=+ RECISION

REGENERATIVE & FUNCTIONAL MEDICINE

MALE INTAKE QUESTIONNAIRE

GENERAL INFORMATION

NAME AGE TODAY’S DATE

DATE OF BIRTH EMAIL

ADDRESS CITY STATE ___
ZIP CODE PHONE (HOME) (CELL)

HEIGHT WEIGHT SOCIALSECURITY # (FORSCHEDULEDRX)

WHO IS YOUR PRIMARY CARE PHYSICIAN AND WHO DID YOU LAST SEE FOR CARE?

EMERGENCY CONTACT

RELATIONSHIP

PHONE (HOME) (CELL)

CURRENT HEALTH CONCERNS

PLEASE RANK CURRENT AND ONGOING HEALTH CONCERNS IN ORDER OF PRIORITY.

MILD
MODERATE

DESCRIBE PROBLEM SEVERITY

SEVERE

PRIOR TREATMENT/APPROACH

SUCCESS

EXCELLENT

EOOD

FAIR

H

EXAMPLE: LOW LIBIDO

VIAGRA

H]

2.

"

fN|@

©

HEALTH GOALS

WHAT DO YOU HOPE TO ACHIEVE IN YOUR VISIT WITH US?

1101 S. CAPITAL OF TEXAS HWY, BUILDING F STE. 101 PHONE 512.892.0490 FAX 512.892.0589




ALLERGIES

NAME OF MEDICATION/SUPPLEMENT/FOOD: REACTION:

alr|e |

LIFESTYLE REVIEW

SLEEP

HOW MANY HOURS OF SLEEP DO YOU GET EACH NIGHT ON AVERAGE?
DO YOU HAVE PROBLEMS FALLING ASLEEP? Y/N

STAYING ASLEEP? Y/N

DO YOU SNORE? Y/N

DO YOU FEEL RESTED UPON AWAKENING? Y/N

DO YOU USE SLEEPING AIDS? Y/N

IF YES, EXPLAIN:

DO YOU HAVE SLEEP APNEA? Y/N

EXERCISE

CURRENT EXERCISE PROGRAM:

ACTIVITY TYPE # OF TIMES PER WEEK TIME/DURATION (MINUTES)

CARDIO/AEROBIC

STRENGTH/RESISTANCE

FLEXIBILITY/STRETCHING

BALANCE

SPORTS/LEISURE (1.E. GOLF)

NUTRITION

DO YOU CURRENTLY FOLLOW ANY OF THE FOLLOWING SPECIAL DIETS OR NUTRITIONAL PROGRAMS?
(CHECK ALL THAT APPLY)

O VEGETARIAN O VEGAN O ELIMINATION
O LOW FAT O LOW SODIUM O NO DAIRY

O LOW CARB O HIGH PROTEIN O GLUTEN FREE
OTHER:

DO YOU HAVE FOOD SENSITIVITIES? Y/N
IF YES, LIST FOOD/SYMPTOMS

DO YOU DRINK CAFFEINATED BEVERAGES? Y/N
IF YES, CIRCLE AMOUNT:
COFFEE (CUPS PER DAY) 1 2-4 >4 TEA (CUPS PER DAY) 1 2-4 >4

CAFFEINATED SODAS -~ REGULAR OR DIET (CANS PER DAY) 1 2-4 >4




smoking

DO YOU SMOKE CURRENTLY? Y/N PACKS PER DAY: NUMBER OF YEARS:
WHAT TYPE? CIGARETTES SMOKELESS PIPE CIGAR
IF YOU SMOKED PREVIOUSLY: PACKS PER DAY: NUMBER OF YEARS:
alcohol

HOW MANY ALCOHOLIC BEVERAGES DO YOU DRINK IN A WEEK?
(1 DRINK = 5 OUNCES WINE, 12 OUNCES BEER, 1.5 OUNCES SPIRITS)

1-3 4-6 7-10 >10 NONE

PREVIOUS ALCOHOL INTAKE? YES (MILD MODERATE HIGH) NO

HAVE YOU EVER HAD A PROBLEM WITH ALCOHOL? Y/N

STRESS
DO YOU FEEL YOU HAVE AN EXCESSIVE AMOUNT OF STRESS IN YOUR LIFE? Y/N

DO YOU FEEL YOU CAN EASILY HANDLE THE STRESS IN YOUR LIFE? Y/N

RELATIONSHIPS

MARITAL STATUS:

SINGLE MARRIED DIVORCED LONG-TERM PARTNER WIDOW/ER

CURRENT OCCUPATION:

HISTORY

MEN’S HISTORY (CHECK BULLET IF APPLICABLE)

E-CIG

O TESTICULAR MASS O TESTICULAR PAIN

O PROSTATE ENLARGEMENT O CHANGE IN SEX DRIVE

O PROSTATE INFECTION O IMPOTENCE

O PREMATURE EJACULATION O DIFFICULTY OBTAINING AN ERECTION
O DIFFICULTY MAINTAINING AN ERECTION O LOSS OF CONTROL OF URINE

O URINARY URGENCY/HESITANCY/CHANGE IN O VASECTOMY

STREAM O SEXUALLY TRANSMITTED DISEASES

O NOCTURIA (URINATION AT NIGHT) > DESCRIBE_

» # OF TIMES PER NIGHT




FAMILY HISTORY:

CHECK FAMILY MEMBERS THAT HAVE/HAD ANY OF THE FOLLOWING:

d3IHL1O

H3HLVAdANVYD
AVNY3LVd

YIHLOWANVYID
AVNI3LVd

HdIHLVAANVYYD
AVNUILVIA

YIHLOWANVYID
AVNIILVYIA

aTiHD

aliHD

aTTIiHD

aTIHD

(s) yalsis

(s) yaHLioug

YIAHLV A

O

d3HLOWN

O

AGE (IF STILL ALIVE)

AGE AT DEATH (IF DECEASED)

CANCER

HEART DISEASE

HYPERTENSION

OBESITY

DIABETES

STROKE

AUTOIMMUNE DISEASE

ARTHRITIS

KIDNEY DISEASE

THYROID PROBLEMS

SEIZURES/EPILEPSY

PSYCHIATRIC DISORDERS

ANXIETY

DEPRESSION

ASTHMA

ALLERGIES

ECZEMA

ADHD

AUTISM

IRRITABLE BOWEL SYNDROME

DEMENTIA

SUBSTANCE ABUSE

GENETIC DISORDERS

OTHER:




MEDICAL HISTORY: ILLNESSES/CONDITIONS

YES = A CONDITION YOU CURRENTLY HAVE; PAST = A CONDITION YOU’VE HAD IN THE PAST.

GASTROINTESTINAL YEs |PasT MUSCULOSKELETAL ves |PasT
IRRITABLE BOWEL SYNDROME O O FIBROMYALGIA O O
GERD (REFLUX) O O OSTEOARTHRITIS O O
CROHN’S DISEASE/ULCERATIVE COLITIS O O CHRONIC PAIN O O
PEPTIC ULCER DISEASE O O OTHER: O O
CELIAC DISEASE O O SKIN

GALLSTONES O O ECEMA O O
OTHER: O O PSORIASIS O O
RESPIRATORY ACNE O O
BRONCHITIS O O SKIN CANCER O O
ASTHMA O O OTHER: O O
EMPHYSEMA O O CARDIOVASCULAR

PNEUMONIA O O ANGINA O O
SINUSITIS O O HEART ATTACK O O
SLEEP APNEA O O HEART FAILURE O O
OTHER: O O HYPERTENSION (HIGH BLOOD PRESSURE) O O
URINARY/GENITAL STROKE O O
KIDNEY STONES O O HIGH BLOOD FATS (CHOLESTEROL, TRIGLYCERIPE)] O
GouT O O RHEUMATIC FEVER O O
INTERSTITIAL CYSTITIS O O ARRYTHMIA (IRREGULAR HEART RATE) O O
FREQUENT YEAST INFECTIONS O O MURMUR O O
FREQUENT URINARY TRACT INFECTIONS O O MITRAL VALVE PROLAPSE O O
SEXUAL DYSFUNCTION (| O OTHER: O O
SEXUALLY TRANSMITTED DISEASES (| O NEUROLOGIC/EMOTIONAL

OTHER: D D EPILEPSY/SEIURES D D
ENDOCRINE/METABOLIC ADD/ADHD O O
DIABETES O O HEADACHES O O
HYPOTHYROIDISM (LOW THYROID) O O MIGRAINES O O
HYPERTHYROIDISM (OVERACTIVE THYROID) O O DEPRESSION O O
INFERTILITY O O ANXIETY O O
METABOLIC SYNDROME/INSULIN RESISTANCE O O AUTISM O O
EATING DISORDER O O MULTIPLE SCLEROSIS O O
HYPOGLYCEMIA O O PARKINSON’S DISEASE O O
OTHER: O (| DEMENTIA O O
INFLAMMATORY/IMMUNE OTHER: O O
RHEUMATOID ARTHRITIS (| O CANCER

CHRONIC FATIGUE SYNDROME O O UNG O O
FoOOD ALLERGIES O O BREAST O O
ENVIRONMENTAL ALLERGIES O O COLON O O
MULTIPLE CHEMICAL SENSITIVITIES O O PROSTATE O O
AUTOIMMUNE DISEASE O O SKIN O O
IMMUNE DEFICIENCY O O OTHER: O O
MONONUCLEOSIS O O

HEPATITIS O O

OTHER: O O




MEDICAL HISTORY (coNT.) DIAGNOSTIC STUDIES

DATE COMMENTS

BONE DENSITY

CT scAN

COLONOSCOPY

CARDIAC STRESS TEST

EG

MRI

UPPER ENDOSCOPY

UPPER GI SERIES

CHEST XRAY

OTHER XRAYS

BARIUM ENEMA

OTHER:

INURIES

BROKEN BONE(S)

BACK INURY

NECK INURY

HEAD INURY

OTHER:

SURGERIES

APPENDECTOMY

DENTAL

GALLBLADDER

HERNIA

TONSILLECTOMY

JOINT REPLACEMENT

HEART SURGERY

OTHER:

HOSPITALIATIONS DATE REASON




MEDICATIONS/SUPPLEMENTS

CURRENT MEDICATIONS (INCLUDE PRESCRIPTION AND OVER-THE-COUNTER)

MEDICATION DOSAGE START DATE (MO/YR) | REASON FOR USE

NUTRITIONAL SUPPLEMENTS (VITAMINS/MINERALS/HERBS ETC.)

NAME AND BRAND DOSAGE START DATE (MO/YR)| REASON FOR USE

PLEASE LIST ANY MEDICATIONS AND SUPPLEMENTS YOU HAVE TAKEN IN THE PAST AND EXPLAIN WHY YOU
STOPPED USING THEM:

HAVE MEDICATIONS OR SUPPLEMENTS EVER CAUSED UNUSUAL SIDE EFFECTS OR PROBLEMS? Y/N
IF YES, DESCRIBE:

HAVE YOU USED ANY OF THESE REGULARLY OR FOR A LONG TIME:

NSAIDs (ADVIL/MOTRIN/IBUPROFEN/ASPIRIN)? Y/N
TYLENOL (ACETAMINOPHEN)? Y/N
ACID-BLOCKING DRUGS (ZANTAC/PRILOSEC/NEXIUM)? Y/N




FINANCIAL POLICY AND ASSIGNMENT OF BENEFITS

PRECISION REGENERATIVE AND FUNCTIONAL MEDICINE IS DEDICATED TO PROVIDING THE BEST POSSIBLE CARE AND SERVICE TO
YOU. WE REGARD YOUR UNDERSTANDING OF ALL YOUR FINANCIAL RESPONSIBILITIES AS AN ESSENTIAL ELEMENT OF YOUR
TREATMENT.

* WE HAVE MADE PRIOR ARRANGEMENTS WITH MANY INSURERS AND HEALTH PLANS (HMO & PPO) TO ACCEPT AN ASSIGNMENT OF
BENEFITS. WE WILL BILL THOSE PLANS AND WILL ONLY REQUIRE YOU TO PAY THE AUTHORIZED COPAYMENT, COINSURANCE AND/OR
DEDUCTIBLE AT THE TIME OF SERVICE. THE OFFICE POLICY IS TO COLLECT THIS COPAYMENT, COINSURANCE AND/OR DEDUCTIBLE
WHEN YOU ARRIVE FOR YOUR APPOINTMENT. THIS AMOUNT IS AN ESTIMATE AND IS BASED ON THE MOST RECENT INSURANCE
VERIFICATION OBTAINED BY OUR OFFICE STAFF.

* IF YOUR INSURANCE POLICY REQUIRES A REFERRAL FOR PRECISION REGENERATIVE AND FUNCTIONAL MEDICINE, PLEASE
UNDERSTAND WE WILL REQUEST THIS REFERRAL FROM YOUR REFERRING PRACTITIONER PRIOR TO YOUR APPOINTMENT, BUT IT IS
ULTIMATELY YOUR RESPONSIBILITY TO OBTAIN THIS REFERRAL. IF YOUR SERVICES ARE DENIED BECAUSE THE REFERRAL WAS NOT
RECEIVED, YOU WILL BE RESPONSIBLE FOR THE FULL CHARGED AMOUNT.

* PRIVATE PAY PATIENTS ARE REQUIRED TO PAY IN FULL AT THE TIME OF SERVICE. A QUOTE WILL BE PROVIDED FOR ANY AND ALL
PROCEDURES PRIOR TO YOUR APPOINTMENT.

* WE ACCEPT VISA, MASTERCARD, AND DISCOVER. PLEASE BE ADVISED THAT THERE IS A $20 SERVICE CHARGE ON ALL RETURNED
CHECKS.

* YOUR INSURANCE POLICY IS A CONTRACT BETWEEN YOU AND YOUR INSURANCE COMPANY. AS A COURTESY, WE WILL FILE YOUR
INSURANCE CLAIM FOR YOU, IF YOU ASSIGN THE BENEFITS TO OUR DOCTOR. IF YOUR INSURANCE COMPANY DOES NOT PAY OUR
OFFICE WITHIN 90 DAYS, YOU WILL BE RESPONSIBLE FOR PAYMENT. IF WE LATER RECEIVE A CHECK FROM YOUR INSURER, WE WILL
REFUND ANY OVERPAYMENT.

* ALL HEALTH PLANS ARE NOT THE SAME AND DO NOT COVER THE SAME SERVICES. IN THE EVENT THAT YOUR HEALTH PLAN
DETERMINES A SERVICE TO BE ‘“NOT COVERED” YOU WILL BE RESPONSIBLE FOR THE COMPLETE CHARGE. PAYMENT IS DUE UPON
RECEIPT OF A STATEMENT FROM OUR OFFICE.

* IF YOU HAVE A MEDICAL PROCEDURE PERFORMED BY OUR PHYSICIAN AT A LOCATION OTHER THAN OUR OFFICE YOU AND/OR
YOUR INSURANCE COMPANY WILL RECEIVE TWO BILLS, ONE FROM OUR PHYSICIAN FOR HIS PROFESSIONAL SERVICES AND ONE
FROM THE FACILITY WHERE THE PROCEDURE WAS PERFORMED.

* FOR ALL SERVICES RENDERED TO MINOR PATIENTS, THE PARENT AND/OR LEGAL GUARDIAN WILL BE RESPONSIBLE FOR PAYMENT.

* IF YOU RECEIVE A STATEMENT FROM PRECISION REGENERATIVE AND FUNCTIONAL MEDICINE THE BALANCE NEEDS TO BE PAID IN
FULL WITHIN 30 DAYS OF RECEIPT UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE. ANY REMAINING BALANCES DUE AFTER 90
DAYS WILL BE CONSIDERED DELINQUENT AND WILL BE TURNED OVER TO AN OUTSIDE COLLECTION AGENCY. FUTURE APPOINTMENTS
WILL NOT BE SCHEDULED UNTIL BALANCES HAVE BEEN PAID IN FULL OR A WRITTEN PAYMENT PLAN HAS BEEN AGREED TO BY OUR
OFFICE. PLEASE BE SURE TO UPDATE ANY CONTACT CHANGES WITH OUR OFFICE STAFF SO YOU CAN BE REACHED REGARDING YOUR
BALANCE.

* IN ORDER TO PROVIDE THE BEST POSSIBLE SERVICE AND AVAILABILITY TO ALL OUR PATIENTS, PLEASE CALL US AS EARLY AS
POSSIBLE IF YOU KNOW YOU WILL NEED TO RESCHEDULE YOUR APPOINTMENT. PLEASE SEE THE ATTACHED CANCELATION NO SHOW
POLICES AND FEES.

* | HEREBY ASSIGN ALL MEDICAL AND SURGICAL BENEFITS, TO INCLUDE MAJOR MEDICAL BENEFITS, TO WHICH | AM ENTITLED. |
HEREBY AUTHORIZE AND DIRECT MY INSURANCE CARRIER(S), INCLUDING MEDICARE, PRIVATE INSURANCE AND OTHER HEALTH/
MEDICAL PLAN, TO ISSUE PAYMENT CHECK(S) DIRECTLY TO PRECISION REGENERATIVE AND FUNCTIONAL MEDICINE FOR MEDICAL
SERVICES RENDERED TO MYSELF AND/ OR MY DEPENDENTS REGARDLESS OF MY INSURANCE. IN THE EVENT THAT THE INSURANCE
PAYMENT IS SENT DIRECTLY TO ME, | REALIZE THAT | WILL BE BILLED PERSONALLY UNTIL THE BALANCE IS PAID.

I HAVE READ AND UNDERSTAND THE FINANCIAL POLICY AND ASSIGNMENT OF BENEFITS OF THE PRACTICE AND | AGREE TO BE
BOUND BY ITS TERMS. | ALSO UNDERSTAND AND AGREE THAT THE PRACTICE MAY AMEND SUCH TERMS FROM TIME-TO-TIME.

PATIENT/RESPONSIBLE PARTY SIGNATURE DATE




AUTOMATIC BILLING AUTHORIZATION FORM

Company Name: Precision Regenerative and Functional Medicine ID Number:

FROM CREDIT CARD:

| authorize you to charge my bill directly to the credit card(s) listed below:

Primary Card Account Secondary Card Account

Name on credit card (exactly as printed) Name on credit card (exactly as printed)

Billing Address for credit card (Street, Apt. #) Billing Address for credit card (Street, Apt. #)

City, State Zip City, State Zip

Credit card number Expiration Date Credit card number Expiration Date
Signature Today’'s Date  Signature Today's Date

M Bill all charges to the above card(s). Since the payment amount may vary, | will receive written notification of the amount
and date of the next charge prior to each scheduled transaction date.
M  This authorization is valid until | provide you with written cancellation.

hd I AUTHORIZE THE CHARGE OF ALL COPAYS, CO-INSURANCE OR DEDUCTIBLE AMOUNTS DUE FOR ALL IN OFFICE AND TELEMEDICINE
VISITS.

d I AUTHORIZE THE CHARGE OF ALL NO-SHOW OR MISSED APPOINTMENT FEES. | HAVE REVIEWED AND SIGNED THE CANCELATION
AND NO-SHOW POLICES AND FEE DOCUMENT.

d I AUTHORIZE THE CHARGE FOR ALL CLINIC LAB FEES FOR LABS DRAWN AT PRFM.

hd I AUTHORIZE THE CHARGE FOR ANY PEPTIDES, HRT PRODUCTS THAT ARE ORDERED AND PAID FOR BY PRFM AND SHIPPED

DIRECTLY TO MY HOME.
hd I AUTHORIZE THE CHARGE FOR ANY UNPAID BALANCES OVER 30 DAYS OLD.

PATIENT SIGNATURE: DATE:




CANCELLATION AND NO SHOW POLICIES AND FEES

THIS IS A REMINDER OF OUR POLICY REGARDING MISSED APPOINTMENTS. WHEN ONE PATIENT MISSES
THEIR APPOINTMENT AND DOES NOT LET US KNOW, OR WHEN ONE PATIENT CANCELS THEIR
APPOINTMENT LATE (LESS THAN 24 HOURS PRIOR TO THE APPOINTMENT), IT NOT ONLY AFFECTS OUR
STAFF, BUT ALSO OTHER PATIENTS.

AS YOU KNOW, OUR PATIENTS ARE IN PAIN. THEY LIKE TO BE SEEN AND TREATED AS SOON AS POSSIBLE.
WE DO OUR BEST TO SEE AND TREAT EVERYBODY AS SOON AS WE CAN, BUT ALSO ALLOW ENOUGH TIME ON
OUR SCHEDULE FOR EVERY PATIENT TO BE HEARD AND EXAMINED, AND FOR QUESTIONS TO BE ANSWERED.
WE ARE RESPECTFUL OF OUR PATIENTS’ TIME, AND WE ASK OUR PATIENTS TO BE RESPECTFUL OF OUR
TIME.

WHEN SOMEBODY DOES NOT CALL TO CANCEL THEIR APPOINTMENT AND SIMPLY JUST DOES NOT
SHOW UP, OR CALLS AND CANCELS THEIR APPOINTMENT AT THE LAST MINUTE, WE CANNOT SCHEDULE
ANOTHER PATIENT ON SUCH SHORT NOTICE. WE LOSE TIME THAT DAY AND SOMEBODY ELSE CONTINUES
TO WAIT TO SEE US, WHILE SUFFERING IN PAIN.

CHARGING FOR MISSED APPOINTMENTS IS NOT SOMETHING WE LIKE TO DO. IT CAN BE AVOIDED WITH A

MINIMUM OF COURTESY AND GOOD COMMUNICATION. PLEASE HELP US CONTINUE TO TREAT YOU AND
EVERYBODY ELSE AT THE STANDARDS YOU DESERVE.

FOLLOW UP APPOINTMENTS

NO-SHOW OR MISSED WITHOUT 24 HOURS NOTICE WILL BE CHARGED $50.00

CANCELED WITH LESS THAN 24 HOURS NOTICE WILL BE CHARGED $25.00

IF YOU ARRIVE MORE THAN 15 MINUTES LATE FOR A FOLLOW UP APPOINTMENT, YOUR APPOINTMENT MAY
BE RESCHEDULED AND YOU WILL BE CHARGED $25.00

(THIS IS AT THE PROVIDERS DISCRETIONS)

PROCEDURE APPOINTMENTS

NO-SHOW OR MISSED WITHOUT 24 HOURS NOTICE WILL BE CHARGED $150.00

CANCELED WITH LESS THAN 24 HOURS NOTICE WILL BE CHARGED $50.00

NEW PATIENT APPOINTMENTS
NO-SHOW OR MISSED WITHOUT 24 HOURS NOTICE WILL BE CHARGED $50.00

CANCELED WITH LESS THAN 24 HOURS NOTICE WILL BE CHARGED $25.00

FEES NEED TO BE PAID IN FULL BEFORE APPOINTMENTS WILL BE RESCHEDULED

PATIENT SIGNATURE: DATE:




AUTHORIZATION FOR RELEASE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

IN ACCORDANCE WITH STATE LAW AND REGULATORY AGENCY REQUIREMENT, THE HEALTH RECORD IS THE

PROPERTY OF PRECISION REGENERATIVE AND FUNCTIONAL MEDICINE (PRFM).

I HEREBY AUTHORIZE THE PRFM

MEDICAL RECORDS CUSTODIAN TO RELEASE INFORMATION FROM THE MEDICAL RECORDS OF:

PATIENT NAME: DOB: SSN:
ADDRESS: CITY/STATE/ZIP:
TELEPHONE: ALTERNATE CONTACT NUMBER:
INFORMATION MAY BE RELEASED TO: FACILITY OR PHYSICIAN:
PRECISION REGENERATIVE AND FUNCTIONAL MEDICINE NAME:
1101 S. CAPITAL OF TEXAS HWY ADDRESS:
BUILDING F, STE. 101 CITY/STATE/ZIP:
AUSTIN, TEXAS 78746 PHONE:
(512) 892-0490
PLEASE RELEASE THE FOLLOWING INFORMATION:
PROBLEM LIST XRAY REPORTS MENTAL HEALTH OUTSIDE REPORTS
PROGRESS NOTES XRAY FILMS DRUGS/ALCOHOL IMMUNIZATIONS
EKG REPORTS
— LAB REPORT HIV/AIDS TEST MEDICATION LIST
HISTORY AND PHYSICAL EXAM FINDING OTHER REPORTS
THIS INFORMATION IS NECESSARY FOR THE FOLLOWING:
CONTINUED PATIENT CARE PERSONAL USE ATTORNEY/LEGAL INSURANCE
OTHER (SPECIFY)
1. | UNDERSTAND THAT THE INFORMATION IN MY HEALTH RECORD MAY INCLUDE

INFORMATION RELATING TO SEXUALLY TRANSMITTED DISEASES, ACQUIRED

IMMUNODEFICIENCY SYNDROME (AIDS) OR HUMAN IMMUNODEFICIENCY VIRUS (HIV). IT
MAY ALSO INCLUDE INFORMATION ABOUT BEHAVIORAL OR MENTAL HEALTH SERVICES AND

TREATMENT FOR ALCOHOL/DRUG ABUSE.

2. I UNDERSTAND THAT | HAVE A RIGHT TO REVOKE THIS AUTHORIZATION AT ANY TIME. 1
UNDERSTAND THAT IF | REVOKE THIS AUTHORIZATION | MUST DO SO IN WRITING AND
PRESENT MY WRITTEN REVOCATION TO THE HEALTH INFORMATION THAT HAS ALREADY
BEEN RELEASE IN RESPONSE TO THIS AUTHORIZATION. | UNDERSTAND THAT THE
REVOCATION WILL NOT APPLY TO MY INSURANCE COMPANY WHEN THE LAW PROVIDES MY
INSURER WITH THE RIGHT TO CONTEST A CLAIM UNDER MY POLICY. UNLESS OTHERWISE
REVOKED, THIS AUTHORIZATION WILL EXPIRE ON THE FOLLOW DAYS, EVENT, OR
CONDITION: . IF | FAIL TO SPECIFY AN EXPIRATION DATE, EVENT OR

CONDITION, THIS AUTHORIZATION WILL EXPIRE IN SIX (6) MONTHS.

3. I UNDERSTAND THAT AUTHORIZING THE DISCLOSURE OF THIS HEALTH INFORMATION IS
VOLUNTARY. | CAN REFUSE TO SIGN THIS IN ORDER TO ASSURE TREATMENT. |
UNDERSTAND THAT WITH CERTAIN EXCEPTIONS, | MAY INSPECT OR COPY THE INFORMATION
TO BE USED OR DISCLOSED. | UNDERSTAND THAT ANY DISCLOSURE OF INFORMATION
CARRIES WITH IT THE POTENTIAL FOR AN UNAUTHORIZED RE-DISCLOSURE AND THE
INFORMATION MAY NOT BE PROTECTED BY FEDERAL CONFIDENTIALITY RULES. IF | HAVE
ANY QUESTIONS ABOUT DISCLOSURE OF MY HEALTH INFORMATION, | CAN CONTACT THE

HEALTH INFORMATION MANAGEMENT MANAGER AT (512) 892-0490.

DATE
SIGNATURE OF PATIENT OR LEGAL REPRESENTATIVE

RELATIONSHIP TO PATIENT DATE




ACKNOWLEDGMENT OF RECEIPT AND PRIVACY NOTICE

I, , UNDERSTAND THAT AS PART OF MY HEALTH CARE, PRECISION REGENERATIVE
AND FUNCTIONAL MEDICINE ORIGINATES AND MAINTAINS PAPER AND/OR ELECTRONIC RECORDS
DESCRIBING MY HEALTH HISTORY, SYMPTOMS, EXAMINATION AND TEST RESULTS, DIAGNOSES, TREATMENT,
AS WELL AS PLANS FOR FUTURE CARE. | UNDERSTAND THAT THIS INFORMATION SERVES AS:

* A BASIS FOR PLANNING MY TREATMENT;

*

A MEANS TO FACILITATE COMMUNICATION AMONG THE MANY HEALTHCARE

PROFESSIONALS WHO CONTRIBUTE TO MY CARE;

* A SOURCE OF INFORMATION FOR APPLYING MY DIAGNOSIS AND SURGICAL
INFORMATION TO MY BILL;

* A MEANS BY WHICH A THIRD-PARTY PAYER CAN VERIFY THAT SERVICES BILLED
WERE ACTUALLY PROVIDED;

* A TOOL FOR HEALTHCARE OPERATIONS OF PRECISION REGENERATIVE AND

FUNCTIONAL MEDICINE SUCH AS ASSESSING QUALITY OF CARE AND REVIEWING THE

COMPETENCE OF HEALTHCARE PROFESSIONALS.

| UNDERSTAND THAT AS PART OF PRECISION REGENERATIVE AND FUNCTIONAL MEDICINE
TREATMENT, PAYMENT, OR HEALTHCARE OPERATIONS, IT MAY BECOME NECESSARY TO DISCLOSE
MY PROTECTED HEALTH INFORMATION TO ANOTHER ENTITY FOR THE PURPOSES STATED ABOVE.

I UNDERSTAND | HAVE THE RIGHT TO REVIEW A NOTICE OF PRIVACY PRACTICES THAT PROVIDES
A MORE COMPLETE DESCRIPTION OF HOW PRECISION REGENERATIVE AND FUNCTIONAL MEDICINE
MAY USE AND DISCLOSE MY PROTECTED HEALTHCARE INFORMATION. | FURTHER UNDERSTAND
THAT PRECISION REGENERATIVE AND FUNCTIONAL MEDICINE RESERVES THE RIGHT TO
CHANGE ITS NOTICE OF PRIVACY PRACTICES. SHOULD PRECISION REGENERATIVE AND
FUNCTIONAL MEDICINE CHANGE ITS NOTICE OF PRIVACY PRACTICES, AN AMENDED COPY WILL
BE POSTED IN A PROMINENT LOCATION IN THE PRACTICE SITE, OR, UPON MY REQUEST, AN
AMENDED COPY WILL BE SENT TO THE ADDRESS | HAVE PROVIDED.

| AGREE THAT PRECISION REGENERATIVE AND FUNCTIONAL MEDICINE MAY DO THE FOLLOWING
UNLESS | SPECIFICALLY GIVE DIRECTION PROHIBITING SUCH ACTIVITY:

* SEND VISIT REMINDERS AND TEST RESULTS TO THE ADDRESS | HAVE PROVIDED.

* SEND ROUTINE CORRESPONDENCE, SUCH AS BILLING STATEMENTS, TO THE ADDRESS | HAVE PROVIDED.
* LEAVE MESSAGES ON ANSWERING MACHINE OR VOICEMAIL ASSOCIATED WITH THE TELEPHONE NUMBERS
I HAVE PROVIDED TO EITHER CONFIRM APPOINTMENTS OR TO REQUEST THAT | CALL THE PRACTICE FOR

MEDICAL OR BILLING MATTERS.

* SPEAK TO OR LEAVE MESSAGE WITH THE FAMILY MEMBERS/FRIENDS LISTED BELOW:

NAME: RELATIONSHIP TO PATIENT: CONTACT NUMBER:

NAME: RELATIONSHIP TO PATIENT: CONTACT NUMBER:

SIGNATURE OF PATIENT OR PERSONAL REPRESENTATIVE DATE




INFORMED CONSENT FOR ANABOLIC HORMONE THERAPY

IT IS IMPORTANT THAT YOU UNDERSTAND THE POTENTIAL RISKS OF STARTING ANABOLIC
HORMONE THERAPY, ALONG WITH THE MANY BENEFITS WE HAVE ALREADY DISCUSSED. THERE ARE
ALTERNATIVES TO ANABOLIC HORMONE THERAPY, SUCH AsS THE LIFESTYLE CHANGES AND

NUTRACEUTICAL SUPPLEMENTATION, THAT HAVE BEEN DISCUSSED WITH YOU.

THE FOLLOWING IS A LIST OF THE POTENTIAL SIDE EFFECTS OF ANABOLIC HORMONE THERAPY:

NEUROPSYCHOLOGICAL
L SOME PATIENTS CAN BECOME MORE AGGRESSIVE OR HAVE OTHER SUBTLE MENTAL HEALTH
CHANGES WHILE ON ANABOLIC HORMONE THERAPY. IF YOU NOTICE NEGATIVE CHANGES IN MOOD
OR OVERALL MENTAL HEALTH, CONTACT THE OFFICE TO GET A FOLLOW UP APPOINTMENT.

" INITIAL

MUSCULOSKELETAL
L IT IS LIKELY THAT ANABOLIC HORMONE THERAPY WILL CAUSE AN INCREASE IN LEAN MUSCLE
TISSUE, WHICH WILL MANIFEST IN A HEAVIER WEIGHT. AT THE SAME TIME, WEIGHT LOSS MAY
ALSO OCCUR DUE TO THE REDUCTION IN FAT MASS.
L4 ALTHOUGH RARE, AN ADDITIONAL POTENTIAL CONSEQUENCE OF INCREASING ESTROGEN LEVELS IS

SWELLING BREAST TISSUE, OR GYNECOMASTIA.

- INITIAL

GENITOURINARY
L ATROPHY OF THE TESTICLES, DECREASED SPERM COUNT, CHANGES IN SPERM MORPHOLOGY, AND

INFERTILITY WILL MOST LIKELY OCCUR.
O IF FERTILITY IS DESIRED, THIS CANNOT BE UNDERSTATED.

L IF YOU HAVE PROSTATE CANCER THAT HAS NOT YET BEEN DIAGNOSED, IT CAN GROW WITH THE USE
OF ANABOLIC HORMONES. YOUR PSA LEVELS WILL NEED TO BE MONITORED AT LEAST EVERY 6
MONTHS. A BASELINE MRI MAY BE ORDERED TO EVALUATE THE PROSTATE IF DESIRED.

o IT IS POSSIBLE THAT ANABOLIC HORMONE THERAPY CAN INCREASE PROSTATE SIZE, LEADING TO A
CONDITION CALLED BENIGN PROSTATIC HYPERTROPHY (BPH), WHICH CAN MAKE IT HARD TO
URINATE. IF YOU HAVE ISSUES WITH URINATION OR GETTING UP MULTIPLE TIMES AT NIGHT TO GO
TO THE BATHROOM, MAKE SURE TO DISCUSS THEM WITH YOUR PROVIDER.

o STRICT, MONOTHERAPY REGIMENS OF THE SYNTHETIC OPTIONS, SUCH AS NANDROLONE
DECANOATE, MAY RESULT IN A LOSS OF LIBIDO.

u INITIAL

HEMATOLOGIC
° BONE MARROW CAN BE STIMULATED WITH ANABOLIC HORMONE THERAPY, SO BLOOD CELL COUNTS

MUST BE MONITORED.

L ANABOLIC HORMONES CAN MAKE THE BLOOD “THICKER,” WHICH CAN INCREASE THE RISK OF
BLOOD CLOTS. AT THE SAME TIME, ANABOLIC HORMONE THERAPY TYPICALLY INCREASES THE ANTI-
COAGULATION SYSTEM IN THE BLOOD, WHICH HAS A PROTECTIVE EFFECT ON THE VASCULATURE.

O IT IS IMPORTANT TO MONITOR BLOOD PRESSURE, AS THE INCREASE IN HEMATOCRIT, I.E
THE THICKNESS OF THE BLOOD, MAY INCREASE THE WORKLOAD OF THE HEART AND THE
PRESSURES IT EXERTS. IF YOU NOTICE THAT YOUR BLOOD PRESSURE IS CONSISTENTLY
HIGHER THAN IT WAS AT BASELINE, CONTACT THE OFFICE TO GET A FOLLOW UP
APPOINTMENT.

= INITIAL




HEPATIC
o ORALLY AVAILABLE ANABOLIC HORMONES LIKE OXANDROLONE (ANAVAR) CAN IRRITATE THE
LIVER IN SOME PEOPLE, SO YOUR LIVER FUNCTION WILL BE TESTED ROUTINELY IF YOU ARE

PRESCRIBED SUCH A FORMULATION.

u INITIAL

DERMATOLOGIC
o BECAUSE TESTOSTERONE CAN METABOLIZE INTO DIHYDROTESTOSTERONE (DHT), SOME FORMS OF

ANABOLIC HORMONE THERAPY ARE ASSOCIATED WITH THE INDUCTION OR WORSENING OF
ALOPECIA, OR HAIR LOSS. IF THIS IS A CONCERN, DISCUSS IT WITH YOUR PROVIDER PRIOR TO
SIGNING THIS FORM AND BEGINNING THERAPY, IF IT HAS NOT BEEN ADDRESSED ALREADY.

O AN ADDITIONAL SIDE EFFECT OF INCREASING DHT IN THE BODY IS ACNE, PARTICULARLY

ON THE BACK, SHOULDERS, AND JAWLINE.

u INITIAL

CARDIOVASCULAR
[ SOME STUDIES HINT AT INCREASED RISK OF HEART ATTACK AND STROKE IN MEN ON ANABOLIC

HORMONE REPLACEMENT, ESPECIALLY OLDER MEN AND MEN WHO ALREADY HAVE
CARDIOVASCULAR DISEASES. HOWEVER, THERE IS ALSO A COPIOUS AMOUNT OF DATA THAT
SUGGESTS THE OPPOSITE. LIPOPROTEIN, INFLAMMATORY, AND ENDOTHELIAL PARAMETERS WILL

BE MEASURED AT LEAST EVERY 6 MONTHS TO ASSESS FOR CHANGES.

"  INITIAL

ONCOLOGIC
o BECAUSE TESTOSTERONE CAN METABOLIZE INTO ESTROGEN, MALES WHO HAVE BREAST CANCER
(OR WHO ARE AT HIGH RISK FOR BREAST CANCER) SHOULD NOT USE TESTOSTERONE EXCEPT
UNDER SPECIAL CIRCUMSTANCES. NON-AROMATIZING ANABOLIC HORMONE THERAPY MAY STILL

BE AN OPTION.

u INITIAL

CONTINUED ON NEXT PAGE.




PLEASE READ THE FOLLOWING AND SIGN:

I HAVE DISCUSSED THE REASON FOR TAKING ANABOLIC HORMONES WITH MY PROVIDER AND
UNDERSTAND WHY HE IS PRESCRIBING THEM AND THE RISKS ASSOCIATED WITH TAKING
HORMONES, INCLUDING BUT NOT LIMITED TO THE POSSIBILITY OF AN INCREASED RISK OF
BREAST OR PROSTATE CANCER, BLOOD CLOTTING, STROKE, OR HEART ATTACK.

I UNDERSTAND THAT THERE ARE BLACK BOX WARNINGS FOR THE FOLLOWING MEDICATIONS:

1. OXANDROLONE
A. ARTERIOSCLEROSIS; CARDIAC DISEASE; CORONARY ARTERY DISEASE; HEART
FAILURE; HYPERCHOLESTEROLEMIA; MYOCARDIAL INFARCTION; PERIPHERAL
EDEMA.
2. TESTOSTERONE/ANABOLIC STEROID CREAMS
A. VIRILIZATION OF CHILDREN DUE TO SECONDARY EXPOSURE. CHILDREN
SHOULD AVOID CONTACT WITH UNWASHED OR UNCLOTHED APPLICATION

SITES.

I UNDERSTAND THAT MY PROVIDER WILL DO EVERYTHING THEY KNOW TO DO TO DECREASE AND
MINIMIZE THE RISKS OF HRT BUT THAT THERE ARE NO GUARANTEES THAT THESE MEASURES
WILL BE EFFECTIVE AT PREVENTING THE NEGATIVE SIDE EFFECTS MENTIONED ABOVE OR
OTHERS THAT WE DO NOT YET KNOW ABOUT.

I UNDERSTAND THE DIAGNOSTIC TESTS THAT ARE AVAILABLE THAT WOULD HELP QUANTIFY MY
RISK FOR POTENTIAL ADVERSE EFFECTS AND THAT GETTING THEM PERFORMED OR NOT IS MY
CHOICE.

| ALSO ACKNOWLEDGE THAT THIS MAY BE OFF LABEL USE AND MAY NOT CONSIDERED THE
STANDARD OF CARE FOR MY CLINICAL PRESENTATION.

I ACCEPT THE RISKS AND UNKNOWNS OF TAKING HORMONE THERAPY AND WISH PROCEED WITH
THERAPY.

*IF YOU HAVE ANY QUESTIONS OR CONCERNS ABOUT STARTING THERAPY, DO NOT SIGN THIS

FORM UNTIL YOU HAVE DISCUSSED THEM WITH YOUR PROVIDER.

PATIENT NAME DATE

SIGNATURE DATE
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