Todd A. Mangum, M.D., PC . a
770 E. So. Temple, Ste100, Salt Lake City, Utah 84102 Web Of L]fe %

801.531.8340, F 801.531.8350
THEPEOPLE@WEBOFLIFEWC.COM, WEBOFLIFEWC.COM Wellness Center

Dear New Patient:
Welcome to the Web of Life Wellness Center!

Thank you for your interest in exploring the benefits of Integrative Medicine. Your interest reflects a desire to
become an active participant in your own health care. Integrative medicine is an evolutionary process that
weaves together a wide variety of healing modalities, which may range from conventional western medicine
to acupuncture and herbology.

Our goal is to assist you on your path to optimal well-being. Because this perspective seeks to uncover

root causes of disease while simultaneously treating the symptomatic branches, it requires a thorough
examination of onebs <current situati on, l'ifestyle and
requires commitment, time and energy from all of us.

The forms we have included will save valuable time in your appointment when completed thoughtfully and
thoroughly. In addition to organizing and gathering information these questions are meant to increase
your awareness of your body, mind, emotions and habits. The experience of vibrant well-being can never
be achieved in isolation from the entirety of your life. All of our choices, from the food we eat to our
financial investments, ultimately affect our health and well-being.

We value you as our patient and look forward to serving you in your journey towards wellness.

Sincerely,

Todd Mangum, M.D., PC

P.S. These forms are confidential. However, if for any reason, you feel uncomfortable answering any
guestions or having specific written information in your medical records, please leave those specific
sections blank and discuss them with me during your appointment. All information that is written or
recorded in your chart becomes part of your permanent record and cannot be changed.
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YOUR FIRST VISIT WITH DR, TODD MANGUM

(1) Itis mandatory that you completely fill out the NEW PATIENT PACKAGE in its entirety as indicated in the cover
letter and bring it with you the day of your appointment. For phone consults, please email, mail or drop it off ahead
of time.

(2) Please bring copies of any/all relevant medical test results conducted in the last 12 months. If you are having them
sent, our fax is 801.531.8350.

(3) Bring any medications, vitamins or nutritional supplements you may be taking, including any you take intermittently.

NOTE: I f you arrive more than thirty (30) mi nutes | ate for
Patient Packet completed, it will be necessary to reschedule your appointment as it is not possible for the doctor to cover

everything required in a shortened appointment or with inadequate information. If this occurs, you will be expected to pay

for the missed appointment as per our Cancellation & Late Arrival Policy.

EMERGENCY COVERAGE: IN CASE OF AN EMERGENCY, DIAL 911 OR GO TO YOUR LOCAL HOSPITAL
EMERGENCY ROOM OR THE CRISIS UNIT OF YOUR LOCAL MENTAL HEALTH CENTER. Please be advised, our
office does NOT handle urgent or emergency care and we do not check messages after hours or on weekends.

PATIENT INITIALS:

INSURANCE COVERAGE: DR. MANGUM IS NOT A LISTED PROVIDER WITH ANY INSURANCE COMPANY.

Some insurance companies, however, do cover our services as an Out-of-Net wor k provi der . We wil/l
Bi |l |l 0 r e emiofpybur \asit, which you can send to your insurance company for possible reimbursement. This

Super Bill can also be kept as proof of services for those who pay with an HSA and for those who kept track of their

medical expenses for tax purposes.

IF YOU HAVE INSURANCE COVERAGE your first step is to determine whether your plan has any Out-of-Network
benefits. If you are uncertain, we strongly advise you to call your insurance company prior to your visit to find out more.
When you call your insurance company please tell them the following:

=  You are coming in for a Comprehensive First Visit

=  Dr. Mangum is an OUT-OF-NETWORK Provider

=  The billing code for the standard 90-minute visit is 99204

As a courtesy, our office provides copies of the patient check-out sheet, lab results and Super Bill when you check out. Please
create a file and keep track of all these copies from our office as there will be a charge for duplicates. Remember, your
insurance coverage is a contract between you and your insurance carrier. If your insurance company requests additional
information from our office to process your claim you will be responsible for additional fees. The cost for both processing the
insurance claims and creating duplicates will be dependent upon the time required as per our Convenience Fees.

MEDICARE OR MEDICAID: Dr. Mangum is NOT a provider for Medicare or Medicaid, therefore, you cannot submit a
Super Bill to them or to your supplemental insurance if you have one. Medicare and Medicaid, however, often cover some
blood work and other labs ordered by our office. Medicare/Medicaid patients must sign an ABN in addition to this contract.

PATIENT INITIALS:

PHONE MESSAGE POLICY: While we do our best to answer every call, with an extremely busy office, patients often
need to leave a voicemail message. It may take 1-2 business days for us to get back to you. Do NOT leave
multiple messages. Multiple messages from the same patient bog down our system and delay our ability to promptly
respond even further.
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FEES AND BILLING: OUR PAYMENT POLICY IS FEE-FOR SERVICE. Payment in full is due at the time of your visit.

FEE SCHEDULE LENGTH OF VISIT

New Patient Comprehensive Consultation 90 minutes $450
Comprehensive Follow Up Consultation 31-45 minutes $200
Follow-Up Consultation 16-30 minutes $155
Follow-Up Consultation 11-15 minutes $115
Established Patient Acupuncture 45 minutes $200
Extended Comprehensive Follow-up 46-60 minutes $250

If you are scheduled for a 45-minute follow-up appointment, but only use 15 or 30 minutes, you only be charged for the time
spent with the doctor. This same policy applies to all appointments. The converse is also true. If you schedule a 15-minute
follow-up appointment, but spend more than 15 minutes with the doctor, you will be charged for the 30-minute appointment.

NOTE: A credit card is required at the time an appointment is made. To ensure the credit card number is accurate and the
card is valid, we will run a $1 fee at the time of booking. This card will be charged for missed appointments based on our
Cancellation & Late Arrival Policy. The reason for this is to ensure patients call and notify our office of cancellations in a
timely fashion and to cover the expense of those whofi n©h ow. 0

CANCELLATION & LATE ARRIVAL POLICY: Please be aware, Dr. Mangum does not overbook or double book
appointments. In order to fill and accommodate those on the waiting list, we require ample notification when rescheduling or
canceling an appointment. It is important to us that you acknowledge our cancellation policy. Your initials and signature
below indicate your acknowledgement and acceptance of our Cancellation & Late Arrival Policy.

PLEASE BE ADVISED:
AiSufficient Noticeo of appointment cancellation is 2
No shows will be billed 100%.

Patients arriving thirty (30) minutes or more late to their appointment, will be considereda i n o sandbiledl at 100%.
The thirty-minute rule applies even if you call to let the office know you are running late.
It is not possible for the doctor to cover everything required in a shortened appointment.

OUR CANCELLATION & LATE ARRIVAL POLICY APPLIES TO ALL PATIENTS, INCLUDING FIRST TIME PATIENT VISITS.
This Policy applies regardless of the reason for your cancellation.

PATIENT INITIALS:

ADDITIONAL COSTS: Additional costs during your visit may include items available in our Supplement & Herbal Pharmacy
(such as: vitamins, nutritional supplements, Chinese and Western herbs) and lab fees if choosing the pre-pay option. These
items are not reimbursable by insurance, but an HSA or flex-spending account may be used to cover the cost of these
expenses, in addition to the cost of your visit. This receipt can also be kept to track medical expenses for tax purposes.

Costs beyond the first appointment may include: additional supplements purchased from our online partners or your
favorite health food or high-quality supplement retailer, and any lab tests that will be paid for at the time they are
completed such as saliva, stool, urine or hair analysis.

PHONE APPOINTMENTS: Phone appointments are available for follow-up consultations for out-of-town patients or in special
circumstances. Phone appointments are made like regular appointments and will be billed at the same fee schedule as
above. For phone appointments, we will call you at your scheduled appointment time. Ifi t 6 sdistancenvege will then hang up
and you will call our office back. NOTE: You will need to provide a credit card number prior to your phone appointment, which
will be charged following your appointment. Our Cancellation & Late Policy apply to phone appointments as well.

CONVENIENCE FEES: These fees apply whenever a patient calls, emails or shows up at the office with a question or
request outside of a scheduled appointment. The cost for this is $40 for five (5) minutes or less, $80 for ten (10) minutes or
less and $120 for fifteen (15) minutes or less. This covers time required by the doctor and staff to review charts or records,
make an assessment, answer guestions, complete forms, change a prescription, etc. The convenience fee can save you from
having to come in when you may require only slight adjustments and may also allow something to be completed sooner than
an appointment may be available.

CONFIDENTIALITY: Professional ethics as well as the laws of the State of Utah require that we honor your right to
privacy and the confidentiality of our work together. We will not provide information about you to others without your
informed consent and written permission. We are, however, required by law, to report clear and present danger to
human life and any form of child abuse. You will be given a HIPPA form that must also be signed.

| have read the above and agree to follow the parameters of this contract.

Patient Signature: Date:
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IMPORTANT INFORMATION REGARDING ALL LAB WORK

*** Please be advised: * * *
If you fail to read the following and fail to obtain the necessary information
(and go to the wrong lab, for example),

There is NOTHING our office can do to fix the problem after the fact.
Failure to complete this form can cost you THOUSANDS of dollars.

Please arrive to your appointment prepared with this information!

EOR _PATIENTS WITHOUT INSURANCE, OR THOSE WHO HAVE HIGH DEDUCTIBLES, WE
RECOMMEND YOU USE THE PRE-PAID OPTION FOR BLOOD WORK THROUGH OUR OFFICE
WHICH CAN RESULT IN SUBSTANTIAL SAVINGS FOR YOU. The cost for these labs will vary based
on which labs are ordered. If you opt to use the pre-pay system, we will tell you the cost of your labs at
checkout. You will be expected to pay for these labs prior to receiving the lab requisition. (If you have a
phone appointment, lab requisitions will be held until payment has been received.) Pre-paid labs are NOT
eligible for reimbursement by insurance companies.

LIEYOU HAVE INSURANCE IT IS ESSENTIAL TO DETERMINE WHAT LAB IS IN-NETWORK OR
PREFERRED BY YOUR INSURANCE COMPANY prior to your visit with Dr. Mangum. It is also important
to determine the amount of your deductible, if your plan covers labs before or after your deductible is met
and whether you have a co-insurance or a co-pay, and what that amount is. You may need to call your
insurance company to find out all this specific information. Our office cannot answer these questions for
you. Finding out this information ahead of time can potentially save you a significant amount of money.

(1) Who is your insurance company?
(2) What lab(s) are covered/preferred by your insurance plan?
(3) Will your insurance cover labs before the deductible is met?
(4) What is your deductible?
(5) Have you met (or do your expect to meet) your deductible for the calendar year?
(6) Are in network labs covered if an out of network doctor writes them?

Your signature indicates you have carefully read the above information and accept full responsibility for obtaining
this information prior to your appointment with Dr. Mangum. This strict new policy has become necessary due
to so many patients arriving unprepared, without this information! Coming unprepared wastes valuable time
with the doctor. Thank you for understanding and for your full attention to this important matter.

PATIENT SIGNATURE DATE

WEB OF LIFE WITNESS SIGNATURE DATE
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PATIENT INFORMATION

Who referred you, or how did you hear about our office?

Patient Name: Date:

SSN: Birthdate:
Cell Phone: Home Phone:
Address: City/State/Zip:
E-Mail (we d o nghare!): Work Phone:

Profession/work status:

COMPLETE IF PATIENT IS A MINOR

Who is patient living with: Relationship to patient:
Guarantor: Home Phone:
E-Mail: Cell Phone:

IN CASE OF EMERGENCY WHOM MAY WE CONTACT?

Name: Relationship:
Home Phone: Work Phone:
Cell Phone: Other Phone:

INSURANCE BILLING INFORMATION

(If you have insurance it will help us help you if you provide the following information.)

Primary Insurance: Policy Holder:
Address: ID #:

Group #:
Phone: RX BIN #:
Is lab work covered before a deductible is met? Deductible:
I nsurance pmefemguéamy 6 s Co-Pay:
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PATIENT MEDICAL HISTORYd PART |

Patient name Date

Age Weight Height Sex M F

How willing are you to examine your current lifestyle and make focused changes in diet, exercise, stress
management and behavior that may be required to achieve your desired state of health?

Very Willing 1 2 3 4 5 6 Reluctant
I 6 | &nything necessary! | want few lifestyle changes.

1. Chief Complaint(s). Please list your current health concern(s) or medical conditions in order of importance or
severity; include the date of onset and pertinent history. It can be extremely helpful and more efficient if you bring
to your appointment any relevant medical tests and blood work reports that you have or can obtain.

A.
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2. Past Medical History. Please circle any other problems you have had in the past. If this list includes any
problems you CURRENTLY have, but have not mentioned already, please puta 6 oy it.

Hemophilia Pace Maker High Cholesterol

Bleeding Disorders Tuberculosis Sexually Transmitted Diseases
Diabetes Seizures Anemia

Gastrointestinal Complaints Arrhythmias Parasites

Osteoporosis COPD/Emphysema Depression

Asthma Eczema Psychiatric lliness
Bronchitis Pneumonia Addictions

Cancer Menstrual Disorders Musculoskeletal Problems
Prostatitis HIV Neurological Problems
Irritable Bowel Multiple Sclerosis Serious Infections
Fibromyalgia Adrenal Insufficiency Immune Dysfunction
Lupus Hypertension Chronic Fatigue

Ulcers or Gastritis Liver disease Other (please specify):
Autoimmune Problems Hyper or Hypothyroid

Rheumatoid Arthritis Kidney disease

Heart Disease Hepatitis

3. Past Surgeries and Trauma. Please list any significant accidents, injuries, surgeries or hospitalizations

4. Allergies, Intolerances and Sensitivities. Please list all of which you are aware:

Medicine

Foods

Environmental

5. Family History. Please circle those problems which have occurred in your immediate family, i.e. siblings,
parents, grandparents, aunts, and uncles:

Addictions Diabetes Parkinsonds
Al zhei mer 6s Heart Disease Tuberculosis

Asthma Hepatitis Other:

Autoimmune Disease HIV

Cancer Mental lliness

6. Current Medications. Please list date, type, dose, and frequency of any prescription or over-the-counter
medications that you take on a regular basis, including pain relievers, sinus/allergy medications, birth control
pills, etc.

DATE STARTED MEDICATION DOsSAGE FREQUENCY

@

@

(©)

4

®)

6

™

®
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7. Examination History

When was your last complete physical examination?

Was anything significant uncovered in the exam?

Have you ever had a colonoscopy? Y N Results
Women:

When was your last gynecological exam? Results
When was your last breast exam? Results
Have you ever had a mammogram? Y N Results
Men:

Have you ever had a prostate exam? Y N Results
Have you ever had a PSA blood test? Y __ N Results

8. Sleep. Rate you sleep on the following scale (1=poor and 10=good):

Circle any of the following descriptions that apply to your sleep:
Dream-disturbed sleep Awaken with anxiety Awaken early in the morning and
Trouble falling asleep Feel rested upon waking unable to fall back to sleep

Trouble staying asleep

How many hours do you sleep at atime?

Is your schedule regular? Y N
Do you sleep at night? Y N

9. Substance Use
Do you smoke? Y N  Tobacco Marijuana, Other

If yes how much and how frequently?

Do you use any drugs recreationally or addictively? Y N

10. Sexual History, if applicable:

Have you been or are you now sexually active? YN

If heterosexual, do you use birth control? Y __ NAreyou

familiar with the risks of HIV and other STD transmission? Y __NHave you

ever had an HIV test? Y __ NDoyou

take precautions against the transmission of STDs? Y ___ Nlfyou

answered fANOO to the abowm: question, pl ease indicate

I am in a committed monogamous relationship in which the HIV status of both partners is known, positive
or negative.

| am unaware or unconcerned about transmission.

Other (please specify):
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PATIENT MEDICAL HISTORY® PART II

1. Diet. Please record on average how often you eat the following foods as follows.
1 (with every meal) 4 (1-3 times per week) 6 (Less than once a month or
2 (Daily) 5 (2-3 times per month) never)

3 (4-6 times per week)

__ RawFoods __Wheat Products __ Fried Foods
__ Organic Foods __ Whole Grains __ Frozen Foods
__ Dairy __ Soy Products __ White Sugar Products
__ Meat (beef, pork) __ Beans __ White Flour Products
___Fish ____Rice ____Hydrogenated Fats
_____ Chicken _____Pasta (margarine, shortening, etc.)
____ Eggs ____ Sweets ____Artificial additives
Fruits Canned Foods (colors, flavors, preservatives etc.)

Vegetables (fresh) Fast Food

2. Beverages and Water

How much water do you drink per day? number of 8 oz. glasses

Is it purified, spring, tap, or filtered?

Do you drink beverages with your meals? Y N
What Beverages do you consume regularly?
SUBSTANCE OUNCES/DAY DAYS/MONTH

Coffee

Decaff

Black tea

Green tea

Herbal tea

Alcohol

Soda

Diet Soda

Juice
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3. Supplements, Natural Remedies and Therapies. Please circle all of the supplements you are currentlytaking.

Bring any multi-ingredient preparations you are taking to your first visit for easier review.

A.

Page 10

Vitamins and Minerals and Antioxidants (single vitamins if you take them separately or in addition to a multi-vitamin)

A B5

Bl B12

B2 Folic Acid

B3 Biotin

Single Minerals:

Magnesium Iron

Calcium Manganese

Potassium Copper

Zinc Chromium

Other Nutrients:

Pycnogenol Soy

Grape Skin Isoflavones
CoQ10

QOils and Essential:

C
D
E
K

lodine
Selenium
Molybdenum
Vanadium

NAC
Glutathione

bioflavonoids

Boron

Lipoic Acid

Fatty Acids Flax Evening Primrose

Borage Fish

Others

Hormones and Glandulars:

Melatonin Adrenal Progesterone Androstendione
Thyroid DHEA Testosterone Thymus

Others

Digestive Enzymes and Digestive Aids:
Plant Based Animal based
Others

Hydrochloric acid

Protein Powders and Supplements:

AminoAcids

Whole Foods:

Wheat Grass Blue Green
Spirulina Algae
Others

Aloe Vera
Bee Pollen

Brewer 6s

Colon Cleansers:
Fiber Stool Softeners
Others

Laxatives

Probiotics:
Lactobacillus
Others

Acidophilus

Bifidobacterium

Laterosporus

Herbs: Western, Chinese or Combination preparations.
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4. Exercise and Relaxation.

Please list the types and frequency of exercise and relaxation you practice:

EXERCISE/RELAXATION FREQUENCY/WEEK HOURS PER SESSION

Home and Work Environment.

A. Are you content with your work? _ Y N
B. Do you work in a building with windows? I 4 N
If yes, do the windows open? Y N
C. Do you work outside? Y N
D. Are you under florescent lights at home? _ Y N
E. Areyou under florescent lights at work? _ Y N
F. Do you get outside during the day for at least 30 minutes? I 4 N
G. Do you wear sunglasses, contacts, or eyeglasses? Y N
H. Do you use any full spectrum lighting at home or work? Y N
I.  Areyou exposed to toxic fumes, solvents, chemicals, pesticides or cleaning agents at homeorwork?___ Y__ N

If yes, please list:

Hygiene and Cleaning Products. Please circle all of the types of products you use regularly which contain

synthetic ingredients:

Shampoo Hair Color Cleaning Solution(s)
Soap Cosmetics Laundry Soap
Toothpaste Air Freshener Fabric Softener
Hairspray Perfume

Do you use all-natural, additive free products for any ofthe above? Y N
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HEALTH APPRAISAL QUESTIONNAIRE

Name Date

DIRECTIONS

This questionnaire asks you fo assess how you have been fesling during the last four months. This information will help to keep track of
how your physical, mental and emotional states respond to changes you make in your eating habits, priorities, sup lement program, social and
tamily life, level of physical activity and time spent on personal growth. All information is he?d in strict confidence. Take all the fime you need to
complete this guestionnaire.

For each question, circle the number that best describes your symptoms:
O = No or Rarely—You have never experienced the symptom or symptom is familiar to you but you perceive it as insignificant {monthly or less)

1 = Occasionally—Symptom comes and goes and is linked in your mind fo stress, diet, fatigue or some identifiable trigger
4 = Often—Symptom occurs 2-3 fimes per week and/or with o frequency that bothers you enough that you would like to do something about it

8 = Frequently—Symptom cccurs 4 or more fimes per week and/or you are aware of the symptom every day, or it occurs with regularity on a
monthly or cyclical basis

Some questions require a YES or NO response. O=NO 8=YES

= 2>
= = >
$E % $5 %
£ 9 ] 5 2 a
$£%5% S35 ¢

[¥] o o
288 & 286 &

SECTION A SECTION C (cont)
1. Indigestion, food repeats on you atter you eat 01 48 6. Stool odor is embarrassing 01 48
2. Excessive burping, belching and/or bloating 7. Undigested food in your stocl 01 48
following meals 01 4 .

) ) . 8. Three or more large bowel movements daily 01 48
3. Sromcch.sposms and ?romem‘g during or after eating 0 1 4 8 9. Diarrhea [frequent loose, watery stool) 01 4 8
4. A sensation that food just sits in your stomach 10. Bowel movement shortly after eating (within 1 hour) 0 1 4 8

creafing uncomfortable fullness, pressure and

bloating during or after a meal 01 48

5. Bad taste in your mouth 0 1 4 8 | cecTioND
6. Small amounts of food fill you up immediately 01 48 . . .
. 1. Discomfort, pain or cramps in your colon
7. ﬁklp meals or eat erratically because you (lower abdominal area} 1 48
ave no appetite 01 48 2. Emoﬁoglal stress Qnd/gr eqtir}gbiuw fruits and
vegefables causes abdominal blogting, pain,
l dbliad - cramps or gas 01 48
SECTION B . - .
3. Generally constipated (or straining during
1. Strong emotions, or the thought or smell of food bowel movements) 01 48
) ?ler:vafes yourhsrornoch or r;:kes \'f hurt 01 48 4. Stool is small, hard and dry 01 48
. Feel hungry an hour or two alter eating a ;
good—sizecrmeal 9 01 4 8 5. Pass mucous in your stool 01 4 8
- . . 6. Alternate between constipation and diarrhea 01 438
3. Stomach pain, burning and/or aching over a o i
period of 1-4 hours affer eating 01 4 8 7. Rectal pain, itching or cramping 01 48
4. Stomach pain, burning and/or aching relieved by 8. No urge to have a bowel movement {Ono  (8)ves
eating food, drinking carbonated beverage, cream 9. An almost continual need fo have a bowel movement (O)No  (8)ves

or milk, or taking antacids 01 48

5. Burning sensation in the lower part of your chest,
especially when lying down or bending forward 01 48

6. Digestive problems subside with rest and relaxation  [O)JMo  (8]ves

7. Eating spicy and fatty {fried) foods, chocolate,

coffee, aleohol, citrus or hot peppers causes your 1. When massaging under your rib cage on your

stomach to burn or ache 01 4 8 right side, there is pain, tenderness or soreness 01 48
8. Feel a sense of nausea when you eat 01 4 8 2. Abdominal pain worsens with deep breathing 01 48
9. Difficulty or pain when swallowing food or beverage 0 1 4 8 3. Pain at night that may move to your back or

. right shoulder 8
4. Bitter fluid repeats after eating 01 48

SECTION ¢ 5. Feel abdominal discomfort or nausea when eating

1. When massaging under your rib cage on your feft rich, fatty or fried foods 01 48
side, there is pain, fenderness or soreness 01 48 6. Throbbing remﬁles and/or dull pain in forehead

2. Indigestion, fuliness or tension in your abdomen is asscciated with overeating 01 48
delayed, occurring 2-4 hours after eating a meal 01 48 7. Unexplained itchy skin worse of night 01 4 8

3. Lower abdominal discomfort is relieved with the
passage of gas or with a bowel movement 01 4 8 8. Stool color aiternates from clay colored to

4. Specific foods/beverages aggravate indigestion 01 48 normal brown 014

5. The consistency or form of your stool changes 9. General feeling of poor health 01 438

{e.g., from narrow to loose) within the course of aday 0 1 4 8

S
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