
​8000 W Ustick Rd Boise, Idaho 83704​
​P: (208) 939-6748​
​F: (208) 938-5524​

​Contact@healinghutclinic.com​

​WELCOME TO THE HEALING HUT!​

​We look forward to being a part of your journey to optimal health. It is our desire to provide you quality​
​service and opportunities to enjoy wellness. Please read the following so you understand our policies and​
​financial agreements.​

​Our Office Hours are Monday-Thursday 9:00 AM – 4:00 PM​

​Your First Initial Visit: $385 (1 Hour)​
​●​​Attached is the Intake Form. Please complete and​​bring it to your upcoming visit.​
​●​​We require a credit card on file to establish care​​and schedule an initial appointment.​
​●​​Please bring all​​supplements/medications you currently​​take and any labs done in the last year​​.​

​Please bring them in their original bottles.​
​●​​Please arrive at your appointment on time.​​If you​​are more than 15 minutes late or do not show up​

​for your appointment, you will be automatically charged the full cost of the initial appointment.​

​Clinic Policies:​
​●​​Many of our patients are sensitive to fragrances,​​in respect to them, we are a​​fragrance free clinic​​.​
​●​​Be mindful of noise levels in the clinic – we aim​​to provide a relaxing environment for those receiving​
​treatment in the clinic.​
​●​​Out of respect for fellow patients and our staff​​please make phone calls outside.​

​Financial Policy and Costs:​
​Payment is expected at time of visit.​

​●​​Payment options are: cash, check, credit cards,​​and health savings cards.​
​●​​All sales are final. If an herb or supplement bottle​​has not been opened, we will offer a​

​reimbursement.​
​●​​We do not take insurance. We can provide you with​​a Superbill to send to your insurance company​

​for reimbursement depending on the service/lab.​​This​​is not a guarantee that your insurance will​
​reimburse you.​​Note: Some services/labs can not be​​covered with a superbill.​

​Cancellation/Rescheduling Policy​
​Out of respect for other patients trying to schedule, we request that patients contact us if you​
​need to cancel or reschedule an appointment with at least​​24 BUSINESS hours notice​​. Please be​
​advised that Fridays, Saturdays and Sundays are NOT business hours. The full price of the​
​appointment will be processed for no shows and canceled/rescheduled appointments without at​
​least 24 BUSINESS hour notice.​

​I have read and agree to the above information.​

​Patient Name (print) _____________________________________​
​Date:_________________​

​Patient or Guardian Signature​
​___________________________________________________​



​8000 W Ustick Rd Boise, Idaho 83704​
​P: (208) 939-6748​
​F: (208) 938-5524​

​Contact@healinghutclinic.com​

​PATIENT HEALTH HISTORY​
​All questions in this questionnaire are strictly confidential and will become part of your medical record.​

​Last Name:_________________ First Name:_____________ Middle Name:_________​

​Preferred Name:_____________________________ SS#:____-____-_____ Date of Birth​

​(required): ___/___/____ Gender:____________________​

​Address:________________________________________________________ Unit​

​#:_____ City:___________ State:________ Zip:______ Email:_________________​

​Would you like to receive our newsletter? (select one):​ ​⃣​ ​Yes  or​ ​⃣​ ​No​

​Appointment reminders will be sent to 1​​st​​preference​

​1.​ ​⃣​ ​Home​ ​⃣​ ​Work​ ​⃣​ ​Cell ( ___ ) ________​

​2.​ ​*Confidential voicemails OK?​ ​⃣​ ​Yes​ ​⃣​ ​No​

​Emergency Contact​

​Name: __________________________ Phone:______________​

​Who referred you or how did you hear about The Healing Hut? ________________________​

​Relationship:______________​
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​If you are seeking adjunctive cancer support, please provide the following information about your​

​Oncologists Name:_____________________ ___________ Phone: ( ____ )​

​_______________​

​Date of last physical: _____/_____/______ Date of last bloodwork: _____/_____/______​
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​Consent to treat and right of refusal​

​General​ ​Consent​ ​to​ ​Treatment:​ ​Having​ ​come​​to​​The​​Healing​​Hut​​for​​evaluation​​or​​treatment,​​I​​(or​
​my​ ​authorized​ ​representative​ ​on​ ​my​ ​behalf)​ ​hereby​ ​consent​ ​to​ ​and​ ​authorize​
​________________________​ ​and​ ​other​ ​staff​ ​members​ ​involved​ ​in​ ​my​ ​care​ ​to​ ​administer​ ​such​
​diagnostic​​procedures,​​treatment​​or​​both​​as​​they​​may​​consider​​advisable​​to​​maintain​​my​​health​​and​
​to​​assess​​and​​to​​evaluate​​and​​treat​​my​​injury​​or​​illness.​​I​​understand​​that​​the​​provider​​responsible​
​for​​my​​care​​has​​the​​responsibility​​to​​explain​​to​​me​​the​​purpose,​​the​​benefits​​and​​the​​most​​common​
​risks​​involved​​in​​the​​diagnosis​​and​​treatment​​of​​my​​illness​​or​​injury,​​as​​well​​as​​alternative​​available​
​courses​ ​or​ ​treatment,​ ​and​​I​​understand​​that​​I​​have​​the​​right​​to​​refuse​​any​​suggested​​examination,​
​test or treatment.​

​Right​​to​​Refuse​​Treatment:​​In​​giving​​my​​general​​consent​​to​​treatment,​​I​​understand​​that​​I​​retain​​the​
​right​ ​to​ ​refuse​ ​any​ ​particular​ ​examination,​ ​test,​ ​procedure,​ ​treatment,​ ​therapy​ ​or​ ​medication​
​recommended​​or​​deemed​​medically​​necessary​​by​​my​​individual​​treating​​health​​care​​providers.​​I​​also​
​understand​​that​​the​​practice​​of​​medicine​​is​​not​​an​​exact​​science​​and​​that​​no​​guarantees​​have​​been​
​made to me as to the results of my evaluation and/or treatment.​

​Print Name __________________________________________ Date ______________________​

​Patient Signature or Legal Representative _____________________________________________​
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​MANDATORY​​INFORMED CONSENT FORM FOR VENIPUNCTURE​

​PROCEDURES​

​The procedure involves placing a needle in a vein in your arm or hand to take blood and will require​
​no more than a few minutes if properly hydrated.​

​RISKS​

​Occasionally there are minor complications, and you may experience bruising, swelling, black and​
​blue marks, fainting and/or infection at the site.​

​CONFIDENTIALITY​

​Test results and specimens collected will be confidential.​

​PAYMENT RESPONSIBILITY​

​I understand that in house, there is a​​$20 blood drawing​​fee,​​along with lab fees, due at the time​
​of the blood draw.​​You will be given a copy of this​​consent form upon request. We do not bill​
​insurance for labs. We can provide you with a Superbill to send to your insurance company for​
​reimbursement. This is not a guarantee that your insurance will reimburse you.​

​By signing below, you consent to participate in the procedure described above.​

​Print Name _______________________________________ Date ___________________​

​Patient Signature or Legal Representative _________________________________________​
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​HIPAA Compliance Patient Consent Form​

​Our​​notice​​of​​Privacy​​Practices​​provides​​information​​about​​how​​we​​may​​use​​or​​disclose​​protected​
​health​​information.​​The​​notice​​contains​​a​​patient’s​​rights​​section​​describing​​your​​rights​​under​​law.​
​You ascertain that by your signature that you have reviewed our notice before signing this consent.​

​The terms of the notice may change, if so, you will be notified at your next visit to update your​
​signature/date.​

​You have the right to restrict how your protected health information is used and disclosed for​
​treatment, payment or healthcare operations. We are not required to agree with this restriction,​
​but if we do, we shall honor this agreement. The HIPAA (Health Insurance Portability and​
​Accountability Act of 1996) law allows for the use of the information for treatment, payment, or​
​healthcare operations.​

​By signing this form, you consent to our use and disclosure of your protected healthcare​
​information and potentially anonymous usage in a publication. You have the right to revoke this​
​consent in writing, signed by you. However, such a revocation will not be retroactive.​

​By signing this form, I understand that:​
​●​​Protected health information may be disclosed or​​used for treatment, payment, or​

​healthcare operations.​
​●​​The practice reserves the right to change the privacy​​policy as allowed by law.​
​●​​The practice has the right to restrict the use of​​information but the practice does not have​
​to agree with those restrictions.​
​●​​The patient has the right to revoke this consent​​in writing at any time and all full disclosures​

​will then cease.​
​●​​The practice may condition receipt of treatment​​upon execution of this consent.​

​May we phone, email, or send a text to you to confirm appointments?​ ​Yes   |   No​

​May we leave a message on your answering machine at home or on your cell phone?​ ​Yes  |   No​

​May we discuss your medical condition with any member of your family?​ ​Yes  |   No​

​Print Name ________________________________________ Date ____________________​
​Patient Signature or Legal Representative ___________________________________________​


