
Jcsskn L. Brim, AGNP 

VALLEYCA.RE, LLC 

Salem, VA 24153  
Phone: (540) 243-1417 

Email:Valleycaremed@gmail.com 

Welcome to ValleyCare, I.LC! 

Enclosed is your new patient packet. Please fill-out and sign (where indicated) each page. You may email 
the forms back prior to your scheduled appointment. Please include your current drivers license

 Once your documents have been received and your medical chart has been created, you will receive an 
appointment. We arc a remote medical service provider; delivering weight-loss shots, vitamin injections, 
performing IV nutritional hydration, performing, and on-site DOT physicals. Medical cannabis 
certificates/recertification's are all telehealth along with telehealth for medical consultations; for anyone 
looking for further or more detailed medical advice.

Concerning payment for services or product we do not accept HSA payments. All weight loss patients 
are required to send requested lab results before initiating weight loss injections and will be required to 
send within the year lab results based upon the patients needs regarding the services you are receiving. 
At the beginning of every year the patient will be required to sign an updated consent form if you are 
receiving weight loss injections.

If you have any questions prior to your appointment, please do not hesitate to call our office at 
540-243-1417.

We look forward to providing the best care possible for you and your family!



-

VALLEYCARE,LLC-Remote/Telehealth Services

,Account #: ,SSN l Last Name: First Name: Middle 

Mailing Address: Email: 

:.City State: Zip Code: ·: 

Home Phone: Cell Phone: Date of Birth: Gender: 

Marital Status: Employment: 

-· . 
. -

Employer/ School/College Name: 

Address:

iCity:' .State: Zip Code: Business Phone:

f

-

- '-l

INFORMATION SHEET

Name of person filing out form if not the patient & Relationship to patient:

Signature:               Date:







PATIENT RESPONSIBILITY AGREEMENT 
hereby give permission to ValleyCare,LLC to examine, diagnose and treat me 

medically. I accept full responsibility for any charges rendered to me. Payment is due for 
services when rendered unless other arrangements have been made in advance in writing. I 
understand that I am responsible for all charges.

Cancellations and rescheduled appointments must be made by the patient 24 hours in advance. 
A broken appointment fee is $50.00. A payment link will be sent to the email on file prior to the 
appointment for processing of payment. 

The responsible party will be liable for all cost of collection including attorney fees (if 
warranted) equal to 33.3% of the unpaid balance. There is also a 6% percent interest added to 
the total balance every month after 90 days of unpaid balances. At that time, your account may 
be reported to a consumer credit reporting agency. At that time, the patient account will be 
closed and no further appointments will be made until the balance is paid in full.

*By signing below I am consenting to all information that is apart of the New Patient Packet.*

·ksounced Check Fee:$35

Patient Signature: 
Patient Narne: 
Date: 







Prostate cancer screening test (PS/-\) Date. 
Bone Density Date 

Pap smear Date: 
L.a::;i complete physical/annual exam Date: ' 

Socic1I History--Check oil thu[ ,:ipply 

o Cigarette smokin�1 # per day:._ #years: __ year quit: __ _ 

o Smokeless tobacco # per day:_ #years:-·· year quit_ 

o Alcohol #perday: __ _ type: _____ -#years: ___ _ 

Cther c1ruq use history that may be important for your provider to know: 

IVledical History- Check all tl1at apply 

o Heart attack

o Heart failure

o He;;irt valve disease

o Di1;:1betes

o Tt1yroicl disease/
Medullary Thyroid 
Cancer

o F�heumatoid arthritis

o Osteoarthritis

o f(idney diseas(➔

o Liver disease/jaundice

o Irritable l)owel disease

o DE-Jpi-ession

o /\nxiHty

o Bipolar disorder
C."J Schizophrnnia 

o /1,sthma

o Emphysema (COPD)

o Chronic bronchitis

u Allergies

o Sinus disease

c Crrncer Type: ___ _ 

o Chronic pain

Location:_ ---------

o Substance Abuse

o Osteoporosis

o Colon pol)1ps

o i\Jligrainei;

o Seizurer.,

o Pc.:irkinson Disease

o Alzr·1eimer· Disease

o Multiple Sclerosis

o T1·emors

o r::> !ease note any 
fc.uTiily history: 
Please note if 
family history of 
Medullary Thyroid 
Cancer




















