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New or Returning Client Quantum Nutrition Testing

This $420.00 Service Includes: (Due with initial participant paperwork/before sending DNA Kit)

o - DNA Test

e - 60-minute scheduled consultation upon receiving test results (Approx. 3 weeks after sending test)

- Identifying your health concerns

- Finding the CAUSE of your Health Problems

- Testing for Parasites

- Testing for Food Sensitivities

- Personalized Health Program

- Personalized Report and Program to improve your health naturally

(Print full name):

Signature: Date:
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MYDNA PHARMACOGENOMICS REQUISITION FORM m AFFIX KIT BARCODE HERE N
CLINICIAN INFORMATION

Organization name: Ordering provider name; NPI:
Address: City: State:
Zip code: Phone:; Email Address:

PATIENT INFORMATION

First name:* MI:

Last name;”

Biological Sex:" | DOB: MM/DD/YY"

Mobile Phone (for billing contact):’

Email Address:’

Patient Ethnicity:* (J Hispanic or Latino (J Not Hispanic or Latino

Patient Race (please select one or mare):* (J American Idian or Alaskan native (J Native Hawaiian or Pacific Islander (O Black or African (JWhite (JAsian

Address Line 1.

City:* State:*

Zip code:”




Page 3 of 8

- >
ON/E[;ROP OF

AT A TIME

Re-Schedule Policy

Participants can reschedule their phone follow-up appointment up to 24 hours before the
scheduled time.

I have read and understand the Re-Schedule Policy.

(Print full name.)

Signature

Date

Acknowledgement of Receipt
Notice of Privacy Practices

I acknowledge that I was provided a copy of the Notice of Privacy Practices and that I
have read them or declined the opportunity to read them and understand the Notice of Privacy
Practices. I understand that this form will be placed in my patient chart and maintained for
seven years.

Name (please print) Date

Parent, Guardian, or Patient’s legal representative

Signature

THIS FORM WILL BE PLACED IN THE PARTICIPAN’S CHART AND MAINTAINED
FOR SEVEN YEARS.

List below the names and relationship of the people to whom you authorize the practice to release
personal health information.
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vy PERMISSION & AUTHORIZATION FORM
AT A TIME REGARDING THE USE OF
QUANTUM NUTRITION TESTING

PLEASE READ BEFORE SIGNING:

I specifically authorize the natural health practitioners at One Drop of Hope at a
Time to perform a Quantum Nutrition Testing health analysis and to develop a natural,
complementary health improvement program for me which may include dietary guidelines,
nutritional supplements, etc. in order to assist me in improving my health, and not for the
treatment, or "cure" of any disease.

I understand that Quantum Nutrition Testing is a safe, non-invasive, natural
method of analyzing the body's physical and nutritional needs, and that deficiencies or
imbalance in these areas could cause or contribute to various health problems.

I understand that Quantum Nutrition Testing is not a method for "diagnosing" or
"treating" of any disease including conditions of cancer, AIDS, Infections, or other medical
conditions, and that these are not being tested for or treated.

No promise or guarantee has been made regarding the results of Quantum Nutrition
Testing or any natural health, nutritional or dietary programs recommended, but rather I
understand that Quantum Nutrition Testing is a means by which the body's natural
reflexes can be used as an aid to determining possible nutritional imbalances, so that safe
natural programs can be developed for the purpose of bringing about a more optimum state of
health..

I understand that my Practitioner may only be licensed in the State of California and any
consulting given is done so under religious advisement as a practicing minister.

I have read and understand the foregoing. This permission applies to subsequent visits and
consultations.

Date: Print Name:

Address: City State Zip
Phone: ( ) -

Signed:

Witness: (If minor, signature of parent or guardian required)




Page 5 of 8

. - >
ON/E[;ROP OF

AT A TIME

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY: We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give
you this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices that
are described in this Notice, while it is in effect. This Notice takes effect: 1/11/24 and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by the applicable law.
We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health information that we maintain,
including health information we created or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please contact
us.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use or disclose your health information to a physician/dentist or other healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we provide for you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare operations include
quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider
performance, conducting training programs, accreditation, certification, licensing, or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment, or healthcare operations, you may give us written authorization
to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any time. Your
revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot
use or disclose your health information for any reason except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this Notice. We may disclose your
health information to a family member, friend, or other person to the extent necessary to help with your healthcare or with payment for your healthcare, but
only if you agree that we may do so.

Persons Involved in Care: We may use or disclose health information to notify, or assist in the netification of (including identifying or locating) a family
member, your personal representative or another person responsible for your care, of your location, your general condition, or death. If you are present,
then prior to use or disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your
incapacity or emergency circumstances, we will disclose health information based on a determination using our professional judgment disclosing only health
information that is directly relevant to the person’s involvement in your healthcare. We will also use our professional judgment and our experience with
common practice to make reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, X-rays, or other similar
forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications without your written authorization. We
may from time to time contact you by mail or phone to update you on information that may be pertinent to your dental health unless you state in writing otherwise.
Required By Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities, if we reasonably believe that you are a possible victim of abuse,
neglect or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent necessary to avert a serious
threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We may
disclose to authorized federal officials’ health information required for lawful intelligence, counterintelligence, and other national security activities. We may
disclose to correctional institutions or law enforcement officials having lawful custody of protected health information of inmates or patients under certain
circumstances.
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Correspondence: We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, post cards, or
letters), birthday cards, or recall cards and missed appointment notification.

CLIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide copies in a format other
than photocopies. We will use the format you request unless we cannot practicably do so. (You must make a request in writing to obtain access to your
health information). You may obtain a form to request access by using the contact information listed at the end of the Notice. We will charge a reasonable
cost-based fee for expenses such as copies and staff time. You may also request access by sending us a letter to the address at the end of this Notice. If you
request copies, we will charge you for duplication of your records and x-rays.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information for
purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 7 years, but not before January 11, 2024. If you request
this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not required to
agree to these additional restrictions, but if we do, we will abide by our agreement, (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or to
alternative locations. (You must make your request in writing). Your request must specify the alternative means or location and provide a satisfactory
explanation how payments will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it must explain why the
information should be amended). We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our website or by electronic mail (e-mail), you are entitled to receive this Notice in written form.

QUESTIONS AND COMPLAINTS:

If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health information or in
response to a request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative
means or alternative locations, you may complain to us using the contact information listed at the end of this Notice.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us.

] agree with this Notice of Privacy Practices and all that is held within.
[] Individual Refused to Sign
[] Communication barriers prohibited obtaining acknowledgment.

1 An emergency situation prevented us from obtaining acknowledgment.

1 other: Please specify:

Patient Signature Date

Print Name
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Patient Messaging Consent

By supplying my home phone number, mobile phone number, email address, and any other personal
contact information, I authorize my practitioner to employ a third-party automated outreach and
messaging system to use my personal information, the name of my care provider, the time and place
my scheduled appointment(s), and other limited information, for the purpose of notifying me of a
pending appointment, a missed appointment, overdue wellness exam, balance due, lab results, or
other communications.

I also authorize practitioner to disclose to third parties, who may intercept these messages, limited
protected health information (PHI) regarding my healthcare events.

I consent to receiving multiple messages per day from the automated outreach and messaging system,
when necessary.

Patient Name: . Date .

Patient Signature:

Best Email:

Best Phone Number:
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Payment: I understand that I am not utilizing insurance for payment and that payment is due as

stated previously in ALL Agreements. I understand that I remain personally responsible for payment
of services rendered.

RELEASE OF INFORMATION

I hereby authorize the Assignee and his, her or its office to disclose and release any information
concerning my illness or injuries otherwise protected by the Federal HIPPA to a requesting party with
a properly executed medical records release.

If any term of this Assignment or the application thereof to any person or circumstances shall be
determined invalid or unenforceable the remainder of this Assignment shall not be affected thereby,
and each term and provision of this Assignment shall be valid and enforced to the fullest extent of the
law.

Any action to construe, declare or enforce this Assignment shall only be brought in a court of competent
jurisdiction. The prevailing party in any action brought to construe, declare or enforce this Assignment
including, but not limited to, any action brought by Assignee to collect unpaid amounts from the
undersigned, shall be entitled to recover its actual attorney’s fees, attorney’s travel time charges and
expenses, paralegal fees, computer access and utilization charges, expert witness fees and expenses,
costs, expenses and expenses of investigation, discovery, and litigation. The parties to this Assignment
expressly waive the right to trial by jury of any cause of action or defense pertaining to this Assignment.

Clients Signature: Date:
Print Name:
Witness Signature: Date:

Print Name:




