139 Executive Circle, Suite 104 Daytona Beach, FL 32114 P: 386-232-5505

Name: Date of Birth:

FEMALE NEW PATIENT PACKAGE

The contents of this package are your first step to restoring
your vitality. Please take time to read this carefully and answer
all the questions as completely as possible.

Thank you for your interest in hormone optimization. your scheduled consultation:

In order to determine if you are a candidate for Get your blood lab drawn at the lab of your choice. If
bioidentical hormone replacement, we need you have had labs drawn at another office in the last
laboratory information and your medical history year, please get a copy of those results BEFORE your
forms. We will evaluate your information prior to labs are drawn as insurance may not cover duplicate
your consultation to determine if BioTE Method® of lab tests. We request the tests listed below. It is your
hormone replacement therapy can help you live a responsibility to find out if your insurance company
healthier life. Please complete the following tasks will cover the cost and which lab to use.

before your appointment: 2 weeks or more before

e N I
Your initial blood work panel MUST include ‘ Female post-insertion labs needed at 4 or 6
the following tests but additional tests may be weeks based on your practitioner’s choice:
added if you have certain other symptoms or
conditions:

Estradiol FSH
FSH Testosterone Total
Testosterone Total Estradiol
T3, Free Free T3, TSH, T4 Total

(only if you've been prescribed
T4, Total thyroid medication)
TSH

TPO (Thyroid Peroxidase)

CBC

Complete Metabolic Panel

Vitamin D, 25-Hydroxy

Vitamin B12

Lipid Panel (optional)

Homocysteine (optional)
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Name: Date of Birth:

FEMALE HEALTH ASSESSMENT

Which of the following symptoms apply to you currently (in the last 2 weeks)? Please mark the appropriate box
for each symptom. For symptoms that do not currently apply or no longer apply, mark “none”.

a I

Symptoms Never Mild Moderate Severe Very Severe
© M @ (3 @

Hot flashes [] [] [] [] []

Sweating (night sweats or increased episodes of sweating) ] ] ] ]

Sleep problems (difficulty falling asleep, sleeping through the night or

waking up too early) L] L] L] L] L]

Depressive mood (feeling down, sad, on the verge of tears, lack of drive) [] [] [] [] []

Irritability (mood swings, feeling aggressive, angers easily) [] [] [] [] []

Anxiety (inner restlessness, feeling panicky, feeling nervous, inner tension) | | [] [] [] []

Physical exhaustion (general decrease in muscle strength or endurance,

decrease in work performance, fatigue, lack of energy, stamina or [] [] [] [] []

motivation)

Sexual problems (change in sexual desire, sexual activity, orgasm and/or ] [] [] [] []

satisfaction)

Bladder problems (difficulty in urinating, increased need to urinate, ] ] ] ] ]

incontinence)

Vaginal symptoms (sensation of dryness or burning in vagina, difficulty ] ] ] ] ]

with sexual intercourse)

Joint and muscular symptoms (joint pain or swelling, muscle weakness, L] [] [] [] []

poor recovery after exercise)

Difficulties with memory [] [] [] [] []

Problems with thinking, concentrating or reasoning [] [] [] [] []

Difficulty learning new things [] [] [] [] []

Trouble thinking of the right word to describe persons, places or things [] [] [] [] []

when speaking

Increase in frequency or intensity of headaches or migraines [] [] [] [] []

Hair loss, thinning or change in texture of hair [l [] [] [] []

Feel cold all the time or have cold hands or feet [] [] [] [] []

Weight gain or difficulty losing weight despite diet and exercise [] [] [] [] []

Dry or wrinkled skin [] [] [] [] []

Total score 0

\\7 W,

Severity Score: Mild: 1-20 / Moderate: 21-40 / Severe: 41-60 / Very severe: 61-80
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Date of Birth:

HORMONE REPLACEMENT
FEE ACKNOWLEDGMENT&
INSURANCE DISCLAIMER

Preventative medicine and bioidentical hormone replacement is a unique practice and is considered a form
of alternative medicine. Even though the physicians and nurses are board certified as medical doctors,
nurses, nurse practitioners and/or physician assistants, insurance does not recognize bioidentical hormone
replacement as necessary medicine BUT rather more like plastic surgery (aesthetic medicine). Therefore,
bioidentical hormone replacement is not covered by health insurance in most cases.

Insurance companies are not obligated to pay for our services (consultations, insertions or pellets, or blood
work done through our facility). We require payment at time of service and, if you choose, we will provide
a form to send to your insurance company with a receipt showing that you paid out of pocket. WE WILL
NOT, however, communicate in any way with insurance companies.

This form and your receipt are your responsibility and serve as evidence of your treatment. We will not call,
write, pre-certify, appeal nor make any contact with your insurance company. If we receive a check from
your insurance company, we will not cash it but will return it to the sender. Likewise, we will not mail it to
you. We will not respond to any letters or calls from your insurance company.

For patients who have access to Health Savings Account, you may pay for your treatment with that credit
or debit card. Some of these accounts require that you pay in full ahead of time, however, and request
reimbursement later with a receipt and letter. This is the best idea for those patients who have an HSA as
an option in their medical coverage. It is your responsibility to request the receipt and paperwork to submit
for reimbursement.

NEW PAtIENt OFFICE VISIt FEE oo oo $.250
Female Hormone Pellet INSertion Fee $350 ......
Male Hormone Pellet INSertioN Foe S

We accept the following forms of payment:
Credit / Debit Cards

Patient Signature: Date:
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Name: Date of Birth:

FEMALE LETTER OF NECESSITY
FOR PELLET THERAPY

To Whom It May Concern:

Pellets are derived from natural plant-based ingredients. They are formulated in specialized 503B compounding
pharmacies and possess the exact hormonal structure of the human hormones: testosterone and,/or estradiol
(estrogen). These pellets, once implanted, secrete hormones in tiny amounts into the bloodstream constantly.
No other form of hormone delivery, whether capsules, pills, creams, or patches can produce the consistent blood
level of testosterone and/or estradiol that pellets can. Pellet therapy is the only method of hormone therapy that
gives sustained and consistent hormone levels throughout the day, for 3 to 4 months, without a “roller coaster”
effect. Other forms of therapy simply cannot deliver such steady hormone levels.

The dosages are individualized to the patient, taking into consideration her current and past medical history
as well as prior experience with other forms of therapy, current medications, etc. No other form of therapy has
unique dosages which can be tailored to each individual patient to suit her special needs.

The above patient was seen in my office and was diagnosed with low testosterone and/or menopausal
disorder. Her lab values indicate significant androgen and/or estrogen deficiency. Prior to pellet therapy, the
patient experienced decreased libido, decreased energy, mood swings, anxiety, poor memory, no mental
clarity, and lethargy. Pellet therapy helps alleviate these symptoms and help improve her quality of life both
physically and mentally and has benefited her overall well-being.

Please honor her request for reimbursement.

Sincerely,

Johw Jepma ©.0.

Doctor or Clinic Name
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Name:

Date of Birth:

HIPAA INFORMATION
AND CONSENT FORM

The Health Insurance Portability and Accountability
Act (HIPAA) provides safeguards to protect your
privacy. Implementation of HIPAA requirements
officially began on April 14, 2003. Many of the policies
have been our practice for years. This form is a
“friendly” version. A more complete text is posted in
the office.

What this is all about: Specifically, there are rules and
restrictions on who may see or be notified of your
Protected Health Information (PHI). These restrictions
do not include the normal interchange of information
necessary to provide you with office services. HIPAA
provides certain rights and protections to you as the
patient. We balance these needs with our goal of
providing you with quality professional service and
care. Additional information is available from the U.S.
Department of Health and Human Services.
www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential
except as is necessary to provide services or to
ensure that all administrative matters related
to your care are handled appropriately. This
specifically includes the sharing of information with
other health-care providers, laboratories, health
insurance payers as is necessary and appropriate
for your care. Patient files may be stored in open
file racks and will not contain any coding which
identifies a patient’s condition or information
which is not already a matter of public record.
The normal course of providing care means that
such records may be left, at least temporarily,
in administrative areas such as the front office,
examination room, etc. Those records will not be
available to persons other than office staff. You
agree to the normal procedures utilized within the
office for the handling of charts, patient records,
PHI, and other documents or information.

Print Name:

2. Itis the policy of this office to remind patients of
their appointments. We may do this by telephone,
e-mail, U.S. mail, or by any means convenient for
the practice and/or as requested by you. We may
send you other communications informing you of
changes to office policy and new technology that
you might find valuable or informative.

3. The practice utilizes a number of vendors in the
conduct of business. These vendors may have
access to PHI but must agree to abide by the
confidentiality rules of HIPAA.

4. You understand and agree to inspections of the
office and review of documents which may include
PHI by government agencies or insurance payers in
normal performance of their duties.

5. You agree to bring any concerns or complaints
regarding privacy to the attention of the office
manager or the doctor.

6. Your confidential information will not be used
for the purposes of marketing or advertising of
products, goods, or services.

7. We agree to provide patients with access to their
records in accordance with state and federal laws.

®

We may change, add, delete, or modify any of
these provisions to better serve the needs of both
the practice and the patient.

9. You have the right to request restrictions in the use
of your protected health information and to request
change in certain policies used within the office
concerning your PHI. However, we are not obligated
to alter internal policies to conform to your request.

| do hereby consent and acknowledge my
agreement to the terms set forth in the HIPAA
INFORMATION FORM and any subsequent changes
in office policy. | understand that this consent shall
remain in force from this time forward.

Signature:

Date:
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Name: Date of Birth:

FEMALE PATIENT
QUESTIONNAIRE & HISTORY

4 N

Name: Date:

Date of Birth: Age: Weight: ____ Occupation:

Home Address:

City: State: Zip:

Home Phone: Cell Phone: Work:

Preferred Contact Number:

May we send messages via text regarding appointments to your cell? [ ] YES [ ] NO

Email Address: May we contact you viaemail? | | YES | | NO
In Case of Emergency Contact: Relationship:

Home Phone: Cell Phone: Work:

Primary Care Physician’s Name: Phone:

Address:

Marital Status (check one): [ ] Married [ | Divorced | | Widow [ | Living with Partner | | Single

In the event we cannot contact you by the means you have provided above, we would like to know if we have
permission to speak to your spouse or significant other about your treatment. By giving the information below, you
are giving us permission to speak with your spouse or significant other about your treatment.

J

- N

Social:

[ | I'am sexually active. OR [ ] I'want to be sexually active. [ | Idonot want to be

[ | I have completed my family. OR | | I'have NOT completed my family. sexually active

[ | My sex life has suffered. OR | | I'have not been able to have an

orgasm or it is very difficult.

\_ %
~ ™

Habits:

| | I smoke cigarettes or cigars  per day. [ ] luse e-cigarettes a day [ ] lusecaffeine_ aday.

| I'drink alcoholic beverages per week. | | | drink more than 10 alcoholic beverages a week.
\_ /)
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Name: Date of Birth:

FEMALE PATIENT
QUESTIONNAIRE & HISTORY conrnuen

Female Medical History

Any known drug allergies:

Have you ever had any issues with local anesthesia? [ Yes [ ] No

If yes, please explain: Do you have a latex allergy? [ Yes [ ] No

Medications Currently Taking:

Current Hormone Replacement Therapy:

Past Hormone Replacement Therapy:

Nutritional/Vitamin Supplements:

Surgeries, list all and when:

Last menstrual period (estimate year if unknown):

Other Pertinent Information:

Preventative Medical Care:

|:| Medical/GYN exam in the last year. |:| Mammogram in the last 12 months.

|:| Bone density in the last 12 months. Ij Pelvic ultrasound in the last 12 months.
\_ %
a I N

Pertinent Medical/Surgical History: | | Birth Control Method: ‘

| ] Breast cancer | | Fibrocystic breast or breast pain [ ] Menopause

[ | Uterine cancer | ] Uterine fibroids | | Hysterectomy

| ] Ovarian cancer [ | Irregular or heavy periods [ ] Tubal ligation

[ Polycystic ovaries/PCOS [ ] Menstrual migraines [ ] Birth control pills

[ ] Acne | | Hysterectomy with removal of | | Vasectomy

[ ] Excess facial/body hair ovaries [ 1uD

"] Infertility [ | Partial hysterectomy (uterus only) ] Infertility

| Endometriosis [ | Ophorectomy removal of ovaries | Other

. . only
| | Epilepsy or seizures

N J

/
N
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Name:

FEMALE PATIENT
QUESTIONNAIRE & HISTORY conrnuen

Date of Birth:

-

Medical llinesses:

High blood pressure

Heart bypass

High cholesterol

Hair thinning

Heart disease

Stroke and/or heart attack

Blood clot, DVT and/or
a pulmonary embolism

OO oot

| | Heart arrhythmia or atrial
fibrillation

\

N

oo o o

Any form of hepatitis or HIV

Lupus or other autoimmune
disease

Frequent blood donation or
history of anemia

Fibromyalgia
Chronic kidney disease

Dialysis

oo O

Chronic liver disease
(hepatitis, fatty liver, cirrhosis)

Diabetes

Thyroid disease
Arthritis
Depression/anxiety
Psychiatric disorder
Cancer (type):

Year:
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