Ingrid Edstrom FNP, M.Ed PATIENT INFORMATION

Patient Name: Birthdate / /
Last First (M)
Patient Address: Sex: M F
Number Street Apt
E-Mail:
City State Zip *Important
Home Phone Number Partners Married Single
*Preferred

Cell Phone # Work # *Secure Private Fax #
Emergency Contact Home Phone Work Number
Relationship of Patient to Guarantor Your Occupation

GUARANTOR INFORMATION (Person Financially Responsible)

Guarantor Name Birth date / /
Last First (MI)
Address: Sex: M F
Number Street Apt
City State Zip
Guarantor Phone Number
Guarantor Employer Work Phone Number

INSURANCE INFORMATION (Please Copy a Valid Insurance Card)

Fee For Service/ No Insurance YES

Primary Insurance Name ID #
Subscriber Name Group#
Secondary Insurance ID #
Subscriber Name Group #

ASSIGNMENT OF BENEFITS

The Non-Medicare Patient: | authorize the release of all medical information necessary to process this claim and is pertinent to my medical care. |
assign all medical and/or surgical benefits including major medical benefits to which | am entitled to Ingrid Edstrom, FNP, M.Ed.

The Medicare Patient: | request that payment of authorized Medicare/Medigap benefits be made on my behalf to Ingrid Edstrom, FNP, M.Ed for any
services furnished me by those providers. | authorize any holder of medical information about me to release to the Health Care Financing
Administration, it’s agents or my Medigap insurer; any information needed to determine benefits or the benefits payable for related services.

| certify that the information given by me is correct. This assignment will remain in effect until revoked by me in writing. A photocopy of this

assignment is to be considered as valid as the original. | understand that | may be financially responsible for any amount billed not covered by
insurance, which may include the infrared scan or patient responsibility.

Signature Date




HIPPA RELEASE
Ingrid Edstrom, FNP M. Ed. Infrared Breast Health, LLC

Infrared Breast Health, LLC, is a digital infrared imaging clinic, which uses the latest
technological advances in thermal imaging to provide non-invasive, physiological
evaluations that are adjunctive to other medical diagnostic systems. By providing safe,
non-invasive, effective and repeatable studies with thermographic imagery, we offer a
cost-effective alternative screening to other more invasive diagnostic tests. Specifically
applicable (but not limited to) the evaluation of breast health and muscular-skeletal
disorders, thermographic imaging provides baseline information concerning the presence
or absence of pathology present in tissue, vessels, and nerves. Additionally thermal
imagery is ideal for on-going evaluation of therapeutic intervention and its efficacy.
Infrared Thermal Imaging submits all studies to qualified licensed practitioners for
interpretation. These practitioners are certified in the practice and interpretation of
thermal imaging by the American Academy of Thermology, and International Academy
of Clinical Thermology.

It is important to note that thermal imaging is not a stand-alone diagnostic procedure. A
licensed practitioner must combine thermographic studies with clinical history and
additional information to reach a diagnostic impression. Thermal studies are non-
invasive, non-contact adjunctive tests and provide invaluable screening data that can
contribute to the diagnostic process. Our studies do, however, provide evidence of the
presence or absence of an asymmetry that can be indicative of vascular, neurological,
muscular-skeletal or other physiological disorders.

I have read the above information and understand that | am not receiving a diagnosis of
any condition. | understand that my thermographic scan is non-invasive and that the
scanning camera is ‘reading’ the heat patterns displayed on my skin. From these patterns
a physician qualified in interpretation will indicate any thermal asymmetry. | must take
my thermal scan to a health practitioner of my choice, who can combine this information
with my clinical history to formulate a diagnosis.

I have reviewed the HIPPA notification from this clinic and understand my patient rights
concerning confidentiality.

Legal Name (Print and Sign)

Date
I authorize Ingrid Edstrom, FNP to use my Infrared images, without revealing my patient
information/ identity, as a clinical example or for use in teaching either electronically or
in print. | release my images with no copyright enforcement.

Your signature below will acknowledge that you are willing to participate in scientific
research projects with strict provisions that will protect your identity.

I would like to be a study participant  YES NO

Signature Date
Thermography Technician
Date of Scan




[ ]
Health History Form Page 1 of 3
Patientis Name: Date:
Address: City: State: Zip:
Phone #: Date of Birth: Age: Gender:

Please mark the intensity of your pain teday.

1 = NO PAIN
10 - MOST INTENSE EVER FELT

Example |

OFFICE USE ONLY

Please mark area & type of pain on the drawimg using the code below.

M — Humbness P —Pain
T - Tinglimg A — Ache
5 — Soremess 5T - Stiffness

HABITS EXERCISE FAMILY HISTORY
O Smoking Packs/Day O None Diabetes Heart Kidney Cancer Back
3 Drinking  Alcohol O Moderate Mother a a a a a
3 Coffee Cups/Day 3 Daily Father a a a a a
Type Brother, No. of ___ a a a O )
Sister, No. of ___ a O a a a
HAVE YOU HAD ANY OF THE FOLLOWING DISEASES?
O Appendicitis O Anemia O Heart Disease 3 Arthritis
0O Pneumonia O Measles O Goiter 3 Epilepsy
O Rheumatic Fever O Mumps 3 Influenza O Mental Disorder
O Polio O Chicken Pox O Pleurisy O Lumbago
O Tuberculosis O Diabetes O Alcoholism O Eczema
O Whooping Cough 3 Cancer O Venereal Infection O HIV Positive
OPERATIONS AND PROCEDURES
DATE(S) DATE(S) DATE(S)
Vaccinations Tubes in Ears Sinus
Tonsillectomy Appendectomy Hernia
Gall Bladder Female Organs Thyroid
Back Operation Rectal Surgery Stomach
Other Other Other




Health History Form

Page 2 of 3

Do you have any close family history (father/mother, grandparents, aunts/uncles) of any of the following:

O Diabetes O Gout
O Gallbladder problems

O Thyroid problems 3 Heart conditions

O Liver problems O Stomach problems

Have you had the flu, a cold, or a respiratory iliness (cough) in the last 3 weeks?
O Yes O No

Do you smoke? When was your last smoke?:

O Kidney problems
3 Colon problems

Have you experienced a recent trauma (a fall, sports injury, car accident, dental work, surgery, etc.)?

Are you now or have you ever been disabled? @ Yes O No When: How:

3 Ovarian/uterine problems

O Lung conditions O Strokes

O Yes O No

O Yes O No

Please answer the following questions in regard to the chief complaints you described on pages 1 and 3.

COMPLAINT

1: 2:

When and how did this problem begin?

O suddenly O gradually O suddenly 3 gradually

What makes it better ? / What makes it worse ?

How would you describe your pain/symptoms ?

O achy O sharp O burning O achy O sharp O3 burning3 achy
O sore 3 tight & stiff O sore 3 tight & stiff
O numb O pins & needles O numb O pins & needles

How often do you experience your pain/symptoms ?
O constantly (100%) 3 frequently (75%)
O intermittently (50%)

O constantly 3 frequently

3 occasionally (25%) O intermittently O occasionally
Does the pain radiate anywhere ?

O down the arms O legs O down the arms O legs

Is your complaint affected by the time of day ?
O worse in the morning O evening O worse in morning O evening

O better in the morning O evening O better in morning O evening

Are you getting: (Circle) worse / better / same worse / better / same

O suddenly O gradually

O sharp O3 burning
O sore 3 tight & stiff
O numb O pins & needles

O constantly 3 frequently

O intermittently O occasionally

O down the arms O legs

O worse in morning O evening

O better in morning O evening

worse [ better /| same



GENERAL
SYMPTOMS

Bronchitis
Chills
Convulsions
Dizziness
Fainting
Fatigue

Fever
Headache
Loss of sleep
Loss of weight
Nervousness
Neuralgia
Night sweats
Numbness/pain

Never
Previously
Presently

ooagd
ooagd
ooagd
ooagd
ooagd
ooagd
ooagd
oog
oog
oog
oog
oog
oog
oog

in arms/legs/hands

ooo
ooo

Wheezing
Allergy to what:

MUSCLES
& JOINTS
Backache

Foot trouble
Hernia

ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo

Painful tailbone
Stiff neck
Spinal curvature
Swollen joints
Tremors
Twitching
Weakness

List any accidents or falls and dates: O Car

3 Sports

Health History Form

Never
Previously
Presently

aaad
aaad
aaad

ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo

ooo
ooo
ooo

Pain between shoulders O O O

ooo
ooo
ooo
ooo
ooo
ooo

List any broken bones (fractures) or dislocations:
Ever on crutches? O No O Yes Why?

Have you ever had any spinal taps or spinal injections? O No O Yes

GASTRO-
INTESTINAL

Belching or gas
Colon trouble
Constipation
Diarrhea

Excessive hunger
Gall bladder trouble
Hemorrhoids (Piles)
Jaundice

Liver trouble
Nausea

Pain over stomach
Poor appetite

Poor digestion
Vomiting

Vomiting blood

CARDIO-
VASCULAR

High blood pressure
Low blood pressure
Pain over heart
Poor circulation
Heart trouble

Rapid heart

Slow heart

Stroke

Swollen ankles
Varicose veins

Never
Previously
Presently

aaad
aaad
aaad

ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo

EAR/NOSE/
THROAT

Asthma
Crossed Eyes
Deafness
Earache

Ear discharge
Ear noise
Enlarged thyroid
Frequent colds
Hayfever
Hoarseness
Nasal obstruction
Nose bleeds
Pain in eyes
Poor vision
Sinusitis

Sore throats
Tonsilitis

SKIN OR
ALLERGIES

Boils

Bruise easily
Dryness
Eczema

Hives or allergy
ltching
Sensitive skin
Skin eruptions

Page 3 of 3

Never
Previously
Presently

RESPIRATORY

Chest pain
Chronic cough
Difficulty breathing
Spitting blood
Spitting phlegm

I R
I R
I R

GENITO-URINARY

Bed wetting

Blood in urine
Frequent urination
Inability to control urine
Kidney infection
Painful urination
Prostrate trouble

aaaoaaaan
aaaoaaaan
aaaoaaaan

FOR WOMEN
ONLY

3 Cramps or backaches
O Excessive flow

O Hot flashes

3 Irregular cycle

O Miscarriage

3 Painful periods

3 Vaginal discharge

N

)
)
)
)
)
)
)
Y O Pregnant at this time?

Date of last papsmear:

O Recreation Vehicle

3 School

3 Other

Were you ever knocked unconscious? O No O Yes

Have you ever had a lapse of memory? O No O Yes Have you ever had Xrays taken? O No O Yes When?
For what ailments were these Xrays taken?

Do you suffer from any condition other than that for which you are now consulting us?

Are you currently taking any medication fi prescription or over-the-counter? O No O Yes  What?

| have completed this 3-page form to the best of my ability.

Signature: Date:




ADVANCE BENEFICIARY NOTICE (ABN)

Patient’s
Name:

Infrared Breast Health LLC expects that your insurance company which

is may not pay for the breast scan. We do expect your
insurance to reimburse for the following office visit portions minus your co pay or
deductibles.

There are two codes billed on the first visit, the office visit AND the scan / procedure
code. (As an example: you see your doctor for an office visit and he sends you down
the hall for an EKG which is also billed as a procedure done that day).

Breast Scan (Estimated Cost: $150 in Eugene/Roseburg or $190 when in done in
Portland (circle site) ), in case you have to pay for them yourself or
through other insurance. That code is 93740.

New patient consultation is billed at $250.00 (Billing code 99204, for a one hour visit)
the day of the scan.

An Extended office visit is billed at $175.00 for patients that are out of town and
unable to do a follow up visit in the office two weeks later so they stay an additional one
to one and a quarter hours after the scan to do the Proactive Breast Wellness Program.
The Extended office visit will be in addition to the new patient consultation at your first
time of service and the day of the scan (Billing code 99354).

Follow up office visits for local patients, cost $165.00 (Billing code 99214) to do a
one hour visit to go over the Proactive Breast Wellness Program when the infrared

report is back. Other issues like labs, prescriptions, referrals to other offices etc.are

managed during this visit..

As a courtesy, the maximum you will have to pay for each office visit if applied toward
deductible, will be a reduced rate of $85.00 per office visit.

The purpose of this form is to help you make an informed choice about whether or not
you want to receive these items or services, knowing that you might have to pay for
them yourself. Ingrid Edstrom is participating with certain insurance companies.
However the breast scans may be disallowed, not considered reasonable and
necessary by your insurance company, experimental or contract exclusion.



ADVANCE BENEFICIARY NOTICE (ABN)

OO0 YES. | want to receive these items or services. | understand that my insurance
company may not decide to pay for the above services. Please submit my claim to my
insurance company. | understand that you may bill me for items or services and that |
may have to pay the bill while my insurance company is making its decision. If my
insurance does pay for the breast scan, you will refund to me any payments | made to
you that are due to me. | am still responsible for the co pay or deductible for the office
visits as discussed above. If my insurance denies payment, | agree to be personally
and fully responsible for payment. That is, | will pay personally, either out of pocket or
through any other insurance that | have. | understand | can appeal my insurance
company'’s decision.

Signature of patient Date

Physicians signature Date



Consent to Infrared Imaging / Thermography
Infrared Breast Health, LLC.
1102 Hodson Lane, Eugene, OR 97404
Tel: 541-302-2977 Fax: 541-302-6565

Instructions: Please read the following carefully and initial your name on the line at the end of each section.

| understand that thermography is a procedure utilizing infrared imaging cameras to visualize and obtain an image of the infrared heat
coming off the surface of the skin. The thermographic procedure is performed in order to analyze temperature patterns on the body that
may or may not indicate the presence of an abnormal process. Consequently, a normal thermogram does not rule out the presence of
significant pathology. All thermography reports are meant to identify heat patterns that suggest potential risk markers only and do not in
any way suggest diagnosis and/or treatment. Your thermogram report is meant to be used by your treating doctor as an adjunctive aid
in the assessment of your health. The report is not to be used for self diagnosis and/or treatment.

| understand that infrared imaging of the breast is not intended as a replacement for or alternative to mammography, ultrasound, MRI or
any other form of imaging. Thermography is not a stand-alone screening tool, meaning that it is not to be used by itself for screening. __

| understand that infrared imaging of the breasts and mammography do not provide the same information on breast tissues; and
therefore, provide different values on breast tissue assessment (thermography looking for physiological changes and mammography
looking for anatomical changes).

| understand that the doctor and/or technician providing the infrared imaging, and the doctor interpreting the images, are not diagnosing
and/or treating breast abnormalities. Follow up care relating to treatment must be done by properly trained and licensed health care
specialists.

I understand that if, by any chance, a questionable thermal finding is discovered on my thermogram, | will comply with any and all
follow-up or referral recommendations made on my report; such as following up with an ultrasound / mammogram / MRI / etc. or with my
primary care doctor to ensure | receive proper care.

I understand that | will be disrobed from the waist up for breast exams and buttocks exposed for lower body exams. | will then be
imaged with an infrared camera. | understand that this procedure does not use radiation, is not harmful to me, the equipment does not
touch my body, and that its sole function is to produce an image of the heat coming off my body.

| understand that thermography reports do not in any way suggest diagnosis and/or treatment. No surgical procedure should be based
on thermal imaging alone. Additional procedures, which depend on the nature of the condition and/or body region, are needed to
achieve a final diagnosis.

| understand that thermography must not be confused with EBT, CT, or MRI full body imaging. These are structural imaging
technologies that look for the physical presence of tumors and other structure changes inside the body. Thermography does not provide
this type of imaging; and as such, cannot be used to screen for the spread of cancer (metastasis).

| understand that the results of my thermograms may be made available to my doctors and others as | so designate for further analysis
in the overall evaluation of my health. | have also been given pre-imaging instructions to follow and | acknowledge that | have complied
with the preparation protocol prior to the procedure.

I understand that the information | have reported on the intake forms, and the resultant report and/or images, will be sent via facsimile
and/or electronic mail to personnel involved in the process, and/or my health care provider(s). As such, my private health information
has the possibility of being seen by unauthorized personnel. Having understood this | give my full consent to having my private health
information sent via facsimile and/or email. A new encryption software is soon to be added to all clinics to address this issue

Having understood the above, and having received satisfactory answers to any and all questions that | may have had concerning the
purpose and outcome, risk factors and benefits of thermography, | hereby consent to both initial and all subsequent infrared imaging.

Patient’s (Guardian’s) Name:

Patient’s (Guardian’s) Signature: Date:

Witness: Date:




Infrared Breast Health,LLC, Ingrid L. Edstrom,FNP,M.Ed.

1102 Hodson Lane Eugene, OR 97404 Phone 541-302-2977 PST//Fax 541-302-6565//www.InfraredBreastHealth.com

Pre-Examination Instructions
The following instructions must be strictly adhered to before you arrive for your appointment:

No prolonged sun exposure/tanning beds (sunburn) to the breasts 5 days prior to your exam. Wear a jewel neckline and
short sleeves but no plunging tank tops. Sunscreen will not help.

No use of lotions, creams, powders, or makeup on the breasts the day of the exam.

No shaving or other hair removal of the areas to be imaged 24 hours prior to exam.

No use of deodorants or antiperspirants the day of your exam.

No physical stimulation or treatment of the breasts, chest, neck, or back for 24 hours before the exam.

Do not participate in massage/chiropractic, acupuncture, TENS, physical therapy or electrical muscle stimulation for 48
hours prior to exam.

No exercise 4 hours prior to your exam ie biking and NO HEAVY upper body lifting 4 days prior. You can go to the gym
but do lower body or a treadmill exercise. Pulling muscles in the anterior chest will alter the scan results. Also avoid leaf
raking and lifting of heavy suit cases 4 days prior.

If bathing, it must be no closer than 1 hour before the exam. No hot tubs for 24 hours before the exam.

If you are nursing, please try to nurse as far from 1 1/2 to 2 hours before the exam as possible.

If you are using pain medications, please avoid taking them for 4 hours prior to the examination. You must consult with the
prescribing physician for his or her consent prior to any change in medication use such as this.

Please note: During the examination you will be disrobed from the waist up for both imaging and to allow for the surface
temperature of the body to equilibrate with the room. A female technician will perform the imaging for you.

Surgical procedures such as implants, reductions, and biopsies do not interfere with infrared imaging. Breast
thermography is perfectly safe to have during pregnancy or when nursing. The procedure may also be preformed during
any part of the menstrual cycle without effecting the interpretation of the images.



