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HEALTH & WELLNESS
NEW PATIENT MEDICAL HISTORY FORM
WEIGHT LOSS
Name: )
Batenf(gg: f f Batannlis(ilnsﬂ / / ‘ o
Phons: (Home/Call) {Wark) Gender: M/F
Refenred By:

How does your welght is affect your life and heaith?

Welght History
When did you become overweight?

L1 Childhood 13 Teens Ll Adutthood EI Pregnanoy £l Menopause
Did you ever gain more than 20 pounds in less than 3months? Y'//N  If so, how long ago?
As best you cen remember, how much did you weigh ons yesrago?
Fiveysarsago? ____ 10years 6307 ..

Triggers for your weight gain (chack &ll thet epply): )
£3 Stress HManigge DIDivorce Difness D Modication abuse I Travel O Injury
E1 Nightshilt wozk DOinsomnia [ Quitting {circle all that apply): Smoking/ Alecho! / Drugs

Previous weight-loss programs (check &l that apply):
O WeightWaichars L] Nutrigystem O Jenny Cralg O LAWeightLoss [l Atkins

[ South Beach O Zone diet I Medifast £ Dash diet [ Pzleo diet
O HCG diet 1 Maditerranean diet I Omish diet LI Other:

What was your maximum weight (0ss?
What are your greatest chzllanges with disting?

Have you ever teken medication to (ose welght? (chack all that epply):

01 Phenterming{Adipex) OMzmidia I Xenecal/Alll T Phen/Fen
O Phendimatrazins(Bontrif) O Topamex O Saxenda 03 Diethylproplon
O Buproplon{Welibutrin) £ Belvig 1 Qsymia 1 Contrave
Qther:

What worked'?
What didnt work? :
Why orwhy not? _-

438 Coursevall Drive, Centraville, MD 21666
Phone: 410-505-76800 Fax; 883-449-2022
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Nutritjong] History
How often do you eet breakfast? ______ days par week at H am.

Number of imesyou eatperday: _____
Doyougetupatnighttoeat? Y/N  ifso, howolten? ____ times
Name: (First} (Las) i

Food triggers (check all that epply):

3 Stress O Boredom D Anger O Seeking Reward [J Parties 3 Eating Out
O FastFood 0 Other

Food
O Sugar D Chocolate L[8tarches I3 Sally OHighFat 0O 8 Partions
Favorits foods: o ik
|
Exercise typa:
Duration: ___hours __ minutes  Number of times per week:
What prevents you from exercising?
How many hours do yau sleep per night? ___ Do you fed! rested in themoming?
Past madical history {chack all that apply):
[ Heart eftack H Angina 03 Gall bisdder stones [ Sleep &pnea
B High blood pressure [ Stroks B-indigestion/refux erthiitis 3 Thyrold
O High cholesterol 0 Dighetes 3 Celiac disease O Anxiety
0 High triglycesides O Gout [ Pancreatitis £1 Depression
O} infertiity . O Pelyoystic Ovarign Syndrome
13 Gancer (typale):
Have you aver be disgnosed with an eating disardes? Y/N [ yes, whichans?
Past surgical histrry (check &l that epply):

OGastricbypass [ Gasticbanding [ Gastricslseve O Gall biadder O Heast bypass
1 Hysterectomy 0 Othex:

Medlcations (list all current medications and dosages):
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Social History

Smoking:  EX Never 3 Cunrenit smoker (____ paciw/day) O Past smoker (quit ____ vears ago)
Alcohol: [ Never 1 Occasional [l Regulerly ( drinks per day)
Prior treatment for alcobolism? Y/N
Druga: I Never OCurment OPast I Type of drugs:
Marjuanz I Never 3 Current user ( tines/day}
Eamiy History
Obestly (chack afl that apply): OMather [ Father H Sister O Brother
£ Daughter [1Son
Disbetes (check all that epply): O Mother [l Father [ Sister L1 Brother
O Daughter EISon
Other (check all that epply): [ High blood presaure 1 Heast disease O High cholesteral
Name: (First). {Last) &A1),
Date of Birth: / /
£ High triiglycasides  [J Stroka [ Thyroid problems 0 Amdety 3 Depression
0 Bipolardisordar €3 Aleoholism L[l Cancer {typa/s):
Other
Gynecologic History
Agoperodsstarted? | Agepssicdsended
Periodsare: Regular/Imegular Heavy/Nomal / Light
Nember of pregnancies: . Numberofchlldren:
Agscifirstpregnancy: . Agedfiastpregnantcy:
Systom Review
(Check all that apply)
0] Recent weight loss more than 10 pounds
1 Recent weight gain more than 10 pounds
O Acne O Skin rash £1 Cough
£l Snaring 3 Shariness of breath [ Chest pain
03 Difficulty breasthing when fiat I Fainting/Blacking cut O Paipitations
3 Sweliing anldes/extremities £ Abdominal paln [ Blozting
3 Consiipation I Dianhea U Food intolerance
1 Dysphagia/difficulty swallowing £ Indigestion 3 Nausealvomiting
1 Increased appetite I Decreased appetite O Heartbum
3 Gas and bisating [ Urinary frequency/urgency [ Slow urine flow
E Nightime urination 3 Blood in stodls 1 Back pain (uppes)
0 Back pain (ower) O Joint pain I Muscle aches/pain
O Dizziness [ Headaches 3 Seizures
£ Weakness/low ensigy Bl Amdety 1 Depression
O Insomnia £ Memaosy loss O inzbility to concentrate
[ Mood changes 1 Narvousness D Loss of interest
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3 Cold intolerance I Excessive swesting O Halr chenges

O Hezt Intolarance [ Blood clots 3 Fatigue/tiredness
(Women only)
IJ Absencs of periods 0 Hot flashes [ Change in bladder habits

T Abnommelexcessive manstruation B1 Faglal halr

Comments:
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HIPAA NOTICE OF PRIVACY PRACTICES
PATIENT AUTHORIZATION FOR SPECIFIC DISCLOSURE OF PROTECTED HEALTH INFORMATION

Patient Name:

I, the undersigned, hereby authorize (“Pravider™) to disclose
certain information (described below) about me to Allure Health and Wellness for purposes
of assisting Provider (or one of Provider’s employees and agents) in the Weight Loss process
and/or for general training and educational purposes.

1 acknowledge and agree that my information may be used in Allure Health and Wellness
training or website instruction or in connection with certification and renewal of certification
examinations.

Provider is hereby authorized to disclose the following protected health information: my
name, birth date, dates of services, treatment records that include treatment technique in
your medical history, any unaltered x-rays used for diagnosis.

| understand that signing this Authorization is voluntary and that my treatment, payment, or
eligibitity for benefits will not be conditioned upon execution of this Authorization.

This Authorization shall expire one (1) year from the date of my signature, unless | revoke this
Authorization sooner.

1 understand that | may revoke this Authorization at any time by delivering a revocation in
writing to the Provider. 1 understand that, if | revoke this Authorization, it will have no effect
on actions already taken by Provider or Allure Health and Wellness in reliance on this
Authorization.

1 have read and understand the terms of this Authorization, and | agree to these terms.

Signature of Patient or Guardian, if applicable Date

Name of Guardian, if applicable Relationship of Guardian to Patient,if
applicable

A signed copy of this Authorization must be provided to the patient and attached to the
patient’s medical record. A copy of this Authorization is as effective as the original.

Allirs Haalth and Wellness - 138 Coursevall Dr - Centraville, MD'21617 - Phone: 410-505-7800 - Webslte: www Allure Health And
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Semaglutide Consent Form

Semagiutide is a human-based glucagon-like peptide-1 recoplor agonist prescribed as an ;djunct toa
raduced calotia dist and Increased physical aclivity for chronic welght managsment In adulis with an
inifial body mass index {BMI) that is considered outslde & healthy range. Obesily is classified as a
systemic Inflammatory condiffon {mstainflammation) and long-term weight loss is difficult due o
undsriying systemic inflammation. Semaglutide can addrass the underlying inflammation with the
hope for more sustelned weight loss and better systemic hsalth,

daitis anded that vou:
Eat a fibrous diat. Focus on fruits and vegetables that ara high in fiber.
Eat small high pretetn meals as digsstion is slowed down while on this medicalion.
Avaid foods high in fat as they take longer o digest.
Limit alcohol intake as this medication can lower klood sugar.
Drink at least 32 oz of water per day {o avold constipation.
Do not take this mpdieation iH:
You have a parsonal or family history of medullary thyrold carcinoma (Thyrold Cancer)
Multipls Endocrine Neoplasia Syndrome type 2
Yot ara pregnant or plan io become pragnant while taking this medication.
You ara diabetle and/or taking any medications related fo lowering your blood sugar levels without
speaking with your endocrinologist.
» Specifically, if yots are prescribed insulln - because the combinalion may increase your risk of
hypoglycemia (Jow blood sugar).
e You have a history of Pancreatitis.
s You are allerglc to Semaglutide, BPC-157, or any other GLP-1 Agonist such as Ozemple, Wegovy,
Adlyxin, Byetta, Bydurteon, Rybelsus, Truficlty, Victoza.
« [fyou have other allergles. This product may contain inactive
Ingredienls, which can cause allerglc raactions, whick can cause
allergic reactions or other problems. Talk to your pharmacist for more
detalls, Before using this medication, tell your doctor your medical

history.
Pessible drug interactlons; Anti-diabetic agents, spacifically: insulin and Sulfonylursas (Le., glyburide,

glipizide, pfimapiride, tolbutamida) due to the Increased risk of hypoglycemia (low bload sugar). Do not take with
other agonist madicines such as: Ozempic, Wegovy, Adiyxin, Byslta, Bydurleon, Rybelsus, Truliclty, Victoza
(THls

MAY NOT BE AN ALL-INCLUSIVE LIST). Other medications used in diebetes, please tell your provider about
any

medications that may lower your bleod sugar.

Pessible side effects: Nausea, dlarrhea, vomiting, constipation, abdominal paln, headache, fatigue, dyspepsia,
dizzinass, abdominal distention, belching, hypoglycemia, flatulance, gastroenteritls, and gastroesaphageal refiux
disease (GERD). Subcutanegus [njections: cammon Injection site reactions characterized by itching, buming at
site-of adminlstration with or without thickening of thin skin (welting). If you notice other side effects not listed
above, contact your doctor or pharmacist.

A very sarious allerglc reaction to this medication Is very rare, however, gal medical help right away If you notice
any symptoms of a sarious allergic reaction, including rash, iiching/swelling {espscially of the
facaltongue/throat), severe dizziness, trouble breathing, Report adverse side effects to your dactor or
phamacist. In the event of any smergancy, call 811 immadiately.

[F YOU HAVE ANY QUESTIONS AS TO THE RISKS OR HAZARDS OF THIS TREATMENT, OR ANY
QUESTIONS CONCERNING THIS PROPOSED TREATMENT OR OTHER POSSIBLE TREATMENTS, ASK
THE STAFF NOW HEFORE SIGNING THIS CONSENT FORM.

By signing, [ certify that | hava read and understand the contents of this form. 1 am aware of the possible side
affects and dnug interactions and give my consent for traatment. I have Informed the medical staff of any known
allergles to drugs or other substances, and any past adversa reaclions ive experienced, 1 have infarmed the
medical staff of alt medication and supplements | am currently taking; | understand there are ather ways and
programs that can assist me in my deslre to decreass my body welght, and acknowledge that no guarantees
have baen made {o me conceming my results.




1.1undarstand the Information provided an this form and agrae with all statements made above,
2, Pharmacautical assisted weight [oss therapy has been adequately explained to me by my nurse andfar
physician,
3. 1 have recelved all the information and explanation | desire conceming the procedure.
4.1authorize and consant to the petformance of Fharmaceutica] assisted weight loss therapy.
5.1 release Nurse Praclitioner, Heather Yannito, Allure Health Clinic and all tha medical staff
from all llabiiitles for any complications or damages associated with my Pharmaceutical

asslsted weight loss therapy

Patlent Signature Date of Bitth .

Palient Signature Date of Bitth .



