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Weight Loss, Primary Care, Pain Management Center




Demographic Face Sheet Form

Patient Name: _________________   _________________ ____

                                             Last                                                                  First                                                               M
SS# ____________ Date of Birth ____/____/____ Sex: M / F

Street Address _______________________ Apt/Suite _________

City _________________ State _________ Zip ______________

Home _____________ Work ____________ Cell ____________

Email 











*How did you hear about us? ________________________
Would you be interested in any of the following Services?

⁮ Free Mezolean Weightloss and Cellulite Reduction Consultation

⁮ Guaranteed Weight Loss Program $399
⁮ 3 Month Prescription Weight Loss $199

⁮ Primary Care

⁮ Auto Accident Treatment

I have filled out the above form to the best of my knowledge. I have also read and/or had explained to me the informed consent for phentermine. I have had all of my questions answered to my satisfaction.
Patient Signature: _____________________ Date: ___________
Patient History Data Sheet

Name: _____________________ Age: ______ Date: __________

Current Medication:

1.





2.




         3.





4.                                                                             5.                                                                    6.
Allergies to Medications: ________________________________

___________________________________________________

Previous Surgeries: ____________________________________

___________________________________________________

Weakness or fatigue
Y/N
Hay fever or dust/mold allergy 
Y/N

Recent weight loss
Y/N
Food sensitivity or intolerance
Y/N

Blurred vision

Y/N
Heartburn or acid reflux

Y/N

Double vision

Y/N
Chemical sensitivity


Y/N

Trouble hearing

Y/N
Diarrhea




Y/N

Ringing in ears

Y/N
Ulcers




Y/N

Ear pain


Y/N
Frequent use of antacids

Y/N

Ear infection

Y/N
Kidney problems



Y/N

Dizziness/vertigo

Y/N
Joint pain of stiffness


Y/N

Stuffy nose


Y/N
Skin rashes




Y/N

Sinus trouble

Y/N
Headaches




Y/N

Frequent nose bleeds
Y/N
Numbness in face, legs, arms

Y/N
Frequent sore throat
Y/N
Seizures




Y/N

Teeth/mouth pain
Y/N
Arm/Leg weakness


Y/N

Hoarseness in voice
Y/N
Blackouts or fainting


Y/N
Difficulty swallowing
Y/N
Trouble speaking



Y/N

Lumps in neck

Y/N
Confusion or memory loss

Y/N

Pain in neck

Y/N
Nervousness or increased stress
Y/N

Heart trouble

Y/N
Sleep problems



Y/N

Palpitations

Y/N
Moodiness 




Y/N

High blood pressure
Y/N
Thyroid problems


Y/N

Cough


Y/N
Diabetes




Y/N

Asthma or wheezing
Y/N
Shortness of Breath


Y/N

Easy bruising/bleeding
Y/N
Anemia




Y/N

Current Medical Providers?

1)

2)

3)

4)

5)

FIRSTCOASTMD

PLEASE READ, INITIAL ALL SECTIONS AND SIGN AT BOTTOM

I __________________________ am requesting treatment for a condition which I hereby certify affects me. As a condition of my treatment, I stipulate to accept the following:

1) I am reading and making this agreement while in full possession of my faculties and not under the influence of any substance which might impair my judgment. ________

2) I and I alone am responsible for the protection of my medications and to keep them in my possession at all times. If I lose them, for whatever reason, I will not ask for an early refill. ______

3) I will not participate in the diversion of my medications for illegal use nor will I give them to anyone else. _______

4) The filling of any prescription is a matter between myself and the pharmacy and does not involve this office. ______

5) I will have my prescriptions filled in one and only one pharmacy. I am choosing for my pharmacy, __________________ at __________________ in ___________________

6) I will not seek the same or similar medications from any other source, whether professional or otherwise and if I am, I will notify the physician here. ______

7) I acknowledge that some medications are dangerous, whether alone or in combination with other medications and may lead to excessive sedation, sickness, permanent injury and even death. ______

8) I understand that it may be dangerous for me to operate motor vehicles or other machinery while using these medications and I may be impaired during all activities including work. ______

9) I further accept full responsibility for any sickness, injury or untoward event which may happen to me or anyone else as a result of taking any of the medications prescribed by First Coast MD. _____

10) I understand that the prescription(s) I receive may be under the supervision of many governmental agencies and adherence to regulations is my responsibility. ______

11) I understand that I may undergo medical tests and examinations before and during my treatment at First Coast MD. Those tests include random drug tests and hereby give my permission for them. ______

12) I may be discharged from treatment at any time, for any reason. ______

13) I give my consent to First Coast MD and all its agents to make report to or otherwise cooperate with law enforcement officials or regulatory agencies in any investigation which may arise as a result of or related to my receiving prescriptions as a patient of First Coast MD or if First Coast MD or its agents suspect illegal activity. I waive any and all rights of privacy and privilege in this regard and these authorities may be given full access to my records held by First Coast MD without order of clerk of court. 

14)  (For Females) I also understand that if I become pregnant, or if I am suspicious that I am pregnant, I will notify the staff of the office. I further accept that any medications may cause harm to my embryo/fetus/baby and hold First Coast MD employees and all staff members harmless for injuries to the embryo, fetus/baby. _______

15) I understand that a $25 missed appointment fee will be charged to my account if I do not call and reschedule within 24hrs, this fee is not covered by insurance. 


I understand that no agreement can anticipate all events in medical treatment which may arise and that for myself and my heirs, I will hold harmless First Coast MD and staff for all resultant problems. My initials above indicate that I have read every section and by my signature below I agree to all its terms both explicit and implicit. This agreement supersedes and replaces all previous ones.

__________________________      ________________
Signature                                            Date
Weight-Loss Consumer Bill of Rights
(Required form by FL. Statues 501.0575)
1. The weight-Loss Consumer Bill of Rights shall consist of the following provisions:
1. Warning: rapid weight loss may cause serious health problems. Rapid weight loss is more than 1 ½ to 2 pounds per week or weight loss of more than 1 % of body weight per week after the second week of participation in the weight loss program.

2. Consult your personal physician before starting any weight loss program.

3. Only permanent lifestyle changes, such as making healthful food choices and increasing physical activity, promote long-term weight loss    
4. Qualifications of this provider are available upon request.

You have the right to:     

1. Ask questions about the potential health risks of the program and the nutritional content, psychological support and educational comments.

2. Receive an itemized statement of the estimated price of the weight loss program, including extra products, services, supplements, examinations, and laboratory tests.

3. Know the actual or estimated duration of the program.

4. Know the name, address, and qualifications of the physician, dietitian or nutritionist who has received and approved the weight loss program according to 468.5055(1)(1). Florida Statues

 Patient Signature: _______________________            Date: _______________                                                                                                                                                                                                                                                                                       

Informed Consent for Phentermine
Phentermine HC1

(Appetite Suppressant-Oral)

USES: This medication is used as an appetite suppressant. It is used in conjunction with an overall diet and exercise plan to reduce weight.

HOW TO TAKE THIS MEDICATION: Take on an empty stomach, once daily, 30-60 minutes before breakfast or 1-2 hrs after breakfast. The tablet may be broken or cut in half. Do not crush or chew the tablet. This medication may cause sleeplessness, so avoid taking late in the day.

SIDE EFFECTS: Dry mouth, sleeplessness, irritability, upset stomach or constipation may occur the first few days as your body adjusts to the medication. If these effects persist or become bothersome, inform your healthcare provider.

PRECAUTIONS:  Tell your health care provider your complete medical history especially if you have high blood pressure, cardiovascular disease, an over-active thyroid, glaucoma, Diabetes or emotional problems. Consult with your health care provider if you think you may be pregnant or before breast feeding. Alcohol can increase unwanted side effects of dizziness. Limit alcohol use. This drug is not recommended for use in children. Consult your health care provider or pharmacist for further information.

DRUG INTERACTIONS: Inform your health care provider about all the medications you use (prescription and non-prescription) especially if you take high blood pressure medications, MAO inhibitors, anti-depressants, or any other weight loss medications. Avoid “stimulant” drugs that may increase your heart rate or blood pressure such as decongestants or caffeine. Decongestants are commonly found in over the counter cough and cold medicine.

NOTES: Appetite suppressants are not a substitute for a proper diet. For maximum results, this must be used in conjunction with a diet and exercise program. Do not share medication with others. There is lack of scientific data regarding the potential danger long term use of combination weight loss treatment.

MISSED DOSE: If you miss a dose, do not double dose the next dose. Instead, skip the missed dose and resume your usual dosing schedule.

STORAGE: Store at room temperature away from sunlight and moisture. Keep this and all medications out of reach of children.

Patient:




       Date:






M.D: 





       Date:





Informed Consent for Phentermine
Phentermine HC1

(Appetite Suppressant-Oral)

USES: This medication is used as an appetite suppressant. It is used in conjunction with an overall diet and exercise plan to reduce weight.

HOW TO TAKE THIS MEDICATION: Take on an empty stomach, once daily, 30-60 minutes before breakfast or 1-2 hrs after breakfast. The tablet may be broken or cut in half. Do not crush or chew the tablet. This medication may cause sleeplessness, so avoid taking late in the day.

SIDE EFFECTS: Dry mouth, sleeplessness, irritability, upset stomach or constipation may occur the first few days as your body adjusts to the medication. If these effects persist or become bothersome, inform your healthcare provider.

PRECAUTIONS:  Tell your health care provider your complete medical history especially if you have high blood pressure, cardiovascular disease, an over-active thyroid, glaucoma, Diabetes or emotional problems. Consult with your health care provider if you think you may be pregnant or before breast feeding. Alcohol can increase unwanted side effects of dizziness. Limit alcohol use. This drug is not recommended for use in children. Consult your health care provider or pharmacist for further information.

DRUG INTERACTIONS: Inform your health care provider about all the medications you use (prescription and non-prescription) especially if you take high blood pressure medications, MAO inhibitors, anti-depressants, or any other weight loss medications. Avoid “stimulant” drugs that may increase your heart rate or blood pressure such as decongestants or caffeine. Decongestants are commonly found in over the counter cough and cold medicine.

NOTES: Appetite suppressants are not a substitute for a proper diet. For maximum results, this must be used in conjunction with a diet and exercise program. Do not share medication with others. There is lack of scientific data regarding the potential danger long term use of combination weight loss treatment.

MISSED DOSE: If you miss a dose, do not double dose the next dose. Instead, skip the missed dose and resume your usual dosing schedule.

STORAGE: Store at room temperature away from sunlight and moisture. Keep this and all medications out of reach of children.

Weight-Loss Consumer Bill of Rights
(Required form by FL. Statues 501.0575)
1. The weight-Loss Consumer Bill of Rights shall consist of the following provisions:
5. Warning: rapid weight loss may cause serious health problems. Rapid weight loss is more than 1 ½ to 2 pounds per week or weight loss of more than 1 % of body weight per week after the second week of participation in the weight loss program.

6. Consult your personal physician before starting any weight loss program.

7. Only permanent lifestyle changes, such as making healthful food choices and increasing physical activity, promote long-term weight loss    
8. Qualifications of this provider are available upon request.

You have the right to:     

5. Ask questions about the potential health risks of the program and the nutritional content, psychological support and educational comments.

6. Receive an itemized statement of the estimated price of the weight loss program, including extra products, services, supplements, examinations, and laboratory tests.

7. Know the actual or estimated duration of the program.

8. Know the name, address, and qualifications of the physician, dietitian or nutritionist who has received and approved the weight loss program according to 468.5055(1)(1). Florida Statues

