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Chronic Inflammatory Response Syndrome (CIRS) is a well-established, published, documented 
condition affecting millions of patients In the US alone. According to the Consensus Statement 
released November, 2015 by the Center for Research on Biotoxin Associated Illness, "Evidence 
supports a cause-effect relationship between exposure to the air and dust in water-damaged 
buildings (WDBs) and a chronic inflammatory response syndrome (CIRS) that is linked to certain 
HLA haplotypes. CIRS-WDB is mediated by an over- reactive (nnate immune response to the toxins, 
antigens, and inflammagens found in the interior environment of WDBs." Other causes of CIRS include 
Chronic Lyme Disease, Brown Recluse Spider Bites, Ciguatera Fish Poisoning, Pfisteria and other 
Cyanobacteria outbreaks. By far the most common cause is toxic mold and bacteria in a WDB. 

24 o/o of the US population has the genetic susceptibility to toxic molds and bacteria from WDB's and 
20o/o has susceptJbiJity to Borrelia (Lyme Disease). If exposed to these organisms, these patients have 
no effective innate immune response to identify and eliminate them. The result is chronic immune 
system inflammation and multiple brain and hormonal abnormaUties. According to NIOSH, SO% of 
the buildings in the US are WDB's. This may be up to 75% in SW Florida since Hurricane Jan. 
According to the CDC, 300,000 new cases of Lyme Disease were reported last year. Thus, there are a 
lot of potential patients with CIRS. 

The symptoms ofBiotoxin Illness/CIRS appear similar to other common conditions, including 
Fibromyalgia, Chronic Fatigue and Immune Dysfunction Syndrome (now called Systemic Exertion 
Intolerance Disease), Autoimmune disorders, Neuropsychological disorders, and Lealcy Gut Syndrome. 
Chronic pain is a common complaint among patients, which can be diffuse, such as in Fibromyalgia, or 
localized, such as in Myofascial Pain Syndrome and Leaky Gut Syndrome. Fatigue can be severe and 
debilitating. Sleep disorders, brain fog, headaches and strange neurological symptoms are common. 

A screening test for CIRS exists. It is called VIsual Contrast Sensitivity (VCS) testing. It is based on 
the fact that Biotoxins, such as toxic mold and bacteria, secrete a neurotoxin that affects the brain and 
retinal artery blood flow. This interferes with the ability to discriminate white and gray {contrast). 
While the VCS test was developed by the US military for jet pllots, it has been found to be useful in 
identifying CIRS patients. If the symptoms are present (multiple organ systems and multiple 
symptoms) and the VCS test ts positive, even in one eye, there is a 98.5% chance of having CIRS. This 
makes it one of the most accurate screening tests in medicine. 8o/o of patients can be false negative, 
meaning they have the symptoms, but can pass the test. These tend to be younger people with an eye 
for details, like graphic designers, artists, baseball and tennis players. 

To take the VCS te.st, go to https:/ /ichw.vcstest.com and regjster as a new user. You wiU be asked for 
a donation of $15.00 and should do that or they will not email the completed results to us. 

When taking the test, follow the instructions exactly. You must have good lighting and your eyes 
must be measured from the screen as told. If you have glasses you wear for working on the computer 
or reading, use them. You must have 20/50 vision or better for the test to be accurate. Don't make up 
or guess the answers to what you are shown; simply identifY the direction the lines are going. If you 
can't see it, just say so. You will do each eye separately. You wUl be given a score by the website and a 
determination of the IikeHhood of Biotoxins present. The results we receive will give more detail and 
will be reviewed with you on your next visit. 
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INTERNATIONAl CENTER FOR HEALTH AND WEU.NESS, LLC. 
Alan W. Grunlngl D.O. 

Name: ________________ ~-------------------~~-~ 
(First) (MI) {la5t) 

Address: -------·-----="---~ .... __ ..,..__ ___ ,._.... ..,_, 
City/State/Zip:-·-·---·--·-----------~----

Home Phone: (__).,__ _ __ ~-- Cell: (_ J J-____ ......___:._,;_..--

Date. of Birth: ------'---'------- Sex (circle): M F 

Employed by: ---------------Work Phone: (___]. _______ _ 

orrver's UCense #: ..... ~-------· 

Northern Address {If applicable);-·----------- ·----...,.--­

Oty/State/Zip: -·---------

Marital Status: a Married a Single o Widow a Divorced c Separated 

Spouse's Full Name: ------~------Date of Birth; - ---·---­

Spouse Employed by:··---- -----Work phone: -...-,-------'­

Emergency C()ntact: _ Relationship: --------­

Emerg~ncy Contact Phone#: ------------------- -

Referred by: __ .------··-- -·-···'"-
Primary Doctor: --·-------·.--=--..-.....-......_ __ _ 
Preferred Pharmacy H.~~; ____ _____ _ 

Preferred Pharmacy Number: ~·.,-:-----=---=-----
1 understand that payment is due at time of service. 

Signature:-·------- ·------·---~-..!~-



INTERNATIONAL CENTER FOR HEALTH AND WELLNESS, lLC. 
Alan W. Gruning, 0.0. 

NEW PATIENT HISTORY 

Name; ----------~-- Age: _ Date of Birth: _..... ___ ....,......,.~.........,..,.._-

Social Security # or the last 4 digits: -.. -----..,....--~ Sex: oM oF Dominant Hand: oR ol 

Why are you here today? ____ __.__,_-~_....__ ___ ___.....__.,....___-"--"..__..__+: ____.. 

Preventative Health! Please Indicate the approximate date you last had the following: 
'• 

Pap Smear __ _ Colonosoopy --~- Chest X-Ray __ _ 

Mammogram ----..- Tetanus Injection __ EKG 

Bone Density---·._..._ Recent Labs ___ _ 

Prostate Exam __ _ PSA~--

Do you wear: o Glasses o Contacts o Hearing Aids 

Do you wear a brace or orthotic? o Yes o No Type: ------------------'-'-

Work Status: o Employed l}tpe of work:-- - ---

o Unemployed o Retired o At home caregiver 

Exerdse: o Yes o No If yes, what type of exercise: __ ___..,, 

How often? ________ Duration: ----------.---------'-'-~--

Do you follow any special diet? o Yes (please specify): -----.---------­
oNo 

Do you take calcium? o Yes o No If yes, how much daJiy? -,--..;.;;.:..-'--~-........ ..--,...--- --­

List any other dietary supplements: --~----'-----....1--'------------.,........ 

----.. ·---'-----·~------· ----

,·---~·----- ---
-~~---



International Center for Health and Wellness, LLC 
Alan W. Gruning, D.O. 

~~ PadeutName: --....::"'--....-..---- -..........,-'"-' 
(Check all that apply) 

c Brain .UUury n Visual Lo11~; Bye: R L o Cataracts; eyf!: R L 
c Hearing loss; aliT: .R L o Sinusith, chronic a Allergie&; nasal/sinu.~ 
o DGntal Infections o Frequent throat infeotions a Thyroid gotter 
a Low thyroid o High Thyroid l:l Diabetos1 ln:lulin 
a Diabetes, pills a Pnewnoni11 o Collapsed lung: R L 
c Aslhma o COPD/emphysoma o '!Uberoll\osis 
o Rheumatic Fever o Roart attack c F:llgh Blood Pressure 
a High cbolest6fol o Angina. o Valve disease type;~--·----·~--.:.: ..... -
n Peptic ulcer disease o Hiatal humia o Rhythm problems. type:-· ......... ..::~-~ ... -__,,..;-. 
o Re.fl'U.lC (heartburn) 1:1 Oall bJedder disMae o Panott~atiti9 
a Diverticulitis o Initable Bowel c Hoputilis, type; 
o Colan polYPS o Heflll)nb.oids r.t Kidney stones -
o Kidney infection o Sexually trJWnllttod dlnas¢ c Stroke 
r.1 TlA o Sel1.ure~ a Ptlra.lysb, location: - ·---,.-
o Mitraines o Vertigo o Calll:o.r. location: -··- __..._._ ~· ·· ~·· __ 
o Chemother.spy o RAdiation c Blood disorder, type: ........ ..__.. . .....,._...;._ _ _.., •• , 
o Sci:sttt:a o H!V o TransfUsion, year: -----· 
a Depre:~slol\ Cl Anxiety disorder (I ol.b~r p~ych. Uisorder: --- - __ ._._. 
o 8hronic sleep di3order o Flbromyalg(a o Chronic pain, location: __ . ...... _,..,.· _ _ _ __ 
oOtl.\W:fUnes"s: . . , .oD18kyuW"Yd,Qc~ttlon:~ _ _::__ ... ~. 

tist~lf'&tJl>JcNNONB~!; t:k'ing1 ..... _ ___ -_ ......... ......, ~mill' Hli9a-Li~t-a0 iltness~of~~'tf';;ln .your ~ 

~..-,__-~. . ·~--''---

·---------~--- --· .. 
.. ---···-·~-............... .......:..:.-- -~·"-' -~ .......... ··-.. --

____ ........ ~~~·-~-

_II Premature ~#Miscarriages_# Aborilons 

··---····· .. - ..... _ ........ First day last menstrual period 

·~~l~~l}lt@!!] ti~t~~-list aU operations you have 

bad: __ .......,.··.-~.....__.. ...... --------

.-.. -............. - . .... ._ - ··-------
·----· ......... ~_....___ ..... _ .. ______ -'-__ _ 
··-----ot· .... ~ . .._._ ____ _______ _ 

'-·~-·-:-· __ . __ ,......_........, ..... 

family: -..........:;,__ __ ;_ ___ :.-_ .......... _ ._..:....-__ 

Sociar Bf~~;;s~~glo 1 Married 1 Div~;cel! 1 Othor 

Are you being physi"'ally, emotionally. or sexually abused: Y IN 
Florida Hotline SOO~S00-1119, A.C.T. 239-939-3112 
C.A.R.E. 941-627-6000 

Tobacco Use: YIN #years: __ _ 
OSmoke. packs per day_ oChow, amount~-

AlooJ.m,(JJ~; YIN Rare I Weekly I Daily 

l}tpe: ......... ·-··-·····-·- .. --..... -~Amount: ........ ·-·····--··::.....· ....:.--

t!n!g,~: YIN Type:-·----· Ammint: ..... __ .. 

l~Jl (highest completed): Higb School College 

Vocationai/T~ohni.cal Graduate Snhool ProftJ.Sslonat Degree 

~rft.l!!U : Do you attend religious servioes~?Y /N 

If yes, how often?----

Whore do you attend? _____ ...,.,. ....... ·.~·---' __ . _ _.:._.._."""'-

Do you pray? YIN If yes, How fiobquen.tly7 - .. -~----

How important is religion to you? Not very I Somewhat I Very 

lim lOtll toO 



International Center for Health and We11ncss, LLC 
Alan W. Gruning, D.O. 

IJJ.fll!}fOF~YMPZ'OK~: 
(check all that apply) 

Are you currently h~ving any of the following symptoms? 

oPever 
oAbnormal Sweats 
cChanglng Visi011 
oDifficulty sp~swallowiog 
a Chest I Ann J Jaw Pain 
oShort ofBruth at night 
oCalfpain while walking 
oSputum production 
oAhdomioal pain 
oLoose Stools 
oConstipation 
oBurning w/udnatlon 
c0witallet~1ons 

o!oint swei\ing 
oNcckpain 
aMasses urulor skin 
oBreut problems 
oNillllhneulti.ngllng in anna or J.ep 
cJ{c..Uoh~ 

oAilxicty 
oHallucinatitms 
cPoor Appetite 
crnto)CJ'IIbCO to heat 
aBlcedlng easily 

a Chills 
oGenemlized Wealcneu 
oLoss ofConsciotl4Mss 
oMouth Sores 
oPalpitations 
oShort of Breath w/activity 
oCougb 
oBloody or rust-colored sputum 
oAoi4 irldigestlon 
oBlack or tarry stools 
oYeJiow skin or eyes 
oRetention/hesitaucy of Lltine 
olncontlnence of urine 
oWarmll in joints 
cRash 
olnfectiona in skin 
oOencral or fooal weaknt.iS 
olnvoluntaey movements 
o'I'rotnDn; 

oDepr&S$ion 
oHoaring voices that aren'ttbere 
aSevote Thirst • 
cBuy Bruising 

oWalght Loss 
cVfaual Loss 
cl-{carlq loss or clwLges 
cSinua I Nual Congestion 
oShort of' breath when lying flat 
oSwollen anldes 
oChe$t paln w/deep breath 
a Wheezing 
oNausea I vomiting 
oVomlttng blood 
cUrinary frequency 
oVagjual I penile dischar~ 
a Pain in joiAta 
o:Sack pain 
oLesio.ns of skin 
oltcbing 
a Change ln. mentation (thinking) 
oAtaxla or loss of balance 
cDizzinegs 
cSuicldlll thoughts 
olnsomnia / sleep disorder 
olntoleranoe to coid 
oSwollcn Lymph Nodes 

Do~~ havo any apiritu.al needs that yoU. would lilce addn:ssed7 Yes I No--.,---------;"-=--------

------------ · ...;.;:.:i......::.:..!!! .... ___ • __ _ 

x·----~--~--------si~turc: Patient or Legal O"Uai\ii!l,ll 
_____ ..:;.._,, ___ ._,:~..-........,:----

Daw 

Please Print Name: 
---~--·----------------------



lntemational Center for Health and Weltness, LLC 

(Epworth Sleepiness Scale ESS) 

Tho following questionnailll will help you m6asura your general level of dayllmo eleepineas. You are to rate lhe 
chaftG61hlll you would doze off or fall a&leep du~ng different routine daytime &ltuatlona. An.11we111 to the queatiDilS 
are rated on a reliable scale caUed the Epworth Sleepineu Scale (ESS). Each ilem I& rated from o to 3, with 0 
meaning you would never doze or fall asleep In 111 given altuallon, and 3 meaning lhatihere ia avery high eflane& 
that you would doze Of fall asleep In that situation. 

How likely are you to doze off or fall asleep in the following situation&. In conlrut to just feeling tired? Even if you 
haven1 done soma of these actlllltles recently, lhlnk about how they wouiCI have affected you. 

Uae this scale to choose the moet appropriate number for each situation: 
o ,. would never doze 2 = moder•te chance of dozln3 
1 =slight chance of doz.lng 3 = high chance of dorlng 
It is important that you cirde 11 number (D tD 3) on each of the QUeationa. 

Slfu•tlon Cl\enoe of dozing (0-3) .· 

Sitting .nd reeding 0 1 2 3 

Waten~ t*VIslon 6 1 2 s 
Silting lflactllie In a public plcle&-for example, 11 theater or meeting 0 1 2 3 

A& a pa-.enger in a oa~ for an hilur wlihout a bfeak 0 1 2 3 

Lying down tb re~t in the inernoOn 0 1 2 3 

Sitting and talking to someone 0 1 2 3 

Silting quietly aftBr lunch (When you've had no alcohol) 0 1 2 3 

"1~ a oar, ythlle ·stoppoii In traffic 0 1 2 3 

iotal Scort: I ] 
Epwortll Sht!llniU Sell• •w ~Dhn•. At9t'olluoad ¥1111! ptrlllluloft florn ln1aUIIIor. 

Patient Nama - Printed Dele 

4/17 



lntemational Center for Health and Wellness, LLC 

Fatigue Severity Scale (FSS) 

The FBilgua Sever!~)' Scale (FSS) le e melhod or ovaluatlng lhe ~d of fallgue on you. The FSS IS a lhort 
quntlonnatns that rtqulrea you 1o rat& your level of fatigue. 

Tha FSS questionnaire contains nine stalements lhat 11118 llw MWI!ily or your falloua aympiDrnt. Read ellleh 
llalsment and ard• a number tern 1 to 7, based on how aCGYratat;' It tdeas your condition during the pill week 
and the extent to which you agree or a\sagreelhat f1e etatement applies to you. 

• A tow 11a~1t (e.g., 1) llldlcateutfOIIg dfragreement with theal818ment, whareaa a high 11&fue (e.g., 7) 
lndlcalaa stmng agreement. 

• It Is lmponant that you clrcle a num~r (Ito 7) ror e~~ery questtoo. 

FSS QueetlonN/ro 
During the p .. t week, I have found that: Dl11gre • v· AgNII 

1. ~ rnotiYatJCII'I IIIIoWer wt1en j·~ faHgued. 1 2 3 4 5 e 7 

2. El!'ert~e btlnga on rny ~11g~. 1 :a-. ;$ 4 ~· $ 7' 

3.1 11m esslly fatigued. 1 ~: 3 4. 5 6 i 
4. Fetlglle tnb!itferes W1lh 111)1 pttyilCai 1\mc!ionlng. 1 '2 3 4 5 li 7 
5. FiHgue"ceu•'l ~equent problem'S for me. 2 3 l:l 5 6 1 

6. My fatigue pr....ene. aualalned physical fUnctioning. 2 3 4 5 8 7 

1. ~ ~5 ~ c:an)tlilg cMCIIIltUI ~and 1'98; 1 2 3 4 5 8 7 

8. FaMgue It among my ttwee most clsabllng •v~oms. 2 3 4 5 6 7 

'7s. F lllfguetnletflllree With "'I work, family, or sodalll1~t. 2 3 4 5 6· 
..,. 

Totid'BIIof"':l 

VISUAL ANALOGUE fATIGUE SCALE (VAPS) 
Plt.>aae m•.rk 1n "X'' on tho number lino which dcacribts your gluballatiauc with 0 bcln& wont and to 
bolng normal. 

2 3 4 5 6 7 8 9 

f'.Ci&uoSoverhy :~~~fe CLauran B. Krupp. Reptoduced With permlaalon from the author. 

Palfllll' Narlfe - Pnnlecl Oatil 

'I 

iol 



PATIENT QUESTiONNAIRE 

NAME=--------------------~-------
SEX: 0 Male 0 Female 

Updated for DSM-JV1
M 

AGE: -------­

TODA~SDATE: --~--------

INSTRUCTIONS: Th,. quaatJonnalra will hatp In understandii'!G problema that you miY have. It miY be 
nac...-y tct a•k you maN queatJoll8 about •orne of thea• ltema. Plaue ntaka aun1 to cheak • box far 
umltam. 

During the ~A$T 11011'/'k have you been bothered A LOT by. •. During the I'ASrM:IN11f. .. 

Yea No YES No YES No 

1. stomach pain 0 0 12. constipation, 0 [J 21. have you had an D 0 

0 0 
loose bowels, anxietY attack 

2. back pain or diarrhea (suddenly feeling 

0 0 0 0 
fear or panic) 

3. pain in your 13. nausea, gas, or 
arms, legs, or Indigestion 

22. have you thought 0 0 joints (knees. 
hfps, etc) 14: feeling tired or 0 D you should ctJt 

having low down on your 
4. menstrt1al pain 0 0 energy drinking of alcohol 

or problems 
23. has anyone 0 0 15. trouble sleeping 0 D 

5. pain or problems D. 0 complained about 
during sexual your drinking 
intercourse 16. your eating being 0 0 24. have you felt D 0 out of control 

6. headaches 0 0 guilty or upset 
about your 

7. chest pain 0 0 17. little interest or 0 0 drinking . .. 

0 0 
pleasure In doing 

25: was there ever 0 '0 8. dlnlness things 
e single day In 

9. fainting spells D 0 18. feeling down, 0 0 which you had 
depressed, or tlve or more 

10. feeling your D 0 hopeless drinks of bear, 

heart pound wine! or liquor 
or race 

19. "nerves" or reeling 0 0 Overall, would you say your 
11. shortness of D 0 anxious or on health is: 

breath edge 
Excellent § 20. worrying about a 0 0 Very good 

lot of different Good 
things Fair B Poor 

@ 1995, Pfizer Inc. All rlghta reserved. Printed In USA/AP!ll 1996 



International Center for Health and Wellness, LLC 
Biotoxin Symptom. Questionaire 

Please check each symptom you are experiencing: 

_ Fatigue 

_Weakness 
_Decreased ability to retain new knowledge 
_Muscle aches 
_Headaches 
_ _ Light sensitivity 

_Impaired memory 
_Decreased ability to flnd words 

_Difficulty concentrating 

__Joint pains 
_Morning stiffness 
_Mu!cle cramps 

_Unusual skln sensitiVIty 
_Tingling 

_Shortness of breath 
_Sinus congestion 

_ Cough 
_Bxcessive thirst 
_confusion 

_Appetite swings 
_Difficulty regulating body temperature 
_[ncreased urinary frequency 

_ Red eyes 
_Blurry vision 
_ Night sweats 
_ Mood swings 
_lee· pick pains 

__.Abdominal pain 
_Diarrhea 
_Numbness 

Si2nature 

_static shocks 
__ Vertigo (Dizziness) 

_Tearing of eyes 
_Disortentatfon 
_ MetalUc taste 

Date 



PATIENT HEALTH QUESTIONNAIRE (PHQ·S) 

N~E: __________ __ ___,._ 

Over the last 2 weeks, how oRen have you been 

bth edb fth fll l bl 1 0 8~ y any o e o owng pro em& 

(use v" to inrl/oe~ your answer) Not It Ill 

1. Little intersst or pleasure in doing thltlgs 0 

2. Feeling down, depressed, or hopeless 0 

-
3. Trouble falling or staying ssle11p, or sleeping too much 0 

4. Feeling llred or having litlle ene111y 0 

5. Poor appetite or overeating 0 

e. Feallng bad about yourself-or that you are e faUurs or 0 
have let yourself or your family down 

7. Trovb!e concenlratlng on things, such as reading the 0 
nawspaper orwalchlnQ telovlslon 

1. Moving or speaking so slowly that other people could 

havu noticed. Or the opposite - being so flgety or 0 
restless that you have baen moving around a lot more I 

than usual 

t. Thoughts that you would be better off dead, or of 
0 

hurting youc~elf 

add eG!Itmna 

(Hes/tho~re professional: Forlnter,ntatlon of TOTAL, TOTAL: 
please refer to tJCoompanytng &ootlng cerd), 

10. If you checked off any problema, how diff/ou/1 

have these problem:! made It for you to do 

your work, take oare of things at hom&, or get 

along wflh otller people? 

'· I 

OA~.--.· - -----

several More than 

days half the 
days 

1 2 

1 2 
... ..,. 

1 2 

1 2 
~ 

1 2 

1 2 

1 2 

1 2 

1 2 

+ 

Not difficult at all 

Somewhat df(tloult 

Very difficult 

Extremely dlrlloull 

Nearly 
every day 

3 

3 

3 

i 
3 

s 

3 

3 

3 

3 

Copyrlg'hl 01999 Pf~er Inc. All rlgllls rosetVed. l\.eprcd1,1ccd with perntl5siun fRIME-MDIO Is a trAdetnal.'\ otPnzer hi¢. 
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Adverse Childhood Experience Questionnaire for Adufts 
Ccllfomla Surgeoll Gelll!ral's Cflnlt:ol AdV/501"{ Ccmmltree 

~ 

aces aware ~ 
SCREfN TREAT. HfAL. 

Our, rl!latlonshlps and eMperletlces-even those In childhood-can affect our health and well-being. DlfRcult 
childhood experiences are verv common. Please tell us whether you have had any of the experlerlc:es listed 
below, as they may be affecting your health today or may affect your health In the future . This information will 
help you and your provider better understand how to work together to support youf he11lth and well·bting. 

Instructions: Below Is a list of 10 categories of Adverse Childhood El<perlences (ACEs). From the list 
below, plea so place a theckmark next to each ACE category that you eKpcrlenc;ed prior to your 181k 

birthday. Then, please add up the number of categotles of ACEs you experlen~:ed and put the toto/ 
number at the bottom. 

Did you (eel that you didn't flave enough to eat, had to wear dirty clothes, or had o· no one to protect ot take 'are of you"? ____ .. ___... 

Did you lose a parent through divorce, abandonment, death, or ather reason7 0 · 
-

Did you live with anyone who was depressed, mentally Ill , or attempted sulcide7 D 
Did you live with anyone who had a problem with drinking or using drugs, Including 0 prescription druss? 

- _r 

Old yout parents or adults In your home ever hit, punch, beat, or thteaten to ham1 each other? D 
Did you live with anyone who went to )all or prison? 0 
Did a parent or iidutt in your home ever swear at you, In suit you, or put you down? D -· - -- ~ 

Old a perent or adult in your home ever hit, beat, kldc, or physic;,~lly hurt you In any way? 0 -· ·--
Oid you feol that no one In your family loved you or thought you were special? 0 
Old you experience unwanted suual (;Ontict (such as fondling or oraVanal/llaglnel 
Intercourse/penetration)? 0 

--- ___ ___,_..... 

Your ACE score Is the total number of checked responses 

Do you believe that these experiences have affected your health? 

Experiences •n childhood are just one part of a person's life story. 
The(e are many weys to heal throughout one's life . 

Pleue let us ~now If you have ({Ue.Stlans l!bout privacy or tonfldentf~llty, 
5/5/20 

Pallen I Name: --------- ---·---- D•te: -----~----



International Center for Health and Well ness, LLC. 
Mailing Address: 

6900 Daniels Parkway 
Suite 29 PMB 173 

Fort Myers, FL 33912 

Phone: 239-939-3303 

Consent for Email Communication 

I understand that there are secu rity risks associated with sending Patient Health 
Information in emails. Although the email server for ICHW is encrypted and secure, I 
acknowledge that my personal email server and/or electronic device(s) may not be 
secure, and tha t is my responsibility. This lack of security in emails applies to any 
other unencrypted emai l tha t I give consent to use for communication. 

If I choose email communication, I understand that there is a pass code required to 
access any email that is sent. This will be the last four digits of my social security 
number and must be on me prior to ICHW sending any emails. I understand that 
emails will be automatically deleted within 28 days from the recipients' email 
server. I have the option to download and save my emails. 

I glve consent for the following types of emails: 
_to myself at the following email address----------'----==== 
_to my attorney regarding my case. My attorney's name is---- ---

_to my auto insurance company which is-------------

This authorization is for; 
one time use for 

_lab results _radiology report _other--------
-all future use until I revoke this authorization in writing. I must sign a new form 
if 1 retain/change an attorney or wish to use a new email. 

Patient Printed Name 

Patient Signature Date 

9/19 



INFORMED CONSENT FOR TElEMEDICINE SERVICES DURING COVID-19 PANDEMIC 

~~~: 
1',. D1te of Birth: 

p 

Telemedlclne is the use <lf electronic ln~rmallon and oommunicauon te~;hnologles:by a heillthcare provider to ctellv&r sG'I'Yices 
to an Individual when hr;~/sh~ ls·l~qteclat· a dltterent loeattorr than the healtheare provider. Thl& miiY be for tjle pi.l~tio'e ot 
diagnosis, lreotiT\e~t, foflow·Up IJftd/or tcl,tJ,CiltiOO. OuJing yOUr teJemediCint cansultatzon. details of your medlcel history en~ 
personelllNith ln~tlon ITiliY 1xt d!Seuu,~~d with you or otl\ar health Pfqff~:S$!onoli through lhe use or lnlli~~IM vld~Ht\.ldlo 
gr other tel.ecornmunf~tfo"f te&!n~lqov. AC41ttlonally, 11 J:!hY$1«tl'tll!emlhi!ti!MJ or you may tako.plac:a, and vi9eo. . .udlo. an(f/or 
p'hotl' reao:rdfn~s·may. t;9 tllli~.(l, 

All efforts will be made to ut!Uze electronic $ystems wltfl network and ' Qftware securlt)l protocols to protect 1m f)l~Vacy and 
security of health lnrormetlon OJ1.Q to safeguard the eta to ag~lnst cotrtmtlon. However. In order to eos11re greater e~ss to care 
~mil~ !lt'llfllno the spread of•COVID·19, the mode of communication used doting your telehealth c:on!lultallon may 110t besec:ure 
il'nd may be subJect to privllty risks. 

Antlclp:~ted Se.neflts: 

• hnptovvd access to madical care by enablll'\9 a patient to remain in hls/htr loc:atlo11 whlla tfle healthcare provider 
proYUfO$ care from a distant site 
Limiting the spr&.1d ot COV10·19 

More efficient m9dicalevaluatlon end manae~~tment 

Ability to obtain consultation of a dl~tant spe<:laltsl 

Conservation of person~l protBctlve eQuipment such as gloves and ma$ks to reduce $horta9es tot heallhCiJre providers 

Possible Rlsks1 

.6.s with any medical procvdure, there ~te potential risks associated with the use of telemedlclne. These risf<s include, but may 
not be llm!ted to: 

In rare cases, It may be det~rrnlue<.l that th~ Information transmitted Is or poor quality, feQulrlog 1 ~ce to fa« visit or 
rescheduled t&lemedtcine Vlilt. This may cause a delay In medical evaluation/treatment 

SecuritY protocols could !Ail or nlll be available, causing a breach of priVacY of personal medical il1fotmation. 
In rare cases, a lack of access to ell of your medical rec()rds may result In adverse drug Interactions or allergic reactions 
or other judgment errors. 

By 51gnlng this form, I U11dersta nd tht Fottowlng: 
I. I understand that I may expect the antlclpated beneflt.s from the uu! of teltmedlclne In my care. but that no results can 

be guaranteed. 

2. I understand that all efforts will b~ blken to rirotect the Pflvacy end securlt;yot'liealth lnfom1ation. and tnat no ln!ormaUon 
obtelned In the us~ or telemedlclne which ldantlfles m" will be Intentionally dfsclosed to re!earchers or othtr entfllos 
without my authorlzatlon. · 

3. lul'ldllr$tand that during the COVID·l9 PandM1IC1 security rMa!ures maybe tossened In accordance with US. Department 
of Health and Humen Services (HHS} to ensuralmproved acci!ss to caJe. 

4. I understand that I have tht right to withhold or withdraw my consent to the use of tek!medlclne In the coors~ of my 
care at any time without affecting my right to future care or tr&attnent. 

S. I understand there mey be ~h.ncllogloal chilkmges that pfevent recording the telamedk:lne lnttrattlon during the 
CO'ltl[).\9 Jla(ldtr.n~ l>~t that I h•w tflq rlfllllt to Inspect alllnformDtlon obtained ancJ sucoossfully rt!corded and may 
receiVe r;opleS"ofth& lnfQh'ilatfOn ·tot a tea sortable tee. 

6. I understand tht t a VlrittY of alternative mettlods of medical ca.~ may be ~Villable to me, 11nd that I may chQ0$1 one or 
more or these at any time. My healthcare provider has explained the alternative to mv satisfaction. 



7. I understand that tile telemecllci1le visit may occur with a licensed medical provld~r who Is not licensed in my state 
of residence. I also understand there may be electronic communication of my personal medical Information to other 
mectJcal providers who may be located in other states. 

6. I understand thnt my hcalthcare information mily be shared with other Individuals for sr.hedullng and billing purposes. 
Others may also be present during th11 consultati011 other than my h&althc<~re provider an<l consultiog healthcare 
provider in order to operate tne video equipment. The above-mentioned people will all malntein canfld!ntlallty of the 
Information obt.alned. I ftJtther understand that I will be informed of their presenc~ In the consultation <~nd thus will have 
the right to 1t1quest Ute following: (1) omit specific det!lll$ of my medical history/physical examimJtlon ttlatare personalty 
sensltlv~ to me: (2) ask non-medical pers0110el to le~tve the telemetliclne examlt1ation room; and/or (3) terminate the 
consultation at any time. 

9. I understand thAt certain fee~ for service may be Wlllved outtng the COVID-19 Pandemic clependinQ on my Insurance 
carrier. While aU efforts will be made to follow guidelines during this fluid sltuatron, I may be responsible fnr any 
copayments or coinsurances that apply, and It mv medical insurance coverage Is not sufflcl11nt to satisfy any excess cosl, 
I will be responsible for p~yment. 

Patient c onsent to th• Use of Telemedlclne 

I have read and understand the information provided above regarding telemedicine during the COVID·19 Pandemic. I have 
discussed a11d h<~d a11 opportunity to ask my healthcare provider questions. All of the~& questions have been 1'1nswered to my 
satisfaction. 

I hereby iiUthorbe ~i\.\J'ttLC,£\Nl:i ~ Ci,amc ot physician) to use ~elemedkine in the course of my diagnosis and 
treatment. ~,n'O!-\:t~ (•_...~,..­

~_... ~ 1 A- k4 ~I f\ot'l~ · 

S'C:"~•.,rt: v: " '~~·.·• , 
(or P<'tHII\ <1\llhorlz<!d to Sl\111 tor Pl1tlent): 

11 authorized signer. 
R&li.lllonshlp to pntiP.IIt: 

Witness Oate 

I hereby retuu ---------- - (nc'lme of physician) to use teleme<iicll,e In the course or my diagnosis ancl 
tr~atment. 

Slgn<~tUI e of Patient 
(of per~on authoJited to ~ign tor patient). 

If authorized sig11er, 
Ralttti(ln!hlp to patient: 

Wltn~ss 

--..,.....,__,__ . _____ _ 
Oate 

Di!te 

l haiVIt been offered a copy of this consent form {PIItlent's initials) _ _ _ 



Receipt of Notice of Privacy Practices Written Acknowledgement Fonn 

International Center for Health and Wellness, LLC. 

I am a patient ofb.lt~Ull\ii.QQQl ~nt§t,it'or it~~ I hereby acknowledge receipt of 
lnttmatiQnal C&nt.Y for Hcal1b aruiVfclltlO!!:b.l.&C. 's N6tlco ofErivacy Practices. 

Name (please ptint): __ __.:.:..,___~--------

~:-----~~--------------------
~: -----------------------------------

OR 

r am a parent or legal guardian of !'patient IUllllc]. I hereby 
acknowledge roceipt of llmm!!tronal Genter fur Health and Wel[nQSS. !tLC. ~Notice of Piivaay Ptaotioes with 
respect to the patient. 

Name [please print]:~·-------__.;..-----'--"--

Relationship to Patilmt: ___ PBrent _ _ _ Legal Guardian 

Signature;--- - - - - ---- ·-------

Date: _ ____ _..,. ___________ :.__ 



International Genter for Health and Well ness, LlC 
6900 Daniels Parkway 

Suite 29 PMB 173 
Fort Myers, FL 33912 

Phone: 239~939~3303 FAX: 239 .. 939~7373 

PATIENT AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED 
HEAlTH INFORMATION 

Patient Name: Date of Birth: SS#: 
~~~----~--------~ ----------

By signing this authorization, I authorize: ---::-:---7':'"":~--:-:---=-=~-:-::---:----------­
(Name of Hospital/Physician) 

to use and/or disclose certain protected health Information (PHI) about me for the purpose of Medical 
Treatment to: 

o International Center for Health and WellneaaJ LLC o Self o Other: ---------

Information to dlacloa~.; 

o Emergency department records, any X-Ray, MRI, Cat Scans, lab Test, Physician Reports, 
Patient Demographics 

o Complet$ Records 

a Other: --------------------------------:~ 

This authoritatlon will expire on----------
1 do not have to sign this authorization in order to receive treatment from International Center for Health & Wellnees, LLC. In 
fii.cl, I have the right to refuse to sign this authorization. When my information is used and or dlsol08ed pursuant to this 
aufhoriz:atlon. it may be subJect to l'e·dlsclosure by the recipient and may no longer be protected by lt1e feder~J HIPAA Privacy 
Rule. I have th& right to revoke this authorization In writing except to the extent that the practice has acted In reliance upon 
this authorlzallon. My written revocation must be submitted to the privacy officer at: 

IA~rnationaf Center for Health and '11/einen, LLC 
6900 Da.r.ia!l PlfkwlY 

Suite 19 PMB 17:1 
Fort Mye111, FL 33912 

The Practice WILL NOT receive payment or other remuneration from a third party in exchange for using 
or disclosing the PHI. 

Patient Signature or Legal Guardian: Date 

Pr.int Name of Patient Relationship to Patient 

lr lhl& FAX t• 110t rectlwedlh lte enUrety pJee.a~ oontlct out oftloa. 

Nott: Tl\jllnfo~ con/tin" ln W1 f!lcllmlle 1MY b• p~Mleoe~ alld ~~~~~Ill ll!ld~ from diWDiute.lfltle ...... ol lhls f•llllm .. II not thelntenclld I~ V0U 
are "*tbV II~ !Nl(·t~~y ~. dlatomlflii!On, tjalltbultoil, oopyllle, or o«Mr U.. of itA~ II tiJioWit ptt.ttlbhert. PIOIMIIIV• dlnrclly lo tile pt~Won ltl .. cNI'tiMd 10. If 
IIIII t.x It~~~~ efnlf, pitoiiMIIO~ nair olf10tt lmmedl4lloly by~~~~ llllCJ dellrOy llill IIIQII'IIile. Tl'alt·you 

RaY 10!1$ JGG 



International Center for Health and Wellness, LLC 
6900 Daniels Parkway, Suite 29-173 

Fort Myers, Florida 33912 

239.939.3303 
Patient Agreement 

1, agree to comply with the following in order to be a patient 

of International Center for Health and Well ness, lLC and Alan Gruning, DO: 

1. Due to the complexity of caring for patients with Biotoxin lllness/CIRS and other serious conditions, J 

agree that I will schedule a visit to see Dr. Gruning at least monthly until he says my visits can be less 
often. 1 will be told at each visit when I am expected to return. I will schedule my next office visit with 
the front office staff prior to Ieavins or during the virtual visit follow up call from the staff. 

2. I agree to schedule and complete all recommended testing prornptty. 
3. I will notify the office of the need for special attention due to an unexpected reaction, side effect, or 

worsening of my condition. It rr:ay take several days to respond to me. If I am having an emergency, I will 
call 911 or proceed to the close~t hospital Emergency Department. 

4. The office will be open limited t-ours as published and I will leave a voice message or email the staff with 
any urgent needs I have during normal business hours from 11-Spm. I understand it may take 5 business 
days for a response. 

5. Prescription refill requests shot.ld occur during my office visit. If I am running low on a medication, I 
understand that refill requests v1ill requ ire up to 5 business days to be completed, so I will notify the 
office w it h plenty of advance notice. I understand that prescriptions are only refilled for actively t.reating 
patients that are complying with recommended testing and fol low up visits. 

6. I consent to be contacted by ICI-W staff by text and email. 
7. Coordination of Care: I consent for ICHW to coordinate my care with other professionals needed to treat 

mv condition. I also consent to be entered Into F.iillser~,-t and receive texts/ema ils so t hat I may order 
needed supplements and receiv~ a discount. 

8. I will treat all employees of ICHVJ with respect, courtesy and professionalism. If I do not, I will be 
discharged from the medical prcctice. Rude and abusive behavior will not be tolerated. 

9 . r understand that if Dr. Gruning recommends another professional to assist in my care (i.e, Indoor 
Environmental Professional, HVAC contractor, Remediation specialist), he and this practice have no 
financial relationship with that professional. I am free to choose whoever I want to participate In my care, 
but I will need to find a professional that is at least as qualified and experienced in the care of Blotoxln 
lllness/CIRS patients as the one recommended. 

10. I understand that I need to pay for services provided at the time they are rendered by cash or credit card. 
My fees cover not only Dr. Gruning's t ime and expertise, but also the office staff time spent with me 
explaining testing, returning phcne calls and email requests, record keeping, and the generation of 
letters/reports. I may be asked to schedule and pay for a virtual or phone consultation if I need extended 
time to answer my questions or explain test results. 

11. Our physician visit rates (in person or virtua l) are : 
400.00 for first visit to investigate and diagnose your condition (usually 1 hour or more) 
360.00 for second visit to review all test results and prescribe treatment (usually 1 hour) 
120.00 for each 20 minutes of follow up or phone visit 

Date 



International Center for Health and Wellness} LLC 
6900 Daniels Parkway, Suite 29-173 

Fort Myers, Florida 33912 
239.939.3303 

Consent for Alternative Treatment 

I, , consent to have Alan W Gruning, DO and all healthcare 
providers employed by the International Center for Health and Wellness, LLC (ICHW) treat me for my 
conditions. I have sought treatment from ICHW because I have either failed standard medical treatments for 
my condition, and continue to be ill, or I desire a more holistic/functional medicine treatment approach for my 
conditions. 

I give ICHW permission to treat me with alternative therapies for my conditions, which include but are not 
limited to Fibromyalgia, Chronic Fatigue and Immune Dysfunction Syndrome, Autoimmune Disorders, 
Environmental Toxicity such as Biotoxin Illness (Chronic Inflammatory Response Syndrome), Thyroid and 
Adrenal Disorders, and Hormone Imbalances. I wil.l become knowledgeable about standard and alternative 
treatments for my conditions. I understan d the treatments that ICHW provides are not guaranteed to cure my 
condition and may not help me. I do not hold ICHW, Dr. Gruning, and the healthcare providers of ICHW liable 
for any lack of progress, side effects of treatments, adverse outcomes, or unforeseen problems resulting from 
my treatment plan. 

I consent to be a willing and compliant patient in the /CHW medical practice. I will obtain all requested 
diagnostic tests in a timely manner. I will adhere to the prescribed treatment plan. I will comply with all 
required appointments and I will schedule appointments as requested by ICHW. 

Patient Signature Date 


