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PATIENT INFORMATION

Full Name :_________________________      DOB ____________           Date:_______

Home Address : _____________________  City & State _________     Zip Code______

Phone: ___________________

LIFESTYLE ASSESSMENT

To help us see where we can make your  life better, please check the following that are troublesome and/or persist over time:

	WOMEN


	

	Low energy □
	Irritable □

	Low sex drive □
	Breast tenderness □

	Fatigue / Burned out feeling □
	Water retention □

	Weight gain □
	Vaginal dryness □

	Thinning hair □
	Difficulty with orgasm □

	Hot flashes □
	Heavy or irregular cycle □

	Night sweats □
	Cramps □

	Headaches □
	Fibrocystic breasts □

	Depression / Anxiety □
	Menopause / Post-MP bleeding □

	Foggy brain / Memory lapse □
	History of thyroid issues □

	Chronic pain □
	Other:

	
	

	
	

	
	

	
	


	MEN
	

	Low energy
	Chest/nipple sensitivity

	Low sex drive
	Erectile performance

	Fatigue / Burned out feeling
	Night sweats

	Weight gain
	Poor concentration

	Thinning hair
	Muscle cramps

	Headaches
	Chronic pain

	Decreased urine flow
	Irritable

	Increased urinary urge
	Depression / Anxiety

	Exercise intolerance
	Difficulty sleeping

	
	Other: 

	
	

	
	

	
	


	SKIN (both men and women)


	

	Wrinkles / Fine lines
	Sagging cheeks

	Loose or sagging skin
	Acne, Rosacea

	Sunspots, hyperpigmentation
	


	GASTROINTESTINAL  (both men 

and women)


	

	Bloating after meals
	Upset stomach

	Sugar cravings
	History of ulcer

	Constipation
	

	
	


Any current (medications) prescriptions (or OTC) , allergies?

Any major surgeries or hospitalizations ?

What Treatments

_______________________                               _________________                __________________

Print Name                                                                       Sign                                  Date
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Informed Consent for Peptide Therapy

Please initial each point acknowledging you have read and understand each one:

______ Peptides are amino acids that have biological activity which mimic certain hormones within the body. Peptides have the ability of increasing certain naturally producing hormones within the body to illicit a certain effect which will be discussed by Leonard Einstein, APRN , Nurse Practitioner at You & I Medical Aesthetic Spa. Certain peptides are FDA approved for the treatment of various diseases while other peptides are investigational new drugs that are not FDA approved to be marketed for consumption inof humans even though clinical trials have shown them to have a favorable safety profile.

______ Peptide therapy for the purpose of preventative care, weight loss, performance enhancement, anti-aging, and any additional condition discussed by Leonard Einstein, APRN , Nurse Practitioner at You & I Medical Aesthetic Spa is considered by the FDA to be “off-label use.” 

______ Peptide therapy can be administered either orally, subcutaneously, intramuscularly, intravenously, or intranasally. The various preparations will be discussed with me by Leonard Einstein, APRN , Nurse Practitioner at You & I Medical Aesthetic Spa

______ Peptide therapies being administered by Leonard Einstein, APRN , Nurse Practitioner at You & I Medical Aesthetic Spa are prepared by registered compounding pharmacies that comply with all state and federal regulations.

______ I acknowledge that Leonard Einstein, APRN , Nurse Practitioner at You & I Medical Aesthetic Spa is not be responsible for any manufacturing issues related to peptides prepared by compounding pharmacies and that the sole responsibility for sterility, potency, and safety lie with these pharmacies. 

______ I understand that peptide therapies are not necessarily approved for my medical conditions and they are not a medical necessity, rather, they are an adjunctive and complimentary therapy to my treatment plan. Therefore, I acknowledge that it is an elective treatment option.

______ (WOMEN ONLY) There has been little research regarding the safety of peptide therapy in pregnant and breast-feeding women. I certify that I am not pregnant nor plan on becoming pregnant while on peptide therapy.

______ I understand that with any drug, peptide therapies can carry potential side effects, including but not limited to:

Rash, fever, nausea, vomiting, allergic reactions, decreased insulin sensitivity, flushing, headache, fatigue, lightheadedness, abdominal cramping, joint pain, fluid retention, and additional side effects not listed that will be discussed during your evaluation with Leonard Einstein, APRN , Nurse Practitioner at You & I Medical Aesthetic Spa
______ I understand that alternatives to peptide therapy are:


Doing nothing


FDA approved standard medication treatments


Referral to specialists.


Surgery

______ I acknowledge that there are no guarantees relating to the efficacy of peptide therapies and that Leonard Einstein, APRN , Nurse Practitioner at You & I Medical Aesthetic Spa and his team are not responsible for my individual performance and ability to also exercise and diet.

______ I certify that I will notify Leonard Einstein, APRN , Nurse Practitioner at You & I Medical Aesthetic Spa immediately if I have any concerns or side effects by calling to (954)-655-6559 

______ I certify that I have had the risks and benefits discussed with me about peptide therapy and that I have had all my questions and concerns answered to my satisfaction by Leonard Einstein, APRN , Nurse Practitioner at You & I Medical Aesthetic Spa

______ I hereby voluntarily consent to be evaluated and treated by Leonard Einstein, APRN , Nurse Practitioner at You & I Medical Aesthetic Spa  with the goal of improving my health, performance, and possibly delaying the effects of aging through peptide therapies.

Name 








Date

Witness







Date

APRN (Provider)






  Date
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Informed Consent for Blood Draw

I, ________________________________________________ (DOB: ____/_____/_____), do hereby consent to the drawing of a blood sample for the purpose of medical treatment. I understand that the risks involved with blood draws include, but are not limited to, discomfort at the site of the blood draw, possible bruising, redness and swelling around the site, bleeding at the sight, feeling of lightheadedness when blood is being drawn, and rarely, an infection at the site of the blood draw. I understand and accept that data derived from this blood draw is considered preliminary only and does not constitute any kind of diagnosis. It is my responsibility for initiating a follow-up examination to confirm results and obtain professional advice and medical treatment. Minds in Motion will keep my results confidential and will only release information to other organizations with my consent. 

Printed Name: ______________________________________Date____________________ 

Signature:_____________________________________________________________________

Witness: __________________
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Medical Office Treatment Record 

Full Name ________________________________  DOB __________   Appointment Date_________

Physician M.D / N.P ____________________      Treatment Type ___________________________

Pre-Treatment Checklist:

Weight _________ lbs./kgs                Measurements (Waist) _________ inches      BP________ mmHg                   New Medicines since last treatment _________________

Allergies ________________              Labs Done: ____________________________________

Labs commonly ordered: 

CBC _____            CMP _____     Hb A1C_____      Fasting Insulin _______       C Peptide _______

IGF-1____              TSH ______    Prolactin ______     LFTs _____             AST ____   ALT _____

BUN _____             Thyroid Panel _____       Free T3 _____       Free T4 _____   Testosterone ______

Free Testosterone _____

	Family Medical History:


	Current Medications/Frequency:

	Past Medications (within the last 6 months) Surgeries:
	Last time you have visit Primary Care Physician?



	Reason for today’s visit 


	Symptoms/Signs patient is experiencing:


	Physician / APRN,NP   recommendations: 



	Physician / APRN,NP   treatment plan: 




	Treatment notes: 




Physician / APRN, NP-C Name: ____________________          Signature _____________________

