       Rejuvenate Your Life Weight Loss and Wellness Center

4102 W Linebaugh Ave Suite 100 Tampa Fl 33624
Tel (813) 960-3436 Fax (813) 960-3735
Patient Information Form

Patient Name: (Last)




(First)



     (MI)


SSN: _____________________________________ Driver’s License No: ___________________

Date of Birth: 




_____  Age: 

 Sex:  M ______    F ______

Patient Address: 











City: 






 State: 
         Zip: 
______


Home Phone: 





 Cellular: 
_______



Office Phone: ______________________________ Occupation: _________________________

Referred by: _______________________________________________________

[ ] Doctor [ ] Friend/Family Member [ ] Newspaper [ ] Yellow Pages [ ] Internet [ ] Other_____

In Case of Emergency who should be notified?

Name: 


_________________________________________
                      ____ 

Relationship: 
______________________________________________________



Phone No: _________________________________________________________



Primary Care Physician:

Name: ________________________________________________________________________

Address: ______________________________________________________________________

City: 






 State: 


 Zip: 



Phone No:   ________________________________ Fax No: ____________________________

Financial Policy:

Thank you for selecting Dr. Gil Emmanuel A. Mejia for your health care needs. We are honored to be of service to you and your family. This is to inform you of our billing requirements and our financial policy. Please be advised that payment for all services will be due at the time services are rendered, unless prior arrangements have been made. For your convenience, we accept Visa, MasterCard and checks.

I agree that should this account be referred to an agency or an attorney for collection, 

I will be responsible for all collection costs, attorney’s fees and court costs.

I have read and understand all of the above and have agreed to these statements.

Patient’s Signature





   Date
       Rejuvenate Your Life Weight Loss and Wellness Center

4102 W Linebaugh Ave Suite 100 Tampa Fl 33624

Tel (813) 960-3436 Fax (813) 960-3735
Name: 






 Date: ____________________________________

Nutrition Evaluation: (Strictly Confidential)
1. Are you in good health at the present time to the best of your knowledge? [  ]Yes  [  ]No

2. How did you hear about Rejuvenate your Life Weight Loss and Wellness Center?








______________________________
______

3. How long have you been thinking about joining an organize Weight loss Program?

______________________________________________________________________________
4. When did you begin to gain weight?
[  ] After Childbirth [  ] After Marriage [  ] After Employment Change [  ] During a stressful period

5. How long have you been overweight? 
[  ] 1 year or less [  ] 2 to 5 years [  ] 6 to 10 years [  ] Greater than 10 years

6. What was your highest adult weight (non- pregnant) ? _________ Age at this weight _________
7. What was your lowest adult weight? ________________________ Age at this weight _________
8. What do you feel is the reason for your weight problem?
[  ] Frequently overeat [  ] Enjoy fattening foods [  ] Lack of activity [  ] Hereditary 

[  ] Other ______________________________________________________________________

9. Why do you want to lose weight? 
[  ] Health Reasons [  ] Appearance [  ] Promote Social Activity [  ] Special Occasion 

[  ] Other ______________________________________________________________________

10. Previous Weight Loss Program you have followed? Give dates and results of your weight loss:

a. Self Directed Program   ____________________________________________________

b. Medications                 ____________________________________________________  

c. Organized Diet Program ____________________________________________________  

d. Organized Exercise       ____________________________________________________

11. Is your spouse, fiancée or partner overweight? [ ]
Yes  [  ] No

12. By how much is he or she overweight? 





____________
13. How often do you eat out? 







______


14. What restaurants do you frequent?







______
15. How often do you eat “fast foods?”







______

16. Who plans meals? 



 Cooks? 


 Shops? 
______
17. Do you use a shopping list?

Yes
No

18. What time of day and on what day do you shop for groceries? 



_______
19. Food allergies: 








______

20. Food dislikes: 








____________

21. Food you crave: 









______
22. Any specific time of the day or month do you crave food? 






23. Do you drink coffee or tea?
Yes
No    How much daily? 






24. Do you drink cola drinks?     Yes      No     How much daily? 


______

25. Do you drink alcohol?
          Yes
No

What Kind ? 


 How much? 



 Weekly? 
____________

26. How many ounces of water do you drink each day? ____________________________________

27. How many servings of fruit do you eat each day?  _____________________________________

28. How many servings of vegetables do you eat each day? ________________________________

29. Do you use a sugar substitute? 

 Butter? 

 Margarine? 

______
30. Do you awaken hungry during the night?
Yes
No

31. What do you do? 









______
32. What are your worst food habits? 





______



33. Snack Habits:

What? 



 How much? 



 When? 

_______

34. When you are under a stressful situation at work or family related, do you tend to eat more? Explain:______________________________________________________________________________________________________________________________________________________

_______________________________________________________________________________

35. Do you think you are currently undergoing a stressful situation or an emotional upset? Explain:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________
36. Behavior style: (answer only one)
a. You are always calm and easygoing.

b. You are usually calm and easygoing.

c. You are sometimes calm with frequent impatience.

d. You are seldom calm and persistently driving for advancement.

e. You are never calm and have overwhelming ambition.

f. You are hard-driving and can never relax.

Please describe your general health goals and improvements you wish to make: 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
LIFESTYLE/ PROFESSIONAL ACTIVITY

37. Describe your usual energy level:___________________________________________________

38. How would you rate the activity level of your profession or what you do during the day? 

[ ] Sedentary (Seated work with little movement and little or no leisure activity

[ ] Moderately Active ( Seated work with requirement to move but little strenuous leisure activity.

[ ] Active(Standing Work)

[ ] Very Active (Strenuous work or highly active leisure activity)

39. Do you do any type of exercise? 

[ ] No. Please explain why not  _____________________________________________________

[ ] Yes. Please list activities and its frequency _________________________________________

______________________________________________________________________________

BEHAVIOURAL CONCERN
40. Do you binge on food? (Note: binge refers to eating an amount of food that is definitely larger than most people would at one time ( a whole pizza, a half gallon of ice cream) not just a large portion or snacking. 

     [  ] Yes    [  ] No   If Yes, How Often? _______________________________________________           

41. Do you ever feel you cannot stop eating or control what you are eating? 

[  ] Yes    [  ] No   If Yes, How Often? _______________________________________________           

42. Do you ever eat more rapidly than normal? 

[  ] Yes    [  ] No   If Yes, How Often? _______________________________________________           

43. Do you ever eat until you are uncomfortably full? 

[  ] Yes    [  ] No   If Yes, How Often? _______________________________________________           

44. Do you ever eat when you are not hungry? 

[  ] Yes    [  ] No   If Yes, How Often? _______________________________________________           

45. Do you ever eat alone to hide how much you eat? 

[  ] Yes    [  ] No   If Yes, How Often? _______________________________________________           

46. Do you ever feel depressed or very guilty after overeating? 

[  ] Yes    [  ] No   If Yes, How Often? _______________________________________________           

47. Do you eat in late evening or middle of the night? 

[  ] Yes    [  ] No   If Yes, How Often? _______________________________________________           

48. Do you use diuretics/ water pills to lose weight? 

[  ] Yes    [  ] No   If Yes, How Often? _______________________________________________           

49. Do you use laxatives to lose weight? 

[  ] Yes    [  ] No   If Yes, How Often?________________________________________________

50. Do you make yourself vomit?

[  ] Yes    [  ] No   If Yes, How Often? _______________________________________________           

51. Do you have any triggers that cause you to overeat?

[  ] Yes    [  ] No   If Yes, Please list them below _______________________________________________________________________________

_______________________________________________________________________________

52. Is your weight interfering with your daily activities? 

[  ] Yes    [  ] No   If Yes, Please explain below ______________________________________________________________________________

______________________________________________________________________________

PROGRAM GOALS

53. What goals are you hoping to accomplish through the program?

[ ] Weight Loss 

[ ] Increased physical activity 

[ ] Maintain/improve eating habits 

     
[ ] Other ____________________________________________________________________

54. In what time frame do you expect to reach your desired weight? _______________________

55. What are your weight expectations? 

a. Dream Weight ________________________

b. Happy Weight ________________________

c. Acceptable Weight ____________________

d. Unacceptable Weight __________________

56. How motivated are you to lose weight? 

[ ] Very 

[ ] Moderately 

[ ] Somewhat 

[ ] A little 

[ ] Not at all

57. How committed are you to making lifestyle changes? 

[ ] Very 

[ ] Moderately 

[ ] Somewhat 

[ ] A little 

[ ] Not at all

58. What do you feel are your barriers to permanent weight loss? 

[ ] Lack of motivation 

[ ] No Support (family/friends 

[ ] Lack of Knowledge about Nutrition/Exercise

[ ] Time issues 

[ ] Other _____________________________________________________________________

This information will assist us in assessing your particular problem areas and establishing your medical management. Thank you for your time and patience in completing this form.

        Rejuvenate Your Life Weight Loss and Wellness Center

4102 W Linebaugh Ave Suite 100 Tampa Fl 33624

Tel (813) 960-3436 Fax (813) 960-3735
Weight-Loss Consumer Bill of Rights

Florida Statute 501.0575 outlines the rights of consumers seeking professional weight-loss services. Please read these rights below:

A. WARNING: Rapid weight loss may cause serious health problems. Rapid weight loss is        

    weight loss of more than 1½ pounds to 2 pounds per week or weight loss of more than 1

    percent of body weight per week after the second week of participation in a weight-loss

    program.

B. Consult your personal physician before starting any weight-loss program. 

C. Only permanent lifestyle changes, such as making healthful food choices and increasing

    physical activity, promote long-term weight loss. 

D. Qualifications of this provider are available upon request. 

You have a right to: 

1. Ask questions about the potential health risks of this program and its nutritional content, psychological support, and educational components; 

2. Receive an itemized statement of the actual or 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 reviewed and approved the weight-loss program according to 

s.468-505 (1)(j), Florida Statutes.

Required to be posted by section 501.0575 of Florida Statutes

I have read the above:

Patient’s Signature




  Date

         Rejuvenate Your Life Weight Loss and Wellness Center

4102 W Linebaugh Ave Suite 100 Tampa Fl 33624

Tel (813) 960-3436 Fax (813) 960-3735
Weight Loss Program Consent Form
I ______________________________________ authorize Dr. 





 and whomever they designate as their 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, and 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 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 program 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.

I have read and fully understand this consent form and I realize I should not sign this form if all items 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 doctor now before signing this consent form.

Date: 






Time: 






Witness: 





Patient: 




                                                              









(Or person with authority to consent for patient)

         Rejuvenate Your Life Weight Loss and Wellness Center

4102 W Linebaugh Ave Suite 100 Tampa Fl 33624

Tel (813) 960-3436 Fax (813) 960-3735

Clinic Procedures

Please initial, indicating you understand and agree with the following statements then sign below. If under the age of twenty-one (21) a parent or guardian must also sign.

_____
The number of patients we see each day is limited and by appointment only. Missed appointments cause additional expense and inconvenience to other patients. Please notify us twenty-four (24) hours in advance if you are unable to keep your appointment. 

_____ Most Health Insurance Companies (Champus, Blue Cross, Medicare and Medicaid) do not provide coverage for treatment of obesity. Therefore we do not take any form of payment from third party companies and all services must be paid for at the time services are rendered by cash, check, or credit card. 

_____ I understand any treatments rendered are solely for the purpose of weight control. The diagnosis and treatment of other illnesses and disease are not the responsibility of this clinic. If I become Ill, become pregnant or will have a major surgery,  I will discontinue any diet or medication from this clinic until it is determined safe to resume the weight control program (please call if uncertain) 

_____ If my treatment includes the prescription of appetite suppressant medication, I will carefully follow the instructions given, notify the doctor of any change in my medical history (especially heart or blood pressure problems) and not resell the medication nor will share it with any friend or family member, ever. I will not visit other doctors for the purpose obtaining additional or duplicate medication of the same type.

_____ Guarantees: The results of any weight loss program varies and there is no guarantee that this program will provide the results you seek. It depends on your personal effort, commitment  compliance and dedication. 

_____ No Returns. We do not and cannot resell any products returned to us. This is to protect you, our valued customer, from possible tampered products. Because of the nature of our products, all sales are final. The only exception to this policy is if you were given the wrong item.

_____ In case of emergency in any form, please call your doctor or 911 immediately.

Patient’s Signature: _________________________________ Date: _________________

Guardian’s Signature: _______________________________ Date: _________________

Staff Signature: ____________________________________ Date: _________________

Patient Consent to the Use and Disclosure of Health Information

for Treatment, Payment, or Healthcare Operations

I, _______________________, understand that as part of my health care, Dr. Gil Emmanuel A. Mejia’s and or Rejuvenate your Life and it’s staff originates and maintains paper and/or electronic records describing my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment. I understand that this information serves as:

•
A basis for planning my care and treatment,

•
A means of communication among the many health professionals who contribute to my care,

•
A source of information for applying my diagnosis and surgical information to my bill

•
A means by which a third-party payer can verify that services billed were actually provided, and

•
A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals

I understand and have been provided with a Notice of Information Practices that provides a more complete description of information uses and disclosures. I understand that I have the following rights and privileges:

•
The right to review the notice prior to signing this consent,

•
The right to object to the use of my health information for directory purposes, and

•
The right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or health care operations

I understand that Dr. Gil Emmanuel A. Mejia and/or Rejuvenate your Life and its staff are not required to agree to the restrictions requested.  I understand that I may revoke this consent in writing, except to the extent that the organization has already take action in reliance thereon.  I also understand that by refusing to sign this consent or revoking this consent, this organization may refuse to treat me as permitted by Section 164.506 of the Code of Federal Regulations.

I further understand that Dr. Gil Emmanuel A. Mejia and/or Rejuvenate your Life and its staff reserves the right to change their notice and practices and prior to implementation, in accordance with Section 164.520 of the Code of Federal Regulations.  Should Dr. Gil Emmanuel A. Mejia and/or Rejuvenate your Life and its staff change their notice, they will send a copy of any revised notice to the address I’ve provided (whether U.S. mail or, if I agree, email).

I wish to have the following restrictions to the use or disclosure of my health information:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

I understand that as part of this organization’s treatment, payment, or health care operations, it may become necessary to disclose my protected health information to another entity, and I consent to such disclosure for these permitted uses, including disclosures via fax.

I fully understand and accept / decline the terms of this consent. 

_________________________________                                          ______________________________

Patient’s Signature






Date

FOR OFFICE USE ONLY

[   ]  Consent received by ____________________________________ on ________________________.

[   ]  Consent refused by patient, and treatment refused as permitted.

[   ]  Consent added to the patient’s medical record on ______________________________.

         Rejuvenate Your Life Weight Loss and Wellness Center

4102 W Linebaugh Ave Suite 100 Tampa Fl 33624

Tel (813) 960-3436 Fax (813) 960-3735

Informed Consent for Appetite Suppressants
I. Procedure And Alternatives:
1. I,_______________________________________________ (patient or patient’s guardian) authorize Dr._____________________________________ to assist me in my weight reduction efforts. I understand my treatment may involve, but not be limited to, the use of appetite suppressants for more than 12 weeks and when indicated in higher doses than the dose indicated in the appetite suppressant labeling. 

2.  I have read and understand my doctor’s statements that follow:

“Medications, including the appetite suppressants, have labeling worked out between the makers of the medication and the Food and Drug Administration. This labeling contains, among other things, suggestions for using the medication. The appetite suppressant labeling suggestions are generally based on shorter term studies (up to 12 weeks) using the dosages indicated in the labeling.

“As a bariatric physician, I have found the appetite suppressants helpful for periods far in excess of 12 weeks, and at times in larger doses than those suggested in the labeling. As a physician, I am not required to use the medication as the labeling suggests, but I do use the labeling as a source of information along with my own experience, the experience of my colleagues, recent longer term studies and recommendations of university based investigators. Based on these, I have chosen, when indicated, to use the appetite suppressants for longer periods of time and at times, in increased doses.

“Such usage has not been as systematically studied as that suggested in the labeling and it is possible, as with most other medications, that there could be serious side effects (as noted below).

“As a bariatric physician, I believe the probability of such side effects is outweighed by the benefit of the appetite suppressant use for longer periods of time and when indicated in increased doses. However, you must decide if you are willing to accept the risks of side effects, even if they might be serious, for the possible help the appetite suppressants use in this manner may give.”

3.  I understand it is my responsibility to follow the instructions carefully and to report to the doctor treating me for my weight any significant medical problems that I think may be related to my weight control program as soon as reasonably possible.

4.  I understand the purpose of this treatment is to assist me in my desire to decrease my body weight and to maintain this weight loss. I understand my continuing to receive the appetite suppressant will be dependent on my progress in weight reduction and weight maintenance.

5.  I understand there are other ways and programs that can assist me in my desire to decrease my body weight and to maintain this weight loss. In particular, a balanced calorie counting program or an exchange eating program without the use of the appetite suppressant would likely prove successful if followed, even though I would probably be hungrier without the appetite suppressants.

II. Risks of Proposed Treatment:
      I understand this authorization is given with the knowledge that the use of the appetite suppressants for more than 12 weeks and in higher doses than the dose indicated in the labeling involves some risks and hazards. The more common include:  nervousness, sleeplessness, headaches, dry mouth, weakness, tiredness, psychological problems, medication allergies, high blood pressure, rapid heart beat and heart irregularities. Less common, but more serious, risks are primary pulmonary hypertension and valvular heart disease. These and other possible risks could, on occasion, be serious or fatal.

III. Risks Associated with Being Overweight or Obese:
        I am aware that there are certain risks associated with remaining overweight or obese. Among them are tendencies to high blood pressure, to diabetes, to heart attack and heart disease, and to arthritis of the joints, hips, knees and feet. I understand these risks may be modest if I am not very much overweight but that these risks can go up significantly the more overweight I am.

IV. No Guarantees:
       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 program will be successful. I also understand that I will have to continue watching my weight all of my life if I am to be successful.

V. Patient’s Consent:

       I have read and fully understand this consent form and I realize I should not sign this form if all items have not been explained, or any questions I have concerning them have not been answered to my complete satisfaction. I have been urged to take all the time I need in reading and understanding this form and in talking with my doctor regarding risks associated with the proposed treatment and regarding other treatments not involving the appetite suppressants.

WARNING

IF YOU HAVE ANY QUESTIONS AS TO THE RISKS OR HAZARDS OF THE PROPOSED TREATMENT, OR ANY QUESTIONS WHATSOEVER CONCERNING THE PROPOSED TREATMENT OR OTHER POSSIBLE TREATMENTS, ASK YOUR DOCTOR NOW BEFORE SIGNING THIS CONSENT FORM.

DATE:__________________________________    TIME:___________________________________

PATIENT:_________________________________WITNESS:___________________________

                  (or person with authority to consent for patient)

VI. PHYSICIAN DECLARATION:
       I have explained the contents of this document to the patient and have answered all the patient’s related questions, and, to the best of my knowledge, I feel the patient has been adequately informed concerning the benefits and risks associated with the use of the appetite suppressants, the benefits and risks associated with alternative therapies and the risks of continuing in an overweight state. After being adequately informed, the patient has consented to therapy involving the appetite suppressants in the manner indicated above. 

Physician’s Signature

         Rejuvenate Your Life Weight Loss and Wellness Center

4102 W Linebaugh Ave Suite 100 Tampa Fl 33624

Tel (813) 960-3436  Fax (813) 960-3735

Waiver of Childproof Containers
Federal regulations require packaging of most medications in child-resistant containers for households where young children are present. The purpose of the regulations is to prevent accidental ingestion.

If you prefer that we DO NOT use this type of packaging for your needs, please sign the waiver below for our records.

Please Use Conventional Packaging for My

Medications and/or Nutritional Supplements

Print Name: 








Signature: 



______




Witness: 


______





Date: 








Release of Medical Records
To: _________________________________________________________________________

      _________________________________________________________________________

I am undertaking a medically supervised weight loss program with Dr. Gil Emmanuel Mejia and this letter authorizes your office to release the results of my most recent examination, blood test and EKG to the office listed below: Thank you. 

Rejuvenate Your Life Weight Loss and Wellness Center

4102 W Linebaugh Ave Suite 100 Tampa Fl 33624

Tel (813) 960-3436 Fax (813) 960-3735
Printed Name:    







Signature:          







Date:                 



______



Witness:           _________________________________________

CONFIDENTIAL

The information contained and transmitted herein is intended for the individual or entity designated above. Any dissemination, distribution, or copying is unauthorized and strictly prohibited Please notify our office immediately if you receive this information in error. Any information erroneously transmitted to your office should immediately be returned to us by US MAIL, or if granted by the sender be destroyed.
