
Name (Last, First, M.I.) DOB:
Age: Email Address:
Street Address:
City: State: Zip:
Home Phone Number: Cell Phone Number:
Driver's License Number:
May we send you a text message reminder the day before your appointment?
How did you hear about New You Wellness Center?

Billboard Coupon Direct Mailing Employee Internet
Newspaper Patient/Friend Radio Walk-in Magazine

Which Dr. / Friend, if any referred you ?

Chief complaint / Reason for visit:

Decreased sex drive Hot flashes Night sweats Poor concentration 

Pain during sex Vaginal dryness Sleeplessness Breast discomfort

Weight gain Fatigue Irregular or missed periods

Emotional changes (mood swings, mild depression, irritability)

Date symptoms began: 

Severity of symptoms: Moderate

Any Modifying Factors: Timing of Symptoms:

Have you had a Comprehensive Physical Exam within the last 12 months? Yes No
Have you had an EKG in the last 12 months? Yes No
If Yes, was it normal? Yes No

Women Only:
How old were you at the onset of menstruation?
Date of last menstruation?
How often do you get your period (days)?
Name of Birth Control
Last Well Women Exam:
Last mammogram:
Number of pregnancies: Number of live births:
Are you pregnant, trying for pregnancy or currently breastfeeding? Yes No
Heavy periods, irregularity, spotting, pain, or discharge? Yes No

SevereMild Mild to Moderate

PLEASE PLACE A CHECK IN THE BOXES, IN RELATION TO YOUR HISTORY AND SYMPTOMS

WELCOME TO NEW YOU WELLNESS CENTER
WOMEN'S PATIENT REGISTRATION FORM

Social Security Number:

Patient Health History



Medication Name Reaction

Medication Name Strength Frequency

Decreased sex drive Unusual Sweating

Breast Discomfort Hot Flashes

Breast Enlargement Loss of axillary or pubic hair 

Weight gain Decreased muscle mass

Lack of energy Recent deterioration of work performance

Fall asleep after dinner Decreased ability to play sports

Sleep disturbances Decreased strength/energy

Lost height Sad, grumpy or moodiness

Decreased enjoyment Problem with memory/concentration
of life

Hot flashes Night sweats

Breast Tenderness Hot flashes

Edema/Bloating Depression

Emotional/Weepiness Memory lapse

Mood swings Bladder infections

Foggy thinking Painful intercourse

Red flush on face Vaginal dryness

Migraine Headaches

Estrogen Excess Estrogen Deficiency

Allergies to Medications

Prescribed Medications and OTC drugs, Dietary Supplements
(including vitamins, inhalers, etc.)

Androgen Deficiency Review of Systems
Check which of these symptoms are troublesome and have persisted over time. 

Primary Symptoms

Secondary Symptoms

Estrogen



Insomnia

Weight gain

Anxious/Depression

Heavy bleeding

Gallbladder problems

Drowsiness PMS/PMDD

Edema Insomnia

Breast Tenderness Early miscarriage

Mood swings Mood instability

Loss of Libido Anxiety

Cyclical Headaches

Lumpy Breasts

Sleep disturbances Decreased libido Sugar Craving

Heart palpitations Hair loss Allergies

Bone loss Stress Chemical sensitivity

Headaches Increased facial hair Stress

Fatigue Increased body hair Cold body temperature

Weight gain -- waist Acne Irritable

Cold body temperature Nervous Arthritis 

Loss of muscle mass Breast Cancer Heart palpitations

Sugar cravings Irritable Aches/pains

Thinning skin Anxious

Progesterone
Progesterone Excess Progesterone Deficiency

Adrenals
Cortisol Excess Cortisol Deficiency



Elevated triglycerides Memory Lapses

Heat intolerance Cold Intolerance

Voice has become hoarse Constipation

Heart palpitations Fatigued/weakness

Weight loss Unexplained weight gain

Tremors/shakiness Inability to lose weight

Diarrhea Stress

Nervousness/anxious/panic attacks Cold body temperature

Muscle weakness Irritable

Difficulty conceiving/Infertility Lack of motivation

Coarse dry skin Muscle cramps

Insomnia Aches/pains
History of Cardiac Disorder / Event NONE

Myocardial infarction Date:
Cerebrovascular accident Date:
Thrombosis / Embolism Date:
Coronary artery bypass graft surgery / CABG Date:
Aortic Valve Disorder Date:
Mitral Valve Disorder Date:
Endocarditis Date:
Pericarditis Date:
Cardiomyopathy Date:
Cardiac conduction disorder (AV block, Bundle Branch block, Mobitz type II AV) Date:
Cardiac Arrhythmia (Atrial fibrillation/flutter, Paroxysmal supraventricular tachycardia, etc.)Date:
Heart failure (congestive heart failure, etc.) Date:

Past Medical History NONE

Prior Hormone Replacement Therapy Diabetes I Anemia
Diabetes II Hemochromatosis

Sleep Apnea: Hypothyroidism Bleeding disorder:
Snoring Enlarged Thyroid Obesity
Chronic Kidney Disease Enlarged Prostate Cottonseed Allergy
Abnormal Liver function Hx of Prostate Cancer History of Seizures
Heart Disease: Hypogonadism Cancer:

Thyroid
Thyroid Excess Thyroid Deficiency



High Blood Pressure: Depression Cardiovascular Disease
High Cholesterol Anxiety Blood Clot
Peripheral Artery Disease HIV Chest pain
Chronic Lymph Node Enlargement Mumps Heart Attack
Inability to have children Acid Reflux Heart Failure
COPD Gout Stroke
Insomnia Headaches (frequent) Other:

Endometriosis Fibroids Polycystic Ovarian Disease (PCOS)

Past Surgical History No history of genitourinary surgery
WOMEN

Hysterectomy Partial Total
Other urinary system surgeries:
Other surgeries:

Family History Negative

Family history of prostate cancer
First degree relative
Family history of cardiovascular disease 

Heart Attack Stroke
Family history of endocrine disease
Diabetes
Family history of breast cancer
Family history of ovarian cancer
Other

EXERCISE
How often are you physically active for 20 minutes or longer

Never 1-2 x/week 3-4 x/week 5+ x/week
Which type(s) of exercise do you do? (check all that apply).

Walking Running Weights Other:
Do you have any barriers that limit your ability to safely exercise? Yes No
Please check all that apply

Work Medical Condition Lack of Motivation Pain Family
Other:

CAFFEINE
Rank your caffeine intake:

High Medium Low None
What do you typically drink during the day

Water Juice Tea or Coffee Cola Other
How many cups per day?

ALCOHOL
Do you drink alcohol? Yes No

If yes, what kind? Beer Liquor Wine
How many drinks per week?

0 1-3 x/week 4-6 x/week >6

For Women Only

Reproductive DisorderHypothyroidism Delayed Puberty

Social History



TOBACCO
Do you use tobacco? Yes No
Cigarettes -- pks/day? How many years?

DRUGS
Do you currently use recreational drugs? Yes No
Have you ever given yourself street drugs with a needle? Yes No

SEX
Are you sexually active? Yes No
If yes, are you trying for pregnancy? Yes No
Do you desire more children? Yes No
If not trying for a pregnancy, list contraceptive or barrier method you are using?

DIET
Are you dieting? Yes No
If yes, are you on a physician prescribed medical diet? Yes No
How many meals do you eat on an average a day?
Rank your salt intake High Medium Low
Rank your fat intake High Medium Low

Marital status: Single Partnered Married Separated
Divorced Widowed

Occupation:

Women's Hormone Replacement Therapy Consent Form
It is important to New You Wellness Center that you understand the risks and benefits associated with Hormone 
Replacement Therapy (HRT) before beginning or continuing treatment. HRT is not a new area of medicine, however 
the treatment modalities employed by New You Wellness Center may involve innovative therapies and there are no 
guarantees with respect to the treatment prescribed. You should also be aware of alternatives to HRT, including not 
receiving HRT treatment, leaving hormone levels as they are, and treating age-related diseases as they appear. It is 
important that you consider the information we provide and discuss the information carefully with your Provider. 
Be sure that you are doing what is right for you. If you are unsure, then you should refuse and/or discontinue 
treatment. Many women suffer from symptoms associated with inadequate hormone levels. These symptoms are 
often related to menopause or aging. Such symptoms may include inability to lose weight, vision loss due to macular 
degeneration, sleep difficulties, increased hot flashes, night sweats, decreased cognitive function, decreased libido, 
fatigue, or anxiety and bone loss. These symptoms may be treatable utilizing hormones. The therapeutic objective of 
HRT is to optimize hormone levels, helping to reduce symptoms. HRT is considered by some insurance providers as a 
form of alternative medicine. This means that some treatment options as New You Wellness Center may not be 
covered by your specific health insurance. You will be required to separately pay for these services at the time they 
are rendered if your insurance does not cover them. 

The hormones that may be prescribed as part of treatment may include Estrogen, Progesterone, and Testosterone, as 
well as other treatments for thyroid function, and Vitamins D and B12, where indicated. Recommended treatment in 
some instances may include "off-label" drug use of FDA-approved medications such as testosterone. Off label use 
means use of FDA-approved medications for additional indications, where determined to be appropriate by the 
treating physician. Currently testosterone is only FDA-approved for use in men. If your treatment includes 
testosterone, your Provider must review the information on the following page with you before you commence 
treatment. Ask any questions that you may have, and be certain before commencing treatment. There are a number 
of potential side effects related to HRT. You should discuss each of these with your provider. Side effects may include 
bloating, breakthrough bleeding, breast swelling and tenderness, clitoris enlargement, fluid retention, weight gain, 
liver cysts, mood swings, increased red blood cells, acne, hair growth, vocal changes, sleep apnea, or heightened 
cholesterol. In some patients there could be increased risk of endometrial, uterine or breast cancer, blood clots, 
stroke, gallbladder disease or high blood pressure. Certain types of HRT have a higher risk, and each woman's own risk 
can vary depending on her healthy history and lifestyle. 



Patient Name: Date:

The hormones that may be prescribed as part of treatment may include Estrogen, Progesterone, and Testosterone, as 
well as other treatments for thyroid function, and Vitamins D and B12, where indicated. Recommended treatment in 
some instances may include "off-label" drug use of FDA-approved medications such as testosterone. Off label use 
means use of FDA-approved medications for additional indications, where determined to be appropriate by the 
treating physician. Currently testosterone is only FDA-approved for use in men. If your treatment includes 
testosterone, your Provider must review the information on the following page with you before you commence 
treatment. Ask any questions that you may have, and be certain before commencing treatment. There are a number 
of potential side effects related to HRT. You should discuss each of these with your provider. Side effects may include 
bloating, breakthrough bleeding, breast swelling and tenderness, clitoris enlargement, fluid retention, weight gain, 
liver cysts, mood swings, increased red blood cells, acne, hair growth, vocal changes, sleep apnea, or heightened 
cholesterol. In some patients there could be increased risk of endometrial, uterine or breast cancer, blood clots, 
stroke, gallbladder disease or high blood pressure. Certain types of HRT have a higher risk, and each woman's own risk 
can vary depending on her healthy history and lifestyle. 

________________I understand that I will have periodic blood tests to monitor my blood levels of each hormone and I 
consent to such testing. I understand that the physical exam by New You Wellness Center does NOT replace a full 
physical exam by my personal physician, and I agree to have my personal physician (not New You Wellness Center) 
perform a full physical exam including a lipid profile, cholesterol profile, mammogram, pap smear and full metabolic 
panel, not less than annually. 

________________I am not pregnant, and am not planning on becoming pregnant, and am not at risk of becoming 
pregnant. I do not have and have not been diagnosed with cancer. 

________________I have read and understand, that there may be complications arising from or related to treatment 
as described above, and explained by my treating medical provider. I have had an opportunity to discuss my past 
medical and health history including any serious problems and/or injuries, as well as my family history of diseases 
and conditions, with my Provider. All of my questions concerning the risks, benefits, and alternatives to treatment 
have been answered. I am satisfied with the answers and desire to commence treatment, knowing the risks and 
potential side effects involved. 

It is important that you provide an accurate and complete medical history to your Provider. Please tell your Provider 
if you have used alcohol or illicit drugs prior to your treatment visit. You can learn more about potential side effects 
associated with each hormone at www.NewYouWellnessCenter.com, or medwatch.com. You and your Provider 
need to discuss the risks and benefits of treatment. You should not participate in HRT if you are, or are thinking of, 
becoming pregnant. You should not participate in HRT if you are at risk for becoming pregnant (premenopausal or 
not currently taking birth control) without specifically discussing the risks involved with your Provider. You should 
not participate in HRT if you have, or have been treated for certain types of cancer. 

This is my consent for New You Wellness Center, including any physician, healthcare provider or nurse who works 
with the New You Wellness Center physicians or staff, to begin treatment for Hormone Replacement Therapy.

________________I understand that each patient is different and there are no guarantees as to results obtainable from 
HRT treatment. HRT is not a cure, and if I stop treatment, symptoms may return or worsen. 

________________Prices for treatment have been fully explained to me. I will be charged the current price for the 
therapeutic options I chose.

Consent to Have Blood Drawn for Treatment/Testing
I authorize the medical staff at New You Wellness Center to obtain a blood sample for the purpose of determining 
specific laboratory test levels. 
Consent to Obtain Medication History
I authorize New You Wellness Center to obtain my medication history from the e-prescribing network system. This 
information will be used by the providers of New You Wellness Center for the sole purpose of keeping a current and 
accurate listing of medications. 
Patient Statement of Understanding
I have read and fully understand the above information related to insurance and participation in New You Wellness 
Center's weight loss and hormone program. I have also had the opportunity to ask questions regarding these issues. I 
am aware that I will receive an appropriate receipt of payment for my personal use as I see fit to do so. I understand 
the specifics of these receipts and limitations as described in this document. I accept these specific policy rules. 



Patient Signature:

Provider Name: Date:

Provider
I have reviewed each of the foregoing with the patient, including discussing the potential risks and benefits of 
treatment, the patient's complete medical and health history and relevant family medical history. The patient has 
been provided the opportunity to ask questions concerning the risks, benefits, and alternatives to treatment, and 
desires to (circle one) commence / refuse treatment. 


