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Date: _____________________________


Name: ____________________________


Birth Date: _________________________


Address: _______________________________________________________________

City: ____________________ State: _____________ Zip Code: __________________


_______________________  _______________________  ______________________
Home Phone			Cell Phone			Work Phone

Email Address: _________________________________________________________

Occupation: ______________________ Employer: _____________________________

Day Shift: _______		Mid Shift: ________		Night Shift: ____________
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GOT HEALTH? MEDICAL QUESTIONNAIRE
PLEASE INITIAL or CIRCLE NEXT TO CORRECT RESPONSE


1. I__________________________wish to participate in the Got Health? (Resize &Reshape/Lean Express or Lean Express Extreme) Weight Management Programs.

2. I ___ have _____ have not taken phentermine appetite suppressants. If yes, did you have any adverse reactions? List: ________________________________________________

3. I ___ do ______do not have chest pain, chest discomfort, or chest tightness sometimes with exercise or at rest.

4. I ___ do ______ do not have dizziness or fainting spells.

5. I ___ do ______ do not have episodes of shortness of breath.

6. I ___ do ______ do not smoke.

7. I ___ do ______ do not have a heart condition or a history of a heart condition.

8. Any recent operations ____ yes ____ no 

9. Females only: Is there any possibility that you could be pregnant? ___ no ___ yes

10. I have the following medical illness: Hypertension, Diabetes, Thyroid Condition and Asthma.
List all other medical conditions: _____________________________________________

11. I am allergic to the following medications:
______________________________________________________ None ____________
      
12. Please list all current medications:
____________________________________________________________________________________________________________________________________________________________________

13. I understand, in the event of ABNORMAL VITAL SIGNS, MEDICATION INTERACTION OR HEALTH CONDITIONS, I will be given an ALTERNATIVE WEIGHT REDUCTION SUPPLEMENT. __________

14. How did you hear about GOT HEALTH? ___________________________________

The above information is correct and true.

Signature: _________________________________ Date: __________________________

COMPREHENSIVE WEIGHT MANAGMENT DETAILS
Please initial each statement to acknowledge understanding. 
____ $1399-1599 per year / Includes all office visits, all lab & body fat analysis, weigh-in, lipo-injections including additional extreme injections, appetite suppressant, 12month Lean Dome Membership program materials, and EKG if applicable.
____ $199-299 initial visit/ Includes office visit, lab & body fat analysis, weigh-in, lipo-injections, appetite suppressant, program materials and EKG if applicable.
____ $60-120 follow up visit/ Includes office visit, body fat analysis, weigh-in, lipo-injections, appetite suppressant.
____ Lipotropic injections for home administration may be purchased for an additional fee as required based on lab levels.
INSURANCE
____ I understand that GHW&WM makes no guarantees on insurance coverage or reimbursement. GHW&WM may provide me with claim forms as I receive lab work and insertion procedures. I understand that I am responsible for submitting to my insurance company directly. If I request that GHW&WM draft a pre-determination or pre-authorization letter, or complete my submission forms seeking coverage on my behalf, I understand I am responsible for submitting this information to my insurance company. I understand that by drafting this letter or completing any insurance forms, GHW&WM in no way secures or guarantees coverage from my insurance company for any treatment or service completed at GHW&WM. Any reimbursement sent to GHW&WM will be returned via mail to the insurance company the day it is received. GHW&WM will not cash any check and draft an equivalent check to me. At present, GHW&WM does not provide claim forms to patients who have Medicare, Cariten, Tri-Care or any federally funded insurance plan (i.e. government employees) as the claims are not reimbursed.
____ Only one set of claim forms will be issued per patient. You are strongly encouraged to treat these as a cash receipt. This is to protect both patient and provider.
____ I understand that claim forms are issued as services are rendered. Claim forms for future appointments cannot be distributed by law.
FINANCIAL RESPONSIBILTY
____ I understand that I have agreed to weight management and assume the financial responsibility regardless of insurance coverage granted by my insurance company.
____ I accept that payment is due in full at the time of service.
____ I accept that GHW&WM can 100% guarantee that my blood analysis will improve; however, symptom improvement is subjective to each patient. Like all weight management, this is not an exact science, therefore GHW&WM cannot guarantee symptom improvement. However, GHW&WM has treated patients who have received many benefits from or programs.
____ I understand that if I choose to go to an outside laboratory other than the lab provider at GHW&WM, I will be solely responsible for the bill.
____ I understand that any monies paid are NON-REFUNDABLE from any provider (Visa, MC, Discover, Care Credit). If I wish to discontinue treatment prior to receiving all treatments for any reason, I acknowledge that I will be debited at full value cost of services received, not the discounted rate applied to my package. 
GENERAL OFFICE POLICY
____ GHW&WM reserves the right to discharge a patient who exhibits non-compliance with the weight management program as prescribed; is uncooperative; does not follow medical advice; does not keep appointments; does not pay her bill; or is disruptive or unpleasant to the staff. In the event of discharge, the patient will receive written notification with proper notice. The decision to discharge a patient is made by the Medical Provider, not by office staff. If discharged, a patient will receive a release form to authorize GHW&WM to forward medical records to the new provider. The original medical records will be retained by GHW&WM. In the event this occurs, the non- refundable clause still applies.
____ GHW&WM requests that you give 24-hour notice when possible should you need to reschedule or cancel your appointment. If you are more than 10 minutes late for an appointment, GHW&WM reserves the right to reschedule your appointment. If you are running late please notify GHW&WM as soon as possible so we may advice you if your appointment may be held. If you fail to reschedule or cancel within 24-hour of your scheduled appointment a $25 late fee will be charged to your next scheduled visit.
ACCEPTANCE
My signature certifies that I have read the above agreement and acknowledge that I have been encouraged to ask any questions regarding Got Health? Wellness & Weight Management Programs. I understand these services are elective, and my participation is my choice for the betterment of my health. My questions and concerns have been addressed to my satisfaction, and my signature below indicates that I am ready to proceed with weight management program and executes this agreement. It also signifies that the information I have provided in the Patient Information Packet at my consultation is complete and accurate. 
X_________________________________________             ________________________


PATIENT CONSENT FORM

I ___________________________ authorize Tonya M. Turner, WHNP-BC and whomever she designates as her assistants, to help me in my weight reduction efforts. I understand that my program may consist of a balanced deficit diet, a regular exercise program, instruction in behavior modification techniques, and may involve the use of appetite suppressant medications. Other treatment options may include a very low calorie diet, or a protein supplemented diet. I further understand that if the appetite suppressants are used, they may be used for durations exceeding those recommended in the medication package insert. It has been explained to me that these medications have been used safely and successfully in private medical practices as well as in academic centers for periods exceeding those recommended in the product literature.

I understand that any medical treatment may involve risks as well as the proposed benefits. I also understand that there are certain health risks associated with remaining overweight or obese. Risks of this program may include but are not limited to nervousness, sleeplessness, headaches, dry mouth, gastrointestinal disturbances, weakness, tiredness, psychological problems, high blood pressure, rapid heartbeat, and heart irregularities. These and other possible risks could on occasion be serious or even fatal. Risks associated with remaining overweight are tendencies to high blood pressure, diabetes, heart attack and heart disease, arthritis of the joints including hips, knees, feet and back, sleep apnea, and sudden death. I understand that these risks may be modest if I am not significantly overweight, but will increase with additional weight gain.

I understand that much of the success of the program will depend on my efforts and that there are no guarantees or assurances that the programs will be successful. I also understand that obesity may be a chronic, life-long condition that may require changes in eating habits and permanent changes in behavior to be treated successfully.

Informed Consent in my Patient Information Packet, completed at the initial consultation. If my spouse or family member contacts GHW&WM by phone or email and their name(s) are not on the Informed Consent, they will not receive a return call/reply, as this would verify you are a patient. This is for patient protection.

I have read and fully understand this consent form and I realize I should not sign this form if all terms have not been explained to me. My questions have been answered to my complete satisfaction. I have been urged and have been given all the time I need to read and understand this form.

If you have any questions regarding the risks or hazards of the proposed treatment, or any questions whatsoever concerning the proposed treatment or other possible treatments, ask your provider before signing this consent form.

Date: __________________________		Time: _____________________________

Witness: _______________________		Patient: ____________________________
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