Prescription Weight Loss, INC

l, understand this diet program requires a medical exam

each and every appointment by the treating physcian. If ever upon exam I'm found not
medically suitable for the program, | agree to pay the fee of one hundred dollars for that

days visit.



Full Neme:
Date of Birth:

Are you aliergic to any medications? {Circle) Yes or NO

E. TiINFORMATION
ON WEIGHT LOSS INC.

(if yes, piease list)

Are you gllergic to any vitamins? (Circle) Yes or No

(if yes, piease fist)

PERSONAL HISTORY {(Answers Required)
(Circle} Yes or

Alcoholism

Angina Pectoris (Chest Pain after txercise)
Cysts of breast or ovar ies

Diabetes

Epilepsy

Heart Disease

Hypertension (Hign Bt iood Pressure)
Migraine Headaches

psychiatric iliness (nervous Probiem)
Substance Abuse

Thyroid Disease

When was ycur iast menstruai cycie?

No

Yes or No
Yes or No
Ves or No
Yes or No
Ves or No
ves or No
ves or No
Yes or No
Yes or No
ves or No
Ves or No

Do you have any reason to believe your pregnant ?

{Circle) Yes or No

Have you ever taken zn appetite suppressant7
(Circle) Yes or No (If yes, please list)

re you currently taking any wpe of medicat%ons
(Circle) Yes or No

ciucir

~G NS

g Oic 2i COT

w-cceDLn ~.S’
/es, Dlea<° iist medication and dosagej
/

The questions above have seen answered truthfuliy to the best

Satients Signawure:

z

I

£ my knowiedge.




INITIAL EVALUATION
PRESCRIPTION WEIGHT LOSS INC.

1. How long have you had & weight problem?

2. Have you tried any cther procedures for weight loss? Circle YES or NO (if yes piease list]

3. How long were you on tne program?

4. Areyou currently on ANY diet plans? Circle YES cr NO (if yes piease list)

5. Have you experimented with any weight loss diets, exercise, or substances within the past year?

Circle YES or NO (If yes please list)

6. Are you currently taking any diet medication whetner it being controiled or over the counter?

Circle YES or NO (If yes please iist)

7. Have you ever been hospitaiized for drug abuse? Circle YES or NO {if yes when?)

DATIENTS SIGNATURE

DATE




CONSENT FOR MEDICAL PROCEDURE AND
ACKNOWLEDGEMENT OF RECEIPT OF INFORMATION

State law requires Prescription Weight Loss inc. to obtain your consent to our contemplated
medical procedure. What you are being asked 10 sign is confirmation that we have discussed the
nature and purpose of your medical procedure and the risks associated, and that we have
answered all of your questions in a satisfactory manner. Please read the form carefully. If you do
not understand any portion of this form please ask an employee for a thorough explanation.

1. | hereby authorize and direct Prescription Weight Loss Inc., with assistants of his choice, 10
perform upon

{Name of Patient}
the following medical weight loss procedures.

2. In general terms, one part of the Prescription Weight Loss Inc. Program is administration of
medication to assist in weightioss.

3. Some side effects known to be associated with adminstration of the medications are:
1) Restlessness
2) Palpitations
3) Hyperactivity
4) Nausea and Dryness of mouth
5) Headache

These certain side effects occur in less than 5% of patients and commonly occur during the first
week.

| have been informed of the probability of occurrence of each of the foregoing risks as the results
of or in connection with the medical procedure.

| hereby state that | have read and understand this consent. All guestions about the procedure
or procedures have been answered in & satisfactory manner, and all blanks were filled in prior to
my signature. This consentis valid until revoked by me in writing.
CONSENT FORM
SIGNATURE OF PATIENT

DATE: TIME: AM./P.M.

| certify that all blanks in this form were filled in prior to my signature and | explained them to the
patient.
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Right to Change Terms of this Notice: We may change the terms of this Notice at any time. if we
change this notice, weé may make the new nctice terms effective for all protected health
information that we maintain including any ‘nformation created or received prior to issuing the new
notice. You may obtain a copy of any corrected notices upon request.

Right to an Accounting of Disclosures: You may request that we provide you with an accounting of
the disclosures we have made of your protected heslth information. This right applies t0 disclosures
described in this Notice

made for purposes other than treatment, payment, Of health care operations as
of Privacy Practices.

(Patient’s Name printed)

-
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e}
3>

m



PREGNANCY WAIVER FORM

As a routine part of our practice, all women of childbearing age are solely responsible to know if
they are pregnant or know the last date of their menstrual period. There are risk with taking any
appetite suppressant. By signing below you are releasing PRESCRIPTION WEIGHT LOSS,
INC to prescribe a medication to you without performing a pregnancy test.

If unsure a pregnancy test is recom mended prior to one starting any appetite suppressant.

Patient Name

Please Print

Patient Signature

Date of Birth / /

Date / /
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Weight Loss Clinic Questions
1. Do vou suffer from high blood pressure?
2. Do you have glaucoma? (high pressure inside your eve)

3. Do you have any heart valve problems or right sided heart
problems? (pulmonary hypertension)

4. Do you have raynaud's syndrome, lupus or other
vascular problems?

5. Are you taking oral contraceptives or any hormones?
(thyroid medication)

6. Have vou ever had a blood clot in your legs or lungs?
(pulmonary embolus)



DOB Date

Nume

Address

City State Zip

Phone (H) (W) (Cell)

Height
&

Email Address:

How did you hear about us? (Check One)
(J Public 73 Radio ] Friend 7} Phone Book
() Bill Boards  7J Newspapers [ Signs 7] Other



