PATIENT INFORMATION
FULL LIFE HORMONE SPECIALISTS, LLC

Personal Information

Name ; : MaritalStatus S M W D Sep
Last First Middle

Address City State Zip

Mailing Address (i different), City. State Zip

Home Phone () Social Security Number Date of Birth Age

Employer, __ Occupation Work Phone ()

Employer Address Cell Phone ( )

Spouse's Name Social Security Number, Date of Birth

(If minor, Parent or Guardian)

Spouse's Employer, Work Phone ()
Employer Address

In emergency, contact (other than spouse) Name Phone ()
Referred by

Insurance Information Copay

Primary Insurance Insured Name.

Contract Number, ; Group Number. Effective Date
Insurance Address Precert Phone
Secondary Insurance Insured Name

Contract Number, Group Number, Effective Date
Insurance Address Precert Phone

Payment for office service is due on the day of the visit. Payment may be made by CHECK, CASH, OR VISA/MASTERCARD.
An itemized copy of the services provided is available to you for insurance purposes. Insurance/financial arrangements should
be made with our office prior to insertion procedure.

PHYSICIAN-PATIENT AGREEMENT: |, the undersigned, authorize the Full Life Hormone Specialists, LLC to release.any informa-
tion acquired in the course of examination or treatment to my insurance company(s), another physician or as requ_lred by court
ordered subpoena. |, recognizing that the medical insurance | possess may not completely cover the fee(s) for professional services
rendered to me, hereby agree that | am responsible for said fee(s). | authorize payment directly to and assign to the Full Life
Hormone Specialists, LLC the surgical/medical benefits, if any, otherwise payable to me for their services. A photostatic copy her_eof
shall be as valid as the original. | am aware that | may inquire of my physician the fee(s) for any professional services required
and/or rendered.

Date Signature of Patient,
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“Full Life Hormone Specialists”

' 5
Please circle any problems you are currently experiencing.

Weight gain
Hot flashes
Skipping periods
Problem with irritability
“Mind racing at night
Depression
Vaginal dryness
Burning or pain after intercourse
Frequent headaches
Lack of energy
Foggy thinking/decreased concentration
Urinary leakage
Aching of the joints
Problem with dry eyes
Hair thinning or hair loss

Osteoporosis or Osteopenia

Heavy or irregular periods
Night sweats

Dry skin or hair

Anxiety or feeling anxious often
Problems sleeping

Mood swings

Painful intercourse
Problems with sleep
-'Sensitivity to loud noises
Memory problems
F?eqden: urination
Frequent bladder infections
Decreased sex drive

Harder to reach climax

Problems with your balance

Any other significant problems not mentioned above?




E' ULL LIFE HORMONE SPECIALISTS, LLC
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY

Uses and Dis _

Treatment.. Your health information (medical record) may be used by staff members and
physicians or disclosed to other health care professionals for the purpose of evaluating your
health, diagnosing medical conditions, and providing treatment. For example, results of
laboratory tests and procedures will be available in your medical record to all health
professionals who may provide treatment or who may be consulted by staff members or
physicians, -

Payment. Your health information (medical record) may be used to seek payment from your
health plan, from other sources of coverage such as an automobile insurer, or from-credit
card companies that you may use to pay for services. For example, your health plan may
request and receive information on dates of service, the services provided, and the medical
condition being treated. ' -

Healthcare operations. Your health information (medical record) may be used as necessary
to support the day-to-day activities and management of FULL LIFE HORMONE SPECIALISTS,
LLC. For example, information on the services you recelved may be used to support . . |
budgeting and financial reporting, and activities to evaluate and promote. quality healthcare.

Law enforcement. Your health information (medical record) may be disclosed to law
enforcement agencies to siipport government audits and inspections, to facilitate law
enforcement investigations, and to comply with government-mandated reporting.

Public health reporting. Your health information (medical record) may be discloa_cd to public
health agencies as required by law. For example, we are required to report certain
communicable diseases to the state’s public health department.

Other uses and disclosures. Disclosure of your health information or its use for any purpose
other than those listed above requires your specific written authorization. If you change
your mind after authorizing a use or disclosure of your information, you may submit a

written revocation of the authorization. However, your decision to revoke the authorization

will not affect or undo any use or disclosure of information that occurred before you notified
us of your decision to revoke your authorization.

Additio Us 1t

Appointment reminders, Your health information will be used by our staff to send you
appointment reminders. :

Information about treatments. Your health information may be used to send you information
$at you may find interesting on the treatment and management of your medical condition.

¢ may also send you information describing other health-related products and services that
we believe may interest you. |



Acknowledgement of receipt of Notice of Privacy Practices

By signing this form, you acknowledge receipt of the Notice of Privacy .
Practices of FULL LIFE HORMONE SPECIALISTS, LLC. This notice provides
information about how we may use and disclose your protected health
information. We encourage you to read it in full.

SIGNATURE

I have received a copy of the Notice of Privacy Practices for FULL LIFE
HORMONE SPECIALISTS, LLC.

Printed Name of Patient

Signature of Patient

Date

Signature of Patient Representative-if patient is a minor or an adult who is
unable to sign this form.

Relationship of Patient Repre-sentative to Patient

FOR OFFICE USE ONLY:

INABILITY TO OBTAIN ACKNOWLEDGEMENT

This section to be completed only if no signature is obtained above. If it is not possible to
obtain the individual’s acknowledgement, describe the good faith efforts made to obtain the
individual’s acknowledgement, and the reasons why the acknowledgement was not obtained:

Signature of Provider Representative: Date:

Efforts made to distribute notice:




FULL LIFE HORMONE SPECIALISTS, LLC

AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

PATIENT’S NAME

Last First Middle
ADDRESS

DATE OF BIRTH PHONE |( i)

SOCIAL SECURITY NUMBER

' ORGANIZATION PROVIDING INFORMATION ORGANIZATION REQUESTING INFORMATION
Name of Health Care Provider Name of Health Care Provider
Street Address Street Address
City/State/Zip City/State/Zip
| ) | )
Area Code /Telephone Area Code / Telephone
DELIVERY OPTIONS: Mail-$5.00 fee to be paid prior to records being mailed.

_____Pick-up/Hand carry-no fee (Date & ‘f‘imc)

Authorized person to pick up health information

View On-Site only | Other

HEALTH INFORMATION TO BE DISCLOSED: (Check all that apply)

__ALL Medical Records ___Medical/Chart notes —__ Operative Reports
Pap Smears — Mammogram ____Ultrasound Reports
Bone Density Reports Laboratory Reports —_Pathology Reports
Other For the following dates:

Medical records to be released will include information generated by this office only.

EXPIRATION DATE OF AUTHORIZATION: This authorization is effective through, /) /

gnless.revoked or terminated earlier by the patient or the patient’s designated representative. If no date
is specified, this Authorization will expire one (1) year from the date signed.

PUR;’POSE OF DISCLOSURE: (Check all that apply)

Further Medi.cal Care Patient Request Residence Relocation
Insurance Eligibility / Benefits Legal Investigations Second Opinion
e FMIA Disability Insurance - Life Insurance

_____Other:

Sr—



I DO NOT WANT THE FOLLOWING HEALTH INFORMATION DISCLOSED:

__ HIV Test Results Mental Health Records

Alcohol and Drug Abuse Records

RIGHT TO REVOKE AUTHORIZATION:

By mgnmg below, I understand that I may revoke or terminate thlS authorization at any time, in writing,
before the information has been released by FULL LIFE HORMONE SPECIALISTS, LLC. I further
understand that I have a right to receive a copy of this authorization upon request.

AUTHORIZED BIGNATURE:

I understand that this information is protected by Federal and Alabama confidentiality laws and that
such laws prohibit making any further disclosure of this information unless further disclosure is
expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by
such laws, _

I hereby authorize the use and disclosure of my individually identifiable health information as described
above. I understand that this authorization is voluntary. I understand that treatmex.lt, Payment,
enrollment or eligibility of benefits may not be conditioned on my signing this authorization. I further
understand that if the organization authorized to receive the information is not a health plan or health
care provider, the released information could potentially be redisclosed and may no longer be protected
by federal privacy regulations. Therefore, I release FULL LIFE HORMONE SPECIALISTS, LLC from any
and all legal liability arising from this disclosure of my health information.

[ understand that I am responsxblc for any fees as stated above for the mailing of my health information
and I agree to pay the fee in full prior to my records being mailed.

BY SIGNING THIS AGREEMENT, I ACKNOWLEDGE THAT I HAVE CAREFULLY READ, UNDERSTAND
AND AGREE TO THE ABOVE TERMS AND CONDITIONS.

Printed Name of Patient: Date:

Patient Signature:

Printed Name of Parent, Guardian or Legai Representative:

Signature of Parent, Guardian or Legal Representative:

Relationship to Patient:

For Office Use Only:

Records picked up by: _ Date: Initials:
Records picked up by: ' Date: Initials:
“Records picked up by: Date: Initials:

Records picked up by: Date: Initials:




