Kick Some Mass
316 Parkridge Ave
Orange Park, F1 32065

The Nature of the Treatment

I hereby give my consent to evaluation and treatment by Kick Some Mass's staff, physician, Dr. Jeffrey
Ruterbusch D.O., and healthcare practitioners of the following specified conditions (s):

Women: menopause or menopausal symptoms (including potential repletion of estrogen/estradiol,
progesterone, DHEA, testosterone)

Men: andropause or associated symptoms (including potential repletion of testosterone and DHEA,
potential lowering estrogen/estradiol levels)

Men/Women: other hormone imbalances (please specify)- Thyroid abnormalities, Growth hormone
abnormalities (including decreased or suboptimal IGF-1, decreased or suboptimal Vitamin D-3 levels).

Men/Women: other (please specify) — Nutritional deficiencies (vitamin, minerals, amino acids, etc.)
Overweight/Obesity (may include medically supervised weight loss with appetite suppressants- phentermine-,
injectable (Lipo-B), etc.

Men/Women: other (please specify)

I agree to the administration of hormone replacement therapy and/or nutritional supplements, including vitamins,
minerals and anti-oxidants and/or drugs designed to alter hormone levels, all as appropriate to my specific
diagnosis, particular condition and treatment objectives.

Alternative Treatment Methods and Their General Nature
The reasonable alternatives to this treatment have been explained to me and they include:

1. Leaving the hormone level as they are.
2. Treating age related diseases as they appear.
3. Using pharmaceutical agents that are not bio identical in nature (synthetics).

I understand the foregoing alternatives and am choosing to consent to the treatment plan prepared for me
by Kick Some Mass to address the condition(s) indicated above.

The General Nature and Extent of Treatment- Related Risks

Women: I understand that the possible side effects for women on estrogen, progesterone and/or
testosterone may include breast swelling and/or discomfort, fluid retention, dizziness, thickening of the lining of
the uterus (break-through bleeding), acne, unwanted hair growth, headaches, slight deepening of the voice, slight
enlargement of the clitoris, potential increased risk of blood clots, and worsening of (1) ovarian cysts, (2) uterine
fibroids, (3) endometriosis, and (4) fibrocystic disease. Many of these side effects can be temporary as your body
adjust to restoration. Some of these potential side effects can often be addressed by adjusting hormone levels or




prescribing simple remedies. I also understand that if topical hormone replacement treatment (cream, gel, etc.) is
prescribed for me that I should take extreme care to avoid any collateral exposure via direct skin-to-skin contact
with the application site or exposure to contaminated bed linens, clothes, etc. for any children, pets, co-habitants
of the home, or anyone else whom may come into contact with the hormonal treatment/gel. I have been informed
that accidental collateral exposure may significantly impact the hormone levels of those affected.

Men: I understand that the possible side effects for men on testosterone replacement are acne, persistent
erections, unwanted hair growth/loss, enlargement of the prostate, enlargement of breast tissue (we will monitor
and treat estrogen levels), minor testicular atrophy, salt retention, increase in blood pressure, decreased sperm
count, an increase in the number of red blood cells (erthrocytosis) with corresponding increase in hematocrit
and/or hemoglobin (your blood will be monitored for this). Many of these effects can be temporary as your body
adjust to restoration. Some of these potential side effects can often be addressed by adjusting hormone levels or
prescribing simple remedies. I also understand that if topical hormone replacement treatment (cream, gel, etc.) is
prescribed for me that I should take extreme care to avoid any direct exposure via direct skin-to-skin contact
with the application site or exposure to contaminated bed linens, clothes, etc. for any children, pets, co-habitants
of the home, or anyone else whom may come into contact with the hormonal treatment/gel. I have been informed
that accidental collateral exposure may significantly impact the hormone levels of those affected.

Safety of Hormone Replacement

Although, in my physician's opinion, the majority of data points toward safety, there remains controversy
regarding the correlation between the use of bio identical hormone therapy and cancer. Recent data demonstrates
that natural progesterone and estradiol/estriol may be protective against breast cancer.

I understand that careful surveillance and close monitoring are requirements of all patients to minimize any
possible risk. T understand that Kick Some Mass will monitor my hormone levels and various other laboratory
values as they pertain to my treatment goals. However, I also understand that an integral part of health
maintenance is obtaining and remaining up to date with age appropriate screening tests aimed at early detection
of life-threatening diseases.

Male Patients: I, , agree to obtain and remain up to date on all age appropriate
screenings including, but not limited to, colonoscopy, PSA, and DRE (digital rectal exam), cardiac screenings as
necessary (stress test, etc.). I agree to obtain these screenings through the appropriate physician(s) (PCP,
cardiologist, urologist, etc.) and will not hold Kick Some Mass staff, physician Jeffrey Ruterbusch D.O., or
health care practitioners responsible or liable for performing these screenings or treatment/managing any
abnormal findings relating to these screenings. I acknowledge that Kick Some Mass would like to be supplied
with copies of my current and future screening results and that, if I do not have them at my initial visit, by
signing this consent I express my desiree to initiate my treatment at Kick Some Mass and give permission to
Kick Some Mass and physician, Jeffrey Ruterbusch D.O., to commence treatment without first knowing the
results of said screening, and I shall release Kick Some Mass and physician, Jeffrey Ruterbusch D.O., of any
claims of liability for prostate cancer, breast cancer, testicular cancer, and/or colon cancer. Further, I agree to
immediately notify Kick Some Mass and physician, Jeffrey Ruterbusch D.O., of any abnormal findings on
above-noted screenings and supply a copy of any applicable records for their review.

Female Patients: I, , agree to obtain and remain up to date on all age appropriate
screenings including, but not limited to, colonoscopy, PAP smear, and pelvic exam, mammogram and breast
exam, DEXA scan, and cardiac screenings as necessary (stress test, etc.). I agree to obtain these screenings
through the appropriate physician(s) (PCP, OBGYN, cardiologist, etc.) and will not hold Kick Some Mass staff,
physician Jeffrey Ruterbusch D.O., or health care practitioners responsible or liable for performing these
screenings or treatment/managing any abnormal findings relating to these screenings. I acknowledge that Kick




Some Mass would like to be supplied with copies of my current and future screening results and that, if I do not
have them at my initial visit, by signing this consent I express my desiree to initiate my treatment at Kick Some
Mass and give permission to Kick Some Mass and physician, Jeffrey Ruterbusch D.O., to commence treatment
without first knowing the results of said screening, and I shall release Kick Some Mass and physician, Jeffrey
Ruterbusch D.O., of any claims of liability for prostate cancer, breast cancer, testicular cancer, and/or colon
cancer. Further, I agree to immediately notify Kick Some Mass and physician, Jeffrey Ruterbusch D.O., of any
abnormal findings on above-noted screenings and supply a copy of any applicable records for their review.

I _understand that it has been more than one year since my last mammogram. The health
professionals at Kick Some strongly recommend annual mammograms because we consider these vital in the
early detection of breast cancer.

I agree and understand that it is not the responsibility of Kick Some Mass or physician, Jeffrey Ruterbusch D.O.,
to perform my recommended mammogram screening and breast exam.

I also understand that certain types of breast cancer, once present, may be stimulated by estrogen including my
own body's estrogen, and taking estrogen therapy with a present/active breast cancer may worsen the chances of
survival.

I also understand there are possible benefits associated with this therapy but that no guarantee has been made to
me regarding outcomes of this treatment. I also understand that the benefits derived from antioxidants therapy
and vitamin therapy will cease and those derived from hormone therapy and drugs alter hormone levels will
reverse if the therapy is discontinued.

I also understand that if I am female and become pregnant, I should stop the entire protocol immediately and
notify my physician (see separate disclaimer and warning). I understand that this hormone therapy is not for the
purpose of preventing pregnancy, and that if I become pregnant on this therapy it could present risk to the fetus
(unborn child).

My Obligations and Representations

Any questions I have regarding this treatment have been answered to my satisfaction. I understand that I will be
Responsible for administering hormones provided to me. I will comply with recommended dose and methods of
administration. I also agree to participate in the initial and subsequent hormone testing, as required to safely
monitor and treat my hormone levels.

I certify that I am under the regular care of another physician (Primary Care Physician, OBGYN, Urologist, etc.)
for all other medical condition. I will consult my physician(s) for any other medical services I may require. I
understand that this is a specialized practice. I also understand that I will continue under the care of my other
physician(s) for any on-going medical consultation that I may need.

Being aware of all aforementioned facts and notices in this document, and after weighing potential risks vs
potential benefits, I elect to commence the aforesaid treatment at Kick Some Mass with physician, Jeffrey
Ruterbusch D.O., and assume full liability for any adverse effects that may result from the proposed treatment. I
waive any claim in law or equity for redress of any grievance that I may have concerning or resulting from the
therapy, except as that claim pertains to grossly negligent administration of the therapy.

I fully understand the nature and purpose of portions of the aforementioned treatment may be considered
experimental because of lack of adequate scientific evidence or peer-reviewed publications supporting the
underlying premise of bio identical hormone replacement therapy and that such therapy might even be
considered by some medical professionals to be medically unnecessary because it is not aimed at treating a
particular disease.



I understand that I may suspend or terminate treatment at any time and hereby agree Immediately notify the
physician or any desire to suspend or terminate this treatment so that such suspension or termination may be

done safely.

Consent

I hereby authorize my physician to evaluate and treat the conditions I specified on the above pages (this is a 5-
page document). I understand my physician may be assisted by other health care professionals, as necessary, and
agree to their participation in my care as it relates to the evaluation and treatment of the conditions this Consent
to Treat covers. I certify that I am older than 18 years of age or older, am competent to sign this Consent to Treat,
and have done so of my own free will.

Patient Name (please print)

Signature of Patient

Date

Kick Some Mass Signature
(Staff/Physician/Healthcare Practitioner)

Date

Witness Signature: Date:




