




Integrative Pain and Wellness Center. 

Current Symptoms (Check all that apply within the last two weeks)

General 

Fever 

Chills 

Fatigue 

Recent Weight Change 

Eyes 

Decreased Vision 

Double or Blurred Vision 

Eye discharge 

Eye Pain 

ENT 

Decreased Hearing 

Snoring/Mouth Breathing 

Ringing/Buzzing in Ears 

Allergies/Hay Fever/Runny Nose 

Sinus Problems 

Nose Bleeds 

Sore Throat 

Cardiovascular 

GI 

Shortness of Breath lying Flat 

Chest Pain 

Palpitations 

Swollen Ankles 

Fainting Spells 

Leg Pain When Walking 

Loss of Appetite 

Difficulty Swallowing 

Heartburn 

Nausea 

Vomiting 

Abdominal Pain 

Change in Bowel Habits 

Diarrhea 

Constipation 

Black or Tarry Stools 

Red Blood in Stools 

Hemorrhoids 

Pulm 

Wheezing 

Dry Cough 

Wet Cough 

Chronic Cough 

Shortness of Breath on Excertion 

Endo 

Excessive Thirst 

Excessive Urination 

Excessive Hunger 

Heat or cold intolerance 

Dry Skin 

Brittle Hair/Nails 

HEME 

D Bruise easily

□Bleeding

Neuro

Convulsions/Seizures 

Tremors 

Muscle Weakness 

Numbness/Tingling 

Headaches 

Dizzines 

Pain Radiatin Down Arm/Leg 

MS 

Joint pain 

Scoliosis 

Joint Swelling 

Decreased Range of Motion 

Muscle Pain 

Neck Pain 

Back Pain 

Derm 

Rashes 

Hives 

Unusual Moles 

Skin Lesions 

Itching 
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							Integrative Pain and Wellness Center	

Complementary	and	Alternative	Medicine	(CAM)	Informed	

Consent	Form	

Definitions:	
CAM	refers	to	a	broad	range	of	healing	philosophies,	approaches	and	therapies	that	mainstream	

Western	(conventional)	medicine	does	not	commonly	use,	accept,	study,	understand,	or	make	

available.		A	few	of	the	many	CAM	practices	include	acupuncture,	herbs,	homeopathy,	meditation,	

energy	medicine,	therapeutic	massage, intravenous vitamin infusions	and	traditional	Oriental	

medicine	to	promote	well-being	or	treat	health	conditions.		CAM	therapies	may	be	used	alone,	as	

an	alternative	to	conventional	therapies,	or	in	addition	to	conventional,	mainstream	therapies,	in	

what	is	referred	to	as	complementary	or	an	integrative	approach.			

Conventional	medical	practices	refer	to	those	medical	interventions	that	are	taught	extensively	

at	U.S.	medical	schools,	generally	provided	at	U.S.	hospitals,	or	meet	requirements	of	the	generally	

accepted	standard	of	care.		

By	signing	below,	I	agree	to	the	following:	

• I	understand	that	Integrative Pain and Wellness Center	combines	conventional	medicine	with

a	variety	of CAM	therapies	in	an	integrative	approach	to	medical	practice.			Integrative Pain

and Wellness Center's	goal	is	to optimize	patient	health	while	minimizing	risks	associated

with	treatment	or	non-treatment of	medical	conditions.

• After	assessing	you, your doctor	will discuss your condition and may recommend	integrated

medical	treatments.		They will	discuss with	you	the	goals,	risk	and benefits,	possible

interference	with	conventional	treatments,	and	the	therapeutic	basis	of any	recommended

treatment.		Refusal	to	choose	an	alternative	treatment	will	not	affect	your right	to	future

care	or	treatment.

• Integrative Pain and Wellness Center	may	refer	you	to	another	healthcare	provider	who

practices	conventional medicine,	CAM,	or	a	combination	of	the	two.		I	understand	that

Integrative Pain and Wellness Center	is	not responsible for any outcome that may result from



							Integrative Pain and Wellness Center	
a	treatment	or	recommendation	provided	by	another	healthcare	provider.		

• I	understand	that	Dr.	Barker	is	not	my	primary	care	provider.		I	understand	and	accept	full

responsibility	to	communicate	my	treatment	choices	with	my	primary	care	and	other

health	providers.

• I	understand	that	emergency	care	and	hospital	treatment	are	not	included	in	this

agreement.

• I	understand	that	I	may	purchase	nutritional	supplements,	medical	supplies,	and	other

items,	which	Integrative Pain and Wellness Center	may	receive	financial	benefit.

• No	warranty	or	guarantee	will be	made	to	you regarding	the	outcome	of	the	care	and

treatments	I	may	receive.		I	realize	that	risks	and	hazards	persist	with	conventional

medical	treatment,	alternative	care,	or	no	treatment	at	all.		I	certify that	this	form	has	been

fully	explained	to	me;	I	have	read	it	or	have	had	it	read	to	me	and	I understand	its

contents.

Patient	Name	(print):___________________________________	

Patient	or	Legal	Guardian	(signature):___________________________________		Date:___________	
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