  

Coroners, Medical Examiners, and Funeral Directors.  We may release protected health information to 
a coroner or medical examiner.  This may be necessary, for example, to identify a deceased person or 
determine the cause of death.  We may also disclose protected health information to funeral directors 
consistent with applicable law to enable them to carry out their duties. 

Correctional Institutions and Other Law Enforcement Custodial Situations.  If you are an inmate of a 
correctional institution or under the custody of a law enforcement official, we may release protected health 
information about you to the correctional institution or law enforcement official as necessary for your or 
another person’s health and safety.  

Worker’s Compensation.  We may disclose information as necessary to comply with laws relating to 
worker’s compensation or other similar programs established by law. 



Food and Drug Administration.  We may disclose to the FDA, or persons under the jurisdiction of the 
FDA, protected health information relative to adverse events with respect to drugs, foods, supplements, 
products and product defects, or post marketing surveillance information to enable product recalls, repairs, 
or replacement. 

YOU CAN OBJECT TO CERTAIN USES AND DISCLOSURES 

Unless you object, or request that only a limited amount or type of information be shared, we  
may use or disclose protected health information about you in the following circumstances: 

• We may share with a family member, relative; friend or other person identified by you protected 
health information directly relevant to that person’s involvement in your care or payment for your 
care.  We may also share information to notify these individuals of your location, general condition 
or death. 

• We may share information with a public or private agency (such as the American Red Cross) for 
disaster relief purposes.  Even if you object, we may still share this information if necessary for the 
emergency circumstances. 

If you would like to object to use and disclosure of protected health information in these circumstances, 
please call or write to our contact person listed on page 1 of this Notice. 

YOUR RIGHTS REGARDING PROTECTED HEALTH INFORMATION ABOUT YOU. 
You have the following rights regarding protected health information we maintain about you: 

Right to Inspect and Copy.  You have the right to inspect and copy protected health information that may 
be used to make decisions about your care.  Usually, this includes medical and billing records.   

To inspect and copy protected health information that may be used to make decisions about you, you must 
submit your request in writing to Jan Tilley & Associates. If you request a copy of the information, we may 
charge a fee for the costs of copying, mailing or other supplies associated with your request, and we will 
respond to your request no later than 30 days after receiving it.  There are certain situations in which we 
are not required to comply with your request.  In these circumstances, we will respond to you in writing, 
stating why we will not grant your request and describe any rights you may have to request a review of our 
denial. 

Right to Amend.  If you feel that protected health information we have about you is incorrect or 
incomplete, you may ask us to amend or supplement the information.  

To request an amendment, your request must be made in writing and submitted to Jan Tilley & Associates.  
In addition, you must provide a reason that supports your request.  We will act on your request for an 
amendment no later than 60 days after receiving the request. 

We may deny your request for an amendment if it is not in writing or does not include a reason to support 
the request, and will provide a written denial to you.  In addition, we may deny your request if you ask us to 
amend information that: 

• Was not created by us, unless the person or entity that created the information is no longer 
available to make the amendment; 

• Is not part of the protected health information kept by Jan Tilley & Associates; 

• Is not part of the information which you would be permitted to inspect and copy; or  

• We believe is accurate and complete. 



Right to an Accounting of Disclosures.  You have the right to request an "accounting of disclosures."  
This is a list of the disclosures we made of protected health information about you.   

To request this list or accounting of disclosures, you must submit your request in writing to Jan Tilley & 
Associates.   You may ask for disclosures made up to six years before your request (not including 
disclosures made before April 14, 2003).  The first list you request within a 12-month period will be free.   

For additional lists, we may charge you for the costs of providing the list. We are required to provide a 
listing of all disclosures except the following: 

• For your treatment 

• For billing and collection of payment for your treatment 

• For health care operations 

• Made to or request by you, or that you authorized 

• Occurring as a byproduct of permitted use and disclosures 

• For national security or intelligence purposes or to correctional institutions or law enforcement 
regarding inmates 

• As part of a limited data set of information that does not contain information identifying you 

Right to Request Restrictions.  You have the right to request a restriction or limitation on the protected 
health information we use or disclose about you for treatment, payment or health care operations or to 
persons involved in your care.   

We are not required to agree to your request.  If we do agree, we will comply with your request unless the 
information is needed to provide you emergency treatment, the disclosure is to the Secretary of the 
Department of Health and Human Services, or the disclosure is for one of the purposes described on 
pages 4-5. 

To request restrictions, you must make your request in writing to Jan Tilley & Associates. 

Right to Request Confidential Communications.  You have the right to request that we communicate 
with you about medical matters in a certain way or at a certain location.  For example, you can ask that we 
only contact you at work or by mail.   

To request confidential communications, you must make your request in writing to Jan Tilley & Associates.  
We will accommodate all reasonable requests.    

Right to a Paper Copy of This Notice.  You have the right to a paper copy of this Notice at any time by 
contacting Jan Tilley & Associates.     

OTHER USES AND DISCLOSURES 

We will obtain your written authorization before using or disclosing your protected health information for 
purposes other than those provide for above (or as otherwise permitted or required by law).  You may 
revoke this authorization in writing at any time.  Upon receipt of the written revocation, we will stop using or 
disclosing your information, except to the extent that we have already taken action in reliance on the 
authorization.  

YOU MAY FILE A COMPLAINT ABOUT OUR PRIVACY PRACTICES 

If you believe your privacy rights have been violated, you may file a complaint with the Jan Tilley & 
Associates or file a written complaint with the Secretary of the Department of Health and Human Services.  
A complaint to the Secretary should be filed within180 days of the occurrence or action that is the subject of 
the complaint. 



If you file a complaint, we will not take any action against you or change our treatment of you in any way. 


