PARIKH PSC 844 CENTRAL AVENUE ASHLAND, KY 41101 #606-393-6193

Name: Date of birth:

HORMONE REPLACEMENT
FEE ACKNOWLEDGMENT
& INSURANCE DISCLAIMER

Preventative medicine and bioidentical hormone replacement is a unique practice and is considered a
form of alternative medicine. Even though the physicians and nurses are board certified as medical
doctors, nurses, nurse practitioners and/or physician assistants, insurance does not recognize bioidentical
hormone replacement as necessary medicine BUT rather more like plastic surgery (aesthetic medicine).
Therefore, bioidentical hormone replacement is not covered by health insurance in most cases.

Insurance companies are not obligated to pay for our services (consultations, insertions or pellets, or blood
work done through our facility). We require payment at time of service and, if you choose, we will provide
a form to send to your insurance company with a receipt showing that you paid out of pocket. WE WILL
NOT, however, communicate in any way with insurance companies.

This form and your receipt are your responsibility and serve as evidence of your treatment. We will not call,
write, pre-certify, appeal nor make any contact with your insurance company. If we receive a check from
your insurance company, we will not cash it but will return it to the sender. Likewise, we will not mail it to
you. We will not respond to any letters or calls from your insurance company.

For patients who have access to Health Savings Account, you may pay for your treatment with that credit
or debit card. Some of these accounts require that you pay in full ahead of time, however, and request
reimbursement later with a receipt and letter. This is the best idea for those patients who have an HSA as
an option in their medical coverage. It is your responsibility to request the receipt and paperwork to submit
for reimbursement.

New patient office Visit fee . o DY

Female hormone pellet INSertion fee .. $350 .

We accept the following forms of payment:

Print name:

Signature: Date:
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PARIKH PSC 844 CENTRAL AVENUE ASHLAND, KY 41101 #606-393-6193

Name: Date of birth:

HIPAA INFORMATION
AND CONSENT FORM

The Health Insurance Portability and Accountability 2. Itis the policy of this office to remind patients of
Act (HIPAA) provides safeguards to protect your their appointments. We may do this by telephone,
privacy. Implementation of HIPAA requirements e-mail, U.S. mail, or by any means convenient for
officially began on April 14, 2003. Many of the policies the practice and/or as requested by you. We may
have been our practice for years. This form is a send you other communications informing you of
“friendly” version. A more complete text is posted changes to office policy and new technology that
in the office. you might find valuable or informative.

3. The practice utilizes a number of vendors in the

What this is all about: Specifically, there are rules and '
conduct of business. These vendors may have

restrictions on who may see or be notified of your X
Protected Health Information (PHI). These restrictions access to PHI but must agree to abide by the
do not include the normal interchange of information confidentiality rules of HIPAA.

necessary to provide you with office services. HIPAA 4. You understand and agree to inspections of the

provides certain rights and protections to you as the office and review of documents which may include
patient. We balance these needs with our goal of PHI by government agencies or insurance payers in
providing you with quality professional service and normal performance of their duties.

care. Additional information is available from the
U.S. Department of Health and Human Services,
www.hhs.gov.

5. You agree to bring any concerns or complaints
regarding privacy to the attention of the office
manager or the doctor.

We have adopted the following policies: 6. Your confidential information will not be used
for the purposes of marketing or advertising of
1. Patient information will be kept confidential except products, goods, or services.

as is necessary to provide services or to ensure that 7
all administrative matters related to your care are
handled appropriately. This specifically includes

the sharing of information with other health-care 8. We may change, add, delete, or modify any of
providers, laboratories, health insurance payers as is these provisions to better serve the needs of both

. We agree to provide patients with access to their
records in accordance with state and federal laws.

necessary and appropriate for your care. Patient files
may be stored in open file racks and will not contain
any coding which identifies a patient’s condition or
information which is not already a matter of public
record. The normal course of providing care means
that such records may be left, at least temporarily,
in administrative areas such as the front office,
examination room, etc. Those records will not be
available to persons other than office staff. You
agree to the normal procedures utilized within the
office for the handling of charts, patient records,
PHI, and other documents or information.

the practice and the patient.

9. You have the right to request restrictions in the use
of your protected health information and to request
change in certain policies used within the office
concerning your PHI. However, we are not obligated
to alter internal policies to conform to your request.

| do hereby consent and acknowledge my
agreement to the terms set forth in the HIPAA
INFORMATION FORM and any subsequent changes
in office policy. | understand that this consent shall
remain in force from this time forward.

| ACKNOWLEDGE THAT | HAVE RECEIVED A COPY AND UNDERSTAND THE INSTRUCTIONS ON THIS FORM.

Print name:

Signature: Date:
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PARIKH PSC 844 CENTRAL AVENUE ASHLAND, KY 41101 #606-393-6193

Name: Date of birth:

FEMALE PATIENT
QUESTIONNAIRE & HISTORY

"//7 77‘\\
Name: Date:

Date of birth: Age: Weight: . Occupation:

Home address:

City: State: Zip:

Home phone: Cell phone: Work:

Preferred contact number:

May we send messages via text regarding appts to your cell? [ | Yes | | No

Email address: May we contact you via email? __ Yes [ | No
In case of emergency contact: Relationship:

Home phone: Cell phone: Work:

Primary care physician’s name: Phone:

Address:

Address / City / State / Zip
Marital status (check one): | | Married | | Divorced | | Widow | | Living with partner | | Single

In the event we cannot contact you by the means you have provided above, we would like to know if we have
permission to speak to your spouse or significant other about your treatment. By giving the information below you
are giving us permission to speak with your spouse or significant other about your treatment.

Name: Relationship:

Home phone: Cell phone: Work:
e N

Social:

[ ] 1am sexually active. OR [ ] 1 want to be sexually active. [ ] I'do not want to be

Yy
| I have completed my family. OR "] I have NOT completed my family. sexually active.
| | My sex life has suffered. OR [ ] I'have not been able to have an
orgasm or it is very difficult.

o J
e N

Habits:

a day. [ | use caffeine
per week. | | | drink more than 10 alcoholic beverages a week.

[ | I smoke cigarettes or cigars perday. | |luse e-cigarettes

a day.

[ ] I drink alcoholic beverages
\ /
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PARIKH PSC 844 CENTRAL AVENUE ASHLAND, KY 41101 #606-393-6193

Name: Date of birth:

FEMALE PATIENT
QUESTIONNAIRE & HISTORY conrmuen

/ N\

Drug allergies

Drug allergies: If yes, please explain:
Have you ever had any issues with local anesthesia? | | Yes [ | No Do you have a latex allergy? [ | Yes | | No

Medications currently taking:

Current hormone replacement? | | Yes [ | No If yes, what?

Past hormone replacement therapy:

. S/

-~ N
Family history:

| | Heart disease | | Diabetes [ | Osteoporosis | | Alzheimer's/dementia | | Breast cancer | | Other

o /
/- N/ N
Pertinent medical/surgical history: Birth control method:
| | Breast cancer | ] Fibrocystic breast or breast pain [ ] Menopause
[ ] Uterine cancer [ | Uterine fibroids | | Hysterectomy
varian cancer rregular or heavy periods ubal ligation
Ovari | | h iod Tubal ligati
| ] Polycystic ovaries/PCOS | | Menstrual migraines | | Birth control pills
[ | Acne [ ] Hysterectomy with removal [ ] Vasectomy
[ ] Excess facial/body hair of ovaries [ ]1UD
| Infertility [ ] Partial hysterectomy (uterus only) 1 Infertility
| | Endometriosis | Ophorectomy removal [ | Other
] ] of ovaries only
| | Epilepsy or seizures

. PN S/
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PARIKH PSC 844 CENTRAL AVENUE ASHLAND, KY 41101 #606-393-6193

Name: Date of birth:

FEMALE PATIENT
QUESTIONNAIRE & HISTORY conrmuen

Medical history:

[ | High blood pressure or hypertension | | Stroke and/or heart attack
| | Heart disease [ | HIV or any type of hepatitis
| | Atrial fibrillation or other arrhythmia [ | Hemochromatosis

| ] Blood clot and/or a pulmonary embolism [ ] Psychiatric disorder

| | Depression/anxiety [ ] Thyroid disease

[ | Chronic liver disease (hepatitis, fatty liver, cirrhosis) | | Diabetes

[ | Arthritis | Thyroid disease

[ | Hair thinning [ ] Lupus or other autoimmune disease
[ | Sleep apnea [ ] Other

| | High cholesterol

FEMALE PATIENT PACKAGE 8



PARIKH PSC 844 CENTRAL AVENUE ASHLAND, KY 41101 #606-393-6193

Name:

Date of birth:

PELLET INSERTION CONSENT FOR FEMALES

My physician/practitioner has recommended bioidentical hormone
therapy delivered by a pellet inserted under my skin for treatment of
symptoms | am experiencing related to low hormone levels.

The following information has been explained to me prior to receiving
the recommended therapy.

OVERVIEW

Bioidentical hormones are hormones that are biologically identical

to that made in my own body. The levels of active estradiol and/or
testosterone made by my body have decreased, and therapy using
these hormones may have the same or similar effect(s) on my body

as my own naturally produced hormones. The pellets are a delivery
mechanism for estradiol and/or testosterone, and bioidentical hormone
replacement therapy using pellets has been used since the 1930'’s.
There are other formulations of estradiol and testosterone replacement
available, and different methods can be used to deliver the therapy.
There are no commercially available forms of testosterone, however,
that are formulated specifically for use in women. The risks associated
with pellet therapy are generally similar to other forms of replacement
therapy using bioidentical hormones.

PELLET ACTIVE INGREDIENTS
| understand that (please initial by the appropriate statement):

| am receiving pellets today that contain
testosterone only.

| am receiving pellets today that contain
estradiol and testosterone.

| am receiving pellets today that contain
testosterone and anastrozole.

RISKS/COMPLICATIONS OF TESTOSTERONE

Risks associated with pellet insertion may include: bleeding from
incision site, bruising, fever, infection, pain, swelling, pellet extrusion
which may occur several weeks or months after insertion, reaction
to local anesthetic and/or preservatives, allergy to adhesives from
bandage(s), steri strips or other adhesive agents.

Some individuals may experience one or more of the following
complications with testosterone: acne, abnormal bleeding or a change
in menstrual cycle (if patient has a uterus), anxiety, breast or nipple
tenderness or swelling, insomnia, depression, mood swings, fluid

and electrolyte disturbances, headaches, increase in body hair, fluid
retention or swelling, mood swings or irritability, rash, redness, itching,
lack of effect (typically from lack of absorption), transient increase in
cholesterol, nausea, retention of sodium, chloride and/or potassium,
weight gain or weight loss, thinning hair or female pattern baldness,
hypersexuality (overactive libido) or decreased libido, overproduction
of estrogen (called aromatization) or an increase in red blood cell
formation or blood count (erythrocytosis). The latter can be diagnosed
with a blood test called a complete blood count (CBC). This test should
be done at least annually. Erythrocytosis can be reversed simply by
donating blood periodically, but further workup or referral may be
required if a more worrisome condition is suspected.

If you are planning to start or expand your family soon, please talk
to your provider about other options.

RISKS/COMPLICATIONS OF ESTRADIOL (ONLY

APPLICABLE IF RECEIVING ESTRADIOL IN THE PELLETS)

The side-effects of estradiol are similar to those listed above for
testosterone. Additionally, there is some risk, even when using

Witness name: Signature:

bioidentical hormones, that estrogens may cause existing cases of some
breast cancers to grow more rapidly. This risk may also apply to some
undiagnosed forms of breast cancer.

Using estrogen-alone (without progesterone) may increase the chance
of getting cancer of the uterus. Endometrial sampling (biopsy) or
surgery may be required if abnormal bleeding occurs.

Please initial if you are postmenopausal, have a uterus, and are getting estradiol.

| understand that | have a uterus and am receiving
postmenopausal dosing of estradiol. | agree to take
progesterone as directed by my health care provider
while receiving estradiol.

RISKS/COMPLICATIONS OF ANASTROZOLE

(ONLY APPLICABLE IF RECEIVING ANASTROZOLE

IN THE PELLETS)

Anastrozole is a type of medication called an aromatase inhibitor.
Aromatase inhibitors limit or prevent the conversion of testosterone into
estrogen. Aromatase inhibitors can be used for a variety of conditions
but are most commonly used in patients with a history of estrogen
receptor positive breast cancer.

Anastrozole should not be used in pregnant women and should be

used with caution in women with pre-existing ischemic heart disease.
Anastrozole in pellets should not be given to premenopausal women nor
to women taking oral aromatase inhibitors (anastrozole or letrozole) or
selective estrogen receptor modulators (tamoxifen or raloxifene).

The amount of anastrozole used in pellets is very low. The most common
side-effects for women taking anastrozole are hot flashes, joint pain, and
muscle pain. Because of the low dose in the pellet, these effects are not
usually seen with this type of therapy, however.

CONSENT FOR TREATMENT:

| agree to immediately report any adverse reactions or problems that
may be related to my therapy to my physician or health care provider’s
office, so that it may be reported to the manufacturer. Potential
complications have been explained to me, and | acknowledge that | have
received and understand this information, including the possible risks
and potential complications and the potential benefits.

| also acknowledge that the nature of bioidentical therapy and other
treatments have been explained to me, and | have had all my questions
answered. | understand that follow-up blood testing will be necessary
four (4) weeks after my initial pellet insertion and then at least one time
annually thereafter. | also understand that although most patients will
receive the correct dosage with the first insertion, some may require
dose changes.

| understand that my blood tests may reveal that my levels are not
optimal which would mean | may need a higher or lower dose in the
future. Furthermore, | have not been promised or guaranteed any
specific benefits from the insertion of testosterone pellets.

| accept these risks and benefits, and | consent to the insertion of
testosterone pellets under my skin performed by my provider. This
consent is ongoing for this and all future insertions in this facility until |
am no longer a patient here, but | do understand that | can revoke my
consent at any time. | have been informed that | may experience any of
the complications to this procedure as described above.

| have read or have had this form read to me.

Date:

Print name: Signature:

Date:
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