
Revitalize, Regenerate & Restore 

Office of Dr. Kashi Rai 
3001 Division Street, Suite 203 

Metairie, LA 70002 

504.818.2525 phone   504.818.0492 fax 

Child New Patient Packet (up to 18 years old) 
Following is a child new patient packet, which you must fill out for your child and return it to our 

office with a copy of your insurance card (front and back). 

Information regarding our appointments: 

We do not accept insurance, but if you have out of network benefits we can provide the necessary 

documents and you may submit the claim yourself. If coverage is approved the insurance company 

will reimburse you per your coverage limits.  

Appointment Prices 

• New Patient (1st appt) are up to three hours long - $975.00.

Prior to this appointment, the doctor will review your child’s history in detail and order blood 
work accordingly. We will verify your child’s insurance coverage to find out where to send 
you for the blood work. Your child’s blood work must be drawn 3 weeks prior to this first 
appointment. We will call to let you know when the bloodwork orders are ready.

• Follow Up appointments are 50 minutes long- $250.00.

These appointments are usually scheduled every 3-6 months. 

Instructions for Submitting this Packet 

Please fill out the following paperwork and return via fax or mail.  

Attach an enlarged copy of your insurance card (front and back)  

Please include ALL pertinent questions for the MD with paperwork. 

After we receive all of the above requested information, you will receive a call to schedule the 

appointment. 

Please call or email if you have any questions or concerns, Mon-Thu 8:30am -6:00pm. 
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Consent for Patient Treatment 
I,           , acknowledge that by signing this form, I freely choose 

as the parent or legal guardian of the patient, Dr. Rai to be an integrative, complementary, 

functional, and/ or alternative, medical consulting physician(s) for the patient. I understand that R3 

is a consulting medical practice and is NOT to be considered the patient's point of primary care. 

I understand that R3/Dr. Rai will NOT assume responsibility for tracking health maintenance issues 

as put forth by the USPSTF such as mammograms, colonoscopies, pap smears, prostate exams, 

immunizations, etc., as these will be the responsibility of the patient's primary care physician.  I 

understand that I will receive a copy of all testing ordered through the physician at R3 and that I 

should share these results, as well as any prescription changes, with the patient's primary care and 

other conventional physicians.  

I am fully aware Dr. Rai promotes the use of integrative medical therapies such as supplements 

and lifestyle changes as the primary treatment modality to stabilize, support, and detoxify a 

patient’s physical, mental, and/or emotional state whenever medically possible.  Furthermore, I 

understand that Dr. Rai and R3 provide quality supplements for sale that are monitored for their 

effectiveness in treating disease, however, no guarantees or claims are being made regarding their 

efficacy. I understand that the use of supplements to support physiology, and thereby treat disease 

is considered new and unconventional, and these therapies have not necessarily been subjected to 

the prevailing double-blind method of medical research.  I understand that I am not required to 

purchase supplements from R3 as part of the patient's health prescription treatment plan and that 

all supplements, regardless of source, are outside of FDA regulation.  Finally, I understand that the 

most common side effect of oral supplementation is nausea and/or diarrhea. 

By signing this letter of consent, I recognize my informed decision to accept the treatments and 

protocols on behalf of the patient, as discussed with Dr. Rai and the medical staff at R3 as an 

integrative approach to my medical care in conjunction with, or in lieu of, other options presented to 

me by conventional physicians.  Finally, I further agree that if I ever have a claim with respect to the 

services and treatments given to the patient by R3, their physicians, practitioners, affiliates, and/ or 

staff, that those treatments shall be judged by the standards of complementary, integrative, and 

functional medicine and not by the standards of conventional medicine. 

Parent/Guardian Signature:   

 

Date:          
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New Patient Questionnaire 
Please fill out the following forms.  

You may fill them out in Microsoft Word (click on the gray boxes and type to enter your 

answers) or print this document and fill out the questionnaire by hand.  

Please skip any questions you don’t know the answers to. 

 
(If filling out this form by hand, please use the back of sheet if necessary at any time)  

 

List and briefly explain your reasons (in order of decreasing importance) for your child’s 

consultation with For Better Health. 

 

      

 

 

 

 

 

 

  

 

 

 

Attach or List any medical testing your child has had done within the past 18 months. 
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List any supplements your child takes, brand names, amounts, frequency, and duration (Vitamins, 

Minerals, antioxidants, amino acids, specialty preparations, herbs, etc.). Include supplements your 

child has taken in the past. 

 

      

 

 

 

 

 

 

 

 

 

 

 

 

 

List any prescription medications your child takes, medication dosage, how often the medication is 

taken, and how long it has been taken. 

 

      

 

 

 

 

  



Revitalize, Regenerate & Restore 

Office of Dr. Kashi Rai 
3001 Division Street, Suite 203 

Metairie, LA 70002 

504.818.2525 phone   504.818.0492 fax 

 

 

Patient History  
Scale:  10 = Incapacitating problem  7 = Severe problem  5 = Moderate problem  

 3 = Mild problem   0 = Not an issue 

Symptom Record Past Current Symptom Record Past Current 

Focus, Attention              Jeckyl/Hyde behavior              

Impulsivity              Violent behavior              

Fidgety              Tantrums (meltdowns)              

Hyperactivity              Difficulty transitioning              

Organization              Repetitive behavior              

Distractible              Compulsive              

Loses things              Obsessive              

Foggy brain/ vacant 

stare  

            Perfectionistic              

Short term memory              Ritualistic              

Fearlessness              Self-stimulatory              

Fine motor skills              Self abuse              

Gross motor skills              Sadness              

Speech, receptive              Inappropriate laughter              

Speech, expressive              Mood swings              

Language              Phobias              

Low muscle tone              Fearfulness              

Clumsiness              Situational anxiety              

Toe walking              Social anxiety              

Eye contact              Generalized anxiety              

Divergent gaze              Inner tension              

Bed wetting              Light sensitivities              

Pica              Sound sensitivities              

Tics              Touch sensitivities              

Seizures              Smell sensitivities              

Socialization              Taste sensitivities              

Parallel play              GI issues              

Isolation              Mineral imbalances              

Imaginative play              Heavy Metal Overload              

Inappropriate play              Immune Issues              

Medical Conditions              ATEC Score              
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Maternal History 
Dental Amalgam Filling History 

and (include number of fillings) 

      

Dental Work       

Seafood Consumption       

Oral Contraceptive History       

Vaccines       

Rhogam Shot       

Birth History 
Birth Weight       

Apgars       

Rhogam Shot       

Blood Type       

Infancy 
Breast Fed       # of Ear 

Infections 

      # of Antibiotics 0-3 Months       

Formula Fed       # of Other 

Infections 

      # of Antibiotics 3-12 Months       

Formula 

Tolerance 

      1st Illness at       Months # of Antibiotics 1-2 Years       

  1st Antibiotic at      Months Colic (yes or no)       

    Skin Issues       

Immunizations 
 Number of Shots Adverse reactions (fever, irritability, bowel, crying, seizures, other)  

Hepatitis B             

DPT             

HIB             

OPV             

IPV             

MMR             

Chicken 

Pox 

            

Pneumococcal             

Other             
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Hospitalization’s  

      

 

 

 

 

 

 

 

 

Surgical History 

      

 

 

 

 

 

 

 

 

Drug Allergies/Reactions 
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Developmental History 
 Months Never 

 

Diet High Average Low  

Age at onset of 

delays/problems  

       Carbohydrates    Sugar 

Handling 

Issues 

 

 

Age of onset of 

regression  

       Refined    Aversion 

to 

Breakfast 

 

Sitting up         Sugar    Food 

Cravings 

 

Crawling         Dairy    Sensory 

Issues 

with Food 

 

Pulled to stand         Sodas     

Walked alone         Juice     

Potty trained         Fruit     

Dry at night         Veggies     

First words         Water     

Spoke clearly         Caffeine     

Lost language         Protein     

Lost eye contact         Non-veg 

Sources 

    

   Veg Sources     

   Fat     

   Saturated     

   Healthy Fats     

   Fiber     

Current Dietary Interventions:       

Sleeping Habits:       

Education 
School Level:       Grades:       Type of Student:       

Learning Disabilities:       

Social History:       

Patient Lives with Whom?       

Mother Father 

Medical History       Medical History       

Education       Education       

Ethnicity       Ethnicity       

Siblings       Pets       
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Environmental History  
(Check Each Box That Applies) 

Immunizations  Pesticides Used in 

Home/Lawn 

 Lives in Old 

House 

 Consumes 

Nutrasweet 

 

Amalgams  Herbicides Used in 

Home/Lawn 

 Vinyl Blinds  Pica (eats 

inedible objects) 

 

Seafood 

Consumption 

 Mold in 

Bathroom/Basement 

 Polyvinylchloride 

toys/ furniture 

 Drinks from 

Aluminum Cans 

 

Play Area 

has Wood 

Chips 

 Air 

Fresheners/Perfumes 

 Consumes 

red/yellow food 

dye 

 Eats Food From 

Tin Cans 

 

Plays on 

Pressure 

Treated 

Wood 

 Cleaning 

Agents/Sprays 

 Preservatives in 

food 

 Microwaves in 

plastic/Styrofoam 

 

Carpeting In 

Bedroom 

 Mosquito Repellant  Consumes 

Sulfites in Food 

   

Carpeting In 

Playroom 

 2nd Hand Smoke  Consumes 

Nitrates 

   

Feather 

Bedding 

 Swimming 

Pool/Whirlpool 

 Consume MSG    
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Family History  
(Mark applicable boxes) 

P= Paternal M= Maternal GP= Grandparents S=Siblings 
ADD/ADHD       Dementia       Colitis        Multiple 

Sclerosis  

    

  

Alcoholism/ 

Addiction 

      Depression       Crohn’s        Night 

Blindness  

    

  

Allergies       Diabetes       Gluten 

sensitivities  

      Obesity      

  

ALS       Eczema       Irritable 

bowel  

      Obsessive/ 

Compulsive  

    

  

Alzheimer’s       Food 

Allergies 

      Mal-

absorption  

      Parkinson’s      

  

Anorexia/ 

Bulimia 

      Gall 

Bladder 

Disease 

      Ulcers        Psoriasis      

  

Anxiety       Hay Fever       Left 

Handednes

s  

      Schizophreni

a/ Psychosis  

    

  

Arthritis       Heart 

Disease 

      Liver 

Disease  

      Stroke      

  

Asthma       Hives       Loner 

Tendencies  

      Thyroid      

  

Autism       Hyper-

tension 

      Mental 

Retardation  

      Tourettes      

  

Auto-

Immune 

Disease 

      Hypo-

glycemia 

      Mental 

Illness  

      Violence      

  

Bipolar 

Disease 

      GI 

Problems 

      Milk 

Sensitivities  

      Yeast 

Problems  

    

  

Cancer       Celiac       Mitral Valve 

Prolapse  
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Review of Symptoms  
(Mark applicable boxes) 

P=Past Symptom  C=Current System 

General  Skin  Tags bother       GI/GU  

Poor 

temperature 

control  

      Acne        Teeth 

grinding  

      Abdominal 

pain  

    

  

Night 

sweats  

      Body odor        Tight clothes 

bothers 

      Bloating      

  

Stiffens 

body/ 

bizarre 

posture  

      Blotchy 

skin  

      Warts        Burping      

  

Unusual 

flexibility  

      Burns easy        Eyes  Colic      

  

Fatigue        Chicken 

skin  

      Crusting 

eyes  

      Constipation      

  

Fast heart 

rate  

      Cold sores        Dark circles 

under eyes  

      Diarrhea      

  

High pain 

tolerance  

      Cradle cap        Dilated 

pupils  

      Flatulence      

  

Low pain 

tolerance  

      Dandruff        Divergent 

Gaze  

      Stools      

  

Joint pain       Dry skin        Long 

Eyelashes  

      Bulky      

  

Headache        Eczema        Poor Eye 

Contact  

      Bloody      

  

Upper body 

pain  

      Flushing        Visual 

Stimulations  

      Float      

  

Antihistamin

es make 

sleepy  

      Gums 

bleed  

      Immune   Light color      

  

Antihistamin

es make 

hyper  

      Hives        Allergic 

rhinitis  

      Mucus      

  

Ringing in 

Ears 

      Itchy skin        Asthma        Mushy      

  

Seizure 

Disorder  

      Inability to 

tan  

      Bronchitis        Strong odor      

  

Yeast   Lips 

cracking  

      Chemical 

sensitivities  

      Undigested 

food  
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Athlete’s 

Foot  

      Jewelry 

bothers  

      Chest 

congestion  

      Reflux      

  

Diaper rash, 

severe  

      Mouth 

sores  

      Chronic 

cough  

      Vomiting      

  

Feet 

cracking, 

peeling 

      Nail biting        Food 

allergies  

      Bedwetting      

  

Nail fungus        Oily skin        Frequent 

colds/ 

infections  

      Encopresis      

  

Red ring 

around the 

anus  

      Pale skin        Hay fever        Frequent 

urination  

    

  

Ring worm        Psoriasis        Lymph 

nodes 

enlarged  

      Urine strong 

odor  

    

  

Thrush        Rashes        Post nasal 

drip  

      Urine dark 

color  

    

  

Vaginitis        Seborrheic 

dermatitis  

      Seasonal 

Allergies  

           

  

  Stretch 

Marks  

      Sinusitis, 

chronic  
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Describe a typical day’s diet. Your child wakes up in the morning and eats what, and then what, 

snacks, lunch snacks, dinner? What beverages does he/she consume? How much water does 

he/she drink?  
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Personal Information 
 
Patient Name:               Date:           

Street Address:        

City:                State:      Zip:       

Home Phone: (   )    -       Cell: (   )    -       Email:        

S.S.#            Date of Birth:           Age:      

Marital Status:    Single   Married Divorced     Widowed 

Occupation        

Employer        

Business Address       

  

Business Phone        

Spouse Name:             Spouse DOB:           

Spouse S.S.#              Spouse Phone:           

Spouse Occupation:        

If patient is a minor, name of parent or guardian:        

How did you learn about us (please be as specific as possible)?        

May we use your name when thanking this person for referring you (if applicable)?  Yes    No 

 

* Provide a copy of both the front and back of all of your insurance cards * 
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Payment of Fees & Assignment of Insurance Benefits: 

 

I understand that I am financially responsible for all charges made by R3, and or Dr. Kashi Rai in 

regard to medical services rendered to me and or my dependent.  A photocopy of this agreement is 

as valid as original.  I authorize the release of information necessary to secure payment.  

 

Additionally, due to the lengthy visit time that is reserved for my appointment, I understand that if I 

fail to cancel my appointment without at least 48-hours’ notice, I will be held responsible for all 

cancellation fees. 

 

Parent/Guardian Signature:       

  

Parent/Guardian Name:       

  

Guarantor Signature (if different from above):       

  

Guarantor Name (if different from above):       

 

 

 Date: September 10, 2018
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R3/Dr. Rai -  
APPOINTMENT CANCELLATION POLICY 
 

All parent/guardians are required to provide a valid credit card number, including expiration date, 

billing zip code, and card security codes in order to schedule an appointment. 

 

When you make an appointment, Dr. Rai reserves a significant amount of time (three hours) 

specifically for your consultation.  She also spends time in advance of your appointment reviewing 

your chart in preparation for your visit.   

 

R3 staff will contact you the week prior to your scheduled appointment to re-confirm. If you need to 

re-schedule your visit, please do so at that time.  This permits the staff time to refill these 

appointment slots with other patients who are waiting to be seen.  Otherwise, the following 

cancellation or no-show charges apply: 

 

• Cancelation of Appointments with Less than 48 Hours Notice:  If you call to cancel your 

appointment with less than 48 hours notice, your credit card will be charged $100.  

 

• No-Show:  If you fail to show up for your appointment, your credit card will be charged for the 

full amount of the missed appointment ($650 for a 3 hour appointment and $250 for 50-minute 

appointments). 

 

These cancellation fees are not covered by insurance policies, and are the full responsibility of the 

parent/guardian. 
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Parent/Guardian's Acknowledgement of Cancellation Policy 

 

Credit/Debit Card Number:              Expiration Date:       

Security code on the back of the card (or 4 digits on front of the AMEX card):       

Type:     Visa      MasterCard      American Express      Discover 

Name as it appears on the card:               

I have read the R3/Dr. Rai’s - APPOINTMENT CANCELLATION POLICY and I give my 
permission for R3. to charge my credit card if I fail to give proper notification in the event I need to 
cancel my appointment. 
 

Signature of Parent/Guardian:          Date: September 10, 2018 

 

Print Name of Parent/Guardian:       

  

Signature of Guarantor (if different than above):             Date: September 10, 2018 

 

Name of Guarantor (if different than above):        

 

 

Billing Information:  

 

Street Address       

City:               State:         Zip:         

Home Phone:               Cell:             

Email:                  
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Consent to the Use and Disclosure of Health Information for Treatment, Payment, or 

Healthcare Operations 
 

I understand that as part of my healthcare, this organization originates and maintains health 

records describing my health history, symptoms, examination and test results, diagnoses, 

treatment, and any plans for future care or treatment. I understand that this information serves as: 

 

• A basis for planning my care and treatment 

 

• A means of communication among the many health professionals who contribute to my care 

 

• A source of information for applying my diagnosis and surgical information to my bill 

 

• A means by which a third-party payer can verify that services billed were actually provided 

 

I understand and have been provided with a Notice of Information Practices that provides a more 

complete description of information uses and disclosures. I understand that I have the right to 

review the notice prior to signing this consent. I understand that the organization reserves the right 

to change their notice and practices and prior to implementation will mail a copy of any revised 

notice to the address I’ve provided. I understand that I have the right to object to the use of my 

health information for directory purposes. I understand that I have the right to request restrictions 

as to how my health information may be used or disclosed to carry out treatment, payment, or 

healthcare operations and that the organization is not required to agree to the restrictions 

requested. I understand that I may revoke this consent in writing, except to the extent that the 

organization has already take action in reliance thereon. I request the following restrictions to the 

use or disclosure of my health information: 

 

Signature of Patient or Legal Representative Witness 

 

Accepted  Denied 

 

Signature_____________________________________ Date:     _________________ 

 


