GLOBAL
MEDICAL CENTER

REGENERATIVE MEDICINE OF LOUISIANA

NEW MALE PATIENT PACKAGE

In order to determine if you are a candidate for bio-identical testosterone, we need lab work and
your health history forms. We will evaluate your information to determine if Hormone Replacement
Therapy can help you live a healthier life. If possible please complete the following task before your
appointment.

AT LEAST 1 WEEK BEFORE YOUR

OComplete medical history form DComplete lab work

It is your responsibility to find out if your insurance company will cover the cost of labs, and which lab to go
to. Please note that it can take up to a week for your lab results to be received by our office. If you are not
insured or have a high deductible, call our office for self-pay lab work. Our preferred lab is CPL (Clinical
Pathology Laboratories); they are located at Southern Surgical Hospital, 1700 Lindberg Drive Slidell, LA
70458 and are open Monday-Friday 8AM — 4PM (closed 12PM-1PM).

Your blood work panel MUST include the following test:

OCBC OLH

COComplete Metabolic Panel OTSH

OLipid Panel (must be fasting) OT3, Free

OVitamin D, 25-Hydroxy OT4, Free

OPSA Total OT.P.O. Thyroid Peroxidase
OTestosterone Free & Total OlEstradiol

OSHBG

Post Hormone Replacement Therapy labs needed 4-6 weeks from start date:

OCBC OFSH
OComplete Metabolic Panel OSHBG
OLipid Panel (must be fasting) OLH

OTestosterone Free & Total



PATIENT QUESTIONNAIRE

Name: Today’s Date:

(LAST) (FIRST) (MIDDLE)
Date of Birth: Age: Weight: Occupation:
Home Address:
City: State: Zip:
Home Phone: Cell Phone: Work:
E-Mail Address: May we contact you via E-Mail? o YES 0 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): O Married O Divorced O Widow O Living with Partner O Single

In the event we cannot contact you by the means you've 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.

Spouse’s Name: Relationship:
Home Phone: Cell Phone: Work:

Any known drug allergies:

Have you ever had any issues with anesthesia?

oNo oYes, please explain
Current Medications:

Current Hormone Replacement Therapy:

Past Hormone Replacement Therapy:

Nutritional/Vitamin Supplements:

Surgeries, list all and when:




MEDICAL HISTORY

Medical llinesses:

o Anxiety

o Arrhythmia

o Arthritis

o Blood clot/pulmonary emboli

o Chronic liver disease (hepatitis, fatty liver, cirrhosis)
o Diabetes

o Depression

o Elevated PSA

o Fibromyalgia

o Heart attack

o Heart bypass

0 Heart disease

o Hemochromatosis

o Hepatitis or HIV (any form)

o High blood pressure

o High cholesterol

o Hypertension

o Lupus or other auto immune disease
o Prostate enlargement

O Prostate exam in the last 12 months

o Psychiatric disorder

o Stroke

o Testicular or prostate cancer

o Thyroid disease

o Trouble passing urine or take Flomax or Avodart
o Cancer (type): Year:

Social:

o | am sexually active

o | want to be sexually active

o | have completed my family

o | have had a vasectomy

o My sex has suffered

o | haven't been able to have an orgasm

o | have used steroids for athletic purposes

Habits:

o | Smoke cigarettes or cigars a day.
o | drink alcoholic beverages a week.
o | drink 10+ alcoholic beverages/ week.

o | use caffeine a day.

Family History:

o Alzheimer's Disease
O Breast Cancer

0O Diabetes

O Heart Disease

o Osteoporosis



SYMPTOM CHECKLIST

ACNE

DECLINE IN GENERAL WELL
BEING

FATIGUE

JOINT PAIN/MUSCLE ACHE
EXCESSIVE SWEATING
SLEEP PROBLEMS
INCREASED NEED FOR SLEEP
IRRITABILITY
NERVOUSNESS

ANXIETY

DEPRESSED MOOD
EXHAUSTION/ LACKING
VITALITY

DECLINING MENTAL ABILITY/
FOCUS/CONCENTRATION
FEELING YOU HAVE PASSED
YOUR PEAK

FEELING BURNED OUT/ HIT
ROCK BOTTOM

DECREASED MUSCLE
STRENGTH

WEIGHT GAIN/ BELLY FAT/
INABILITY TO LOSE WEIGHT
RAPID HAIR LOSS
MIGRAINES/ HEADACHES
FEMALES

FACIAL HAIR

BREAST TENDERNESS
VAGINAL DRYNESS

HOT FLASHES

|\ YA\ S

BREAST DEVELOPMENT
SHRINKING TESTICLES
DECREASED BEARD GROWTH
DECREASED MORNING
ERECTIONS

DECREASED DESIRE/ LIBIDO
DECREASED ABILITY TO
PERFORM SEXUALLY
INFREQUENT OR ABSENT
EJACULATIONS

NO RESULTS FROM E.D.
MEDICATIONS




HORMONE REPLACEMENT FEE

ALTHOUGH MORE INSURANCE COMPANIES ARE REIMBURSING
PATIENTS FOR THE HORMONE REPLACEMENT THERAPY, THERE IS
NO GUARANTEE. YOU WILL BE RESPONSIBLE FOR PAYMENT IN FULL
AT THE TIME OF YOUR PROCEDURE. UPON REQUEST, WE WILL GIVE
YOU THE NECESSARY PAPERWORK FOR YOU TO SEND AND FILE
WITH YOUR INSURANCE COMPANY FOR REIMBURSEMENT.

NEW PATIENT CONSULT FEE $125
FEMALE HORMONE PELLET INSERTION FEE $350
MALE HORMONE PELLET INSERTION FEE $650
INITIAL INJECTABLE TESTOSTERONE RX $ 300
ADDITIONAL INJECTABLE TESTOSTERONE RX $ 200
INITIAL LABS $250
FoLLow UpP LABS $150

WE ACCEPT THE FOLLOWING FORMS OF PAYMENT:.

MASTER CARD, VISA, AMERICAN EXPRESS, PERSONAL CHECK,
DISCOVER, AND CASH.

PRINT NAME:
SIGNATURE: DATE.:
OFFICE STAFF: DATE:




GLOBAL
MEDICAL CI:N 'ER

REGENERATIVE MEDICINE OF LOUISIANA

INFORMED CONSENT FOR BIO-IDENTICAL HORMONE REPLACEMENT THERAPY

Please read and review this consent form and ask questions for clarification if needed. Then, initial each statement indicating
understanding and agreement, and sign at the bottom of the form.

STATEMENT OF PATIENT:

__ lunderstand that along with the benefits of any medical treatment or therapies, there are both risks and potential
complications to treatment, as well as not being treated. Those risks and potential complications have been explained to me. |
have not been promised or guaranteed any specific benefit from the administration of these therapies and no warranty or
guarantee has been made regarding the results of treatment. | agree to proceed with treatment and to comply with
recommended dosages.

__ lagree to comply with requests for ongoing testing to assure proper monitoring of my treatments that may include
laboratory evaluation of all aforementioned hormone levels or other diagnostic testing by a physician, my primary care
physician, or other specialist. | agree to see my primary care physician, gynecologist, or other practitioner for regular
monitoring and for preventative measures that may include but are not limited to complete physicals, rectal examinations
and/or colonoscopy, EKG, mammograms, pelvic/breast exams, pap smears, prostate exams, PSA levels, etc.

__ |l agree to immediately report to my physician any adverse reaction or problem that might be related to my therapy. |
understand that along with the benefits of any medical treatment or therapies, there are both risks and potential complications
to treatment, as well as to not being treated. Those risks and potential complications have been explained to me and | agree
that | have received information regarding those risks, potential complications and benefits, and the nature of bio-identical and
other hormone treatments and have had all my questions answered. Furthermore, | have not been promised or guaranteed
any specific benefit from the administration of bio-identical hormone therapy.

| have been informed that insurance companies may not pay for physician evaluation, laboratory testing, and
medications. | therefore agree to pay for all services including physician evaluation, laboratory tests and pharmacy charges,
with the understanding that | may not be reimbursed by my insurance company.

___ | certify this form has been fully explained to me, that | have read it or have had it read to me. | have been educated on
the benefits, risks, and possible adverse reactions associated with bio-identical hormone replacement therapy. | have been
given the opportunity to ask any questions about hormone replacement therapy, potential complications, required testing, and
costs and have had them answered to my satisfaction. | agree not to undergo any treatments unless | fully understand the
treatment and have discussed possible risks and benefits. | fully understand what | am signing and hereby request and
consent to treatment using bioidentical hormone replacement therapy.

SIGNATURE OF PATIENT: DATE:

NAME (PRINT):

STATEMENT OF PRESCRIBER: | have explained the therapy, its intended benefits and risks, and possible reactions to the patient. |
have confirmed that the patient understands the risks and benefits, has no further questions and gives consent to initiate bio-identical
hormone replacement therapy.

SIGNATURE OF PRESCRIBER: DATE:




WHAT MIGHT OCCUR AFTER A PELLET INSERTION

A significant hormonal transition will occur in the first four weeks after the insertion of your hormone
pellets. Therefore, certain changes might develop that can be bothersome.

0 HORMONAL.: Most people experience significant improvement in general well-being with HRT.
Especially in younger men, there is a risk that testosterone HRT can suppress the development
of sperm and reduce the sperm count during therapy. However, to date, this appears to be a
reversible process and once testosterone is discontinued, the sperm count is restored.

o FLUID RETENTION: Testosterone stimulates the muscle to grow and retain water, which may result
in a weight change of two to five pounds. This is only temporary. This happens frequently with
the first insertion, and especially during hot, humid weather conditions.

0 OVERPRODUCTION OF RED BLOOD CELLS: This is known as erthrocytosis. Testosterone
can sometimes stimulate the bone marrow to produce more red blood cells causing the blood to
become too viscous (thick). Close monitoring of your blood count will allow early detection. This
condition can simply be reversed by donating blood if ordered by your provider.

0 SWELLING OF THE HANDS & FEET: This is common in hot and humid weather. It may be
treated by drinking lots of water, reducing your salt intake, taking cider vinegar capsules daily,
(found at most health and food stores) or by taking a mild diuretic, which the office can prescribe.

0 MOOD SWINGS/IRRITABILITY: These may occur if you were quite deficient in hormones. They
will disappear when enough hormones are in your system. 5-HTP can be helpful for this
temporary symptom and can be purchased at many health food stores.

0 FACIAL BREAKOUT: Some pimples may arise if the body is very deficient in testosterone. This lasts
a short period of time and can be handled with a good face cleansing routine, astringents and
toner. If these solutions do not help, please call the office for suggestions and possibly
prescriptions.

0 HAIR LOsSsS: This is rare and usually occurs in patients who convert testosterone to DHT. Dosage
adjustment generally reduces or eliminates the problem. Prescription medications may be
necessary in rare cases.

0 HAIR GROWTH: Testosterone may stimulate some growth of hair on your chin, chest, nipples and/or
lower abdomen. This tends to be hereditary. You may also have to shave your legs and arms
more often. Dosage adjustment generally reduces or eliminates the problem.

0 BREAST: Breast or nipple sensitivity may occur. This is due to testosterone being converted to an
excess of estrogen in the body and an increase in blood supply to the breast tissue. An estrogen-
blocking medication can be prescribed if symptoms develop. To date, there has been no
evidence connecting testosterone HRT to breast cancer.

| acknowledge that | have received a copy and understand the instructions on this form.

Patient Initials

Melissa Brown, ANP-BC



POST-INSERTION INSTRUCTIONS

A significant hormonal transition will occur in the first four weeks after the insertion of your hormone
pellets. Therefore, certain changes might develop that can be bothersome.

0 Your insertion site has been covered with two layers of bandages. Remove the outer pressure bandage
any time after 3 days. It must be removed as soon as it gets wet. The inner layer is either waterproof
foam tape or steri-strips. They should be removed in 7 days.

0 We recommend putting an ice pack on the insertion area a couple of times for about 20 minutes each
time over the next 4 to 5 hours. Be sure to place something between the ice pack and your
bandages/skin. Do not place ice packs directly on bare skin.

0 Do not take tub baths or get into a hot tub or swimming pool for 7 days. You may shower but do not
scrub the site until the incision is well healed (about 7 days).

0 No major exercises for the incision area for the next 7 days, this includes running, elliptical,
squats, lunges, etc.

0O The sodium bicarbonate in the anesthetic may cause the site to swell for 1-3 days.

O The insertion site may be uncomfortable for up to 2 to 3 weeks. If there is itching or redness you may
take 50 mg Benadryl for relief orally every 6 hours. Caution this can cause drowsiness!

O You may experience bruising, swelling, and/or redness of the insertion site which may last from a few
days up to 2 to 3 weeks.

O You may notice some pinkish or bloody discoloration of the outer bandage. This is normal.

0 If you experience bleeding from the incision, apply firm pressure for 5 minutes.

O Please call if you have any bleeding not relieved with pressure (not 0ozing), as this is NOT normal.
O Please call if you have any pus coming out of the insertion site, as this is NOT normal.

REMINDERS:

Remember to go for your post-insertion blood work 4-6 weeks after the insertion. Most men will
need reinsertions of their pellets 5-6 months after their initial insertion. Most women will need re-
insertions of their pellets 3-4 months after their initial insertion.

Please call as soon as symptoms that were relieved from the pellets start to return to make an
appointment for a re-insertion. The charge for the second visit will only be for the insertion and not
a consultation.

ADDITIONAL INSTRUCTIONS:

| acknowledge that | have received a copy and understand the instructions on this form.

Patient Initials

Melissa Brown, ANP-BC



