Vein + Laser Center

Thank You for choosing us for Bio-Identical Hormone Replacement.

WHAT TO EXPECT AT VISITS

Pre Visit:  Please complete the questionnaire and review the consent form.  You may delay signing the consent form if you have any questions.  Collect and bring any lab results relating to hormones including cholesterol, triglycerides, diabetes and thyroid.
1st Visit:  We will focus on problems and issues which may be related to hormone imbalances.  We will request lab work to check hormone levels. Generally, we will request basic lab work that assesses adrenal, thyroid and testicular function.

1st Follow-Up Visit:  Typically you will return in 1-2 weeks for a follow up visit to review lab results and initiate treatment if indicated.  

Further Follow Up Visits: will be scheduled typically at 6 weeks later and then every 6 months.

HORMONAL TESTNG
Saliva vs. Blood. We generally use blood samples to check and monitor steroid hormones in men whereas we prefer saliva for women. The reason is that testosterone replacement is typically by injection or pellets which can be well monitored with blood.  Also much of the testosterone replacement literature has used blood. 

WHAT KINDS OF HORMONE IMBALANCE ARE FOUND? 
Testosterone Deficiency. Typically therapy in andropause is centered on raising free testosterone levels. Free testosterone is approximated by calculating the FAI (free androgen index). FAI is calculated by dividing total testosterone by SHBG (sex hormone binding globulin) and multiplying by the constant .035. This formula yields a number which is about “1” in healthy young men.

FAI = total testosterone (.035) = X.   FAI >1 normal, 0.7 – 1.0 mild deficiency, 0.5-0.7 moderate, <0.5 severe.
               SHBH 

Testosterone is typically replaced by injection. Weekly injections give fairly constant levels and avoid the excessive highs and lows that would accompany higher doses with less frequent injections. We typically use testosterone cypionate for injection which is testosterone with a long ester tail mixed in oil. This form of testosterone is slowly released from the muscle. After release, the ester tail is immediately clipped off leaving bio-identical testosterone.  

We generally avoid creams and patches in men because of their relatively high cost, variable absorption and the transference of hormones to partners.  It is possible to go to pellets after about 8 months of successful injections. You will learn to self inject. It is not a big deal. Really.

Supplements may be prescribed to lower estrogen if elevated -- this avoids risks to prostate and breast and also lowers SHBG thus raising available testosterone. This may include: 1. Calcium D glucarate which increases estrogen elimination in the bowel. 2. DIM may be given to tilt estrogen metabolism away from catechol-estrogens which potentially harm prostate and breast. 3. Progesterone or Saw Palmetto may be prescribed to reduce conversion to DHT also potentially harmful to prostate. 4. Omega 3 fish oils are also associated with less prostate inflammation and less prostate cancer.

Thyroid Disorders
Thyroid disorders are relatively common and become more likely with advancing years. 
Adrenal Stress and Adrenal Fatigue.  
Adrenal stress (high cortisol) is associated with stressful lifestyles and causes many unwanted health conditions including weight gain, muscle loss and metabolic syndrome. Adrenal fatigue (low cortisol) is a relatively rare condition in which there is not enough cortisol produced throughout the day, often said to occur after years of stress or debilitating mental or physical illness or exposure to potent steroids.

WE ARE HORMONAL CONSULTANTS

We do not want you to stop seeing your primary care provider. We offer hormonal advice and management to those who desire it. We are happy to fax your lab results and treatment plans to your primary care doctor if desired and permitted by you. Naturally, some screening tests that have a bearing on hormonal replacement will be of interest to us as well as your primary doctor – e.g.  PSA, triglycerides and bone density scans.
A WORD ABOUT PROSTATE CANCER
One in six men is diagnosed with prostate cancer in their lifetime. Small nests of cancer cells can be found in the prostate at autopsy of nearly all older men. Prostate cancer is often but not always slow growing. Prostate cancer detection rises with age. 
PSA (prostate specific antigen) is a blood marker for prostate cancer and is a part of routine health screening for men. PSA is a protein made by normal prostate cells. PSA rises when normal prostate cells are being crowded by prostate cancer cells. PSA elevations can also be caused by many non-cancerous conditions as well.
PSA is carefully monitored during testosterone replacement. A high (>4) PSA must be evaluated by the urologist before testosterone replacement is started.  A rising PSA also requires urologic consultation.  A bit of a rise in PSA during testosterone treatment is very common. This is because normal prostate cells are testosterone dependent and become better able to make PSA when low testosterone levels have been replenished. Thus a new baseline PSA level may become established after starting testosterone.  If there is a rise from this new baseline then urologic consultation is needed.
The hormonal environment associated with prostate cancer formation (the transformation of normal prostate cells to cells that will not die) is similar to the hormonal state that often exists in andropause – high estrogens (especially catechol estrogens), low testosterone, high DHT (dihydrotestosterone) and low progesterone. 
Many testosterone replacement patients may have cancerous prostate cells that have not grown large enough to detect before we treat them. By following PSA levels carefully and doing rectal exams we may discover abnormalities which require an urologist to search for possible prostate cancer. Hormone replacement may cause an undetected cancer to grow faster thus leading to its “discovery.” 
Summary:  1. Testosterone replacement and modulating other hormonal factors (see above) should help protect against prostate cancer when instituted early in andropause. 2. Testosterone treatment may lead to earlier diagnosis of prostate cancer if present because of energizing PSA producing cells that would like to make PSA but are depressed because of low testosterone input. 3. The protective effects of testosterone have less time to work and prostate cancer may exist already when starting testosterone in later age groups.
PATIENT REGISTRATION                                                                          Medical Arts VEIN + LASER 
(PLEASE PRINT)

NAME______________________________________                                   DATE______________________

ADDRESS___________________________________                                   Home Phone_________________

CITY_________________STATE__________ZIP_________                      Work Phone_________________

SOCIAL SECURITY NUMBER_______________________                       Date of Birth________________ 

MARTIAL STATUS:          S     M     D     W

EMPLOYER_______________________________________                       email_______________________

    Alt Phone ___________________

SPOUSE NAME____________________________________                       

NEAREST RELATIVE______________________________                         

Who should we contact in case of emergency?__________________________________________________

Phone number_____________________________Relationship_____________________________________ 

INSURANCE/FINANCIAL INFORMATION

PRIMARY INS. CO.________________________________________________________

Policy Holder’s Name___________________________________Date of Birth_________________________

Relationship to Patient__________________________      

Social Security Number_________________________      Employer_________________________________

SECONDARY INS. CO._____________________________________________________

Policy Holder’s Name____________________________________Date of Birth________________________

Relationship to Patient__________________________       

Social Security Number__________________________     Employer________________________________

WOULD YOU LIKE INFORMATION ON OTHER SERVICES AVAILABLE?
____Microdermabrasion     ____Neova Products     ____Botox     ____Facial Fillers (Radiesse, Restylane)

____CoolLipo Laser Assisted Liposuction     ____Laser Hair Removal     ____Photo Rejuvenation (IPL)

____BioIdentical Hormone Replacement     ____MD Lash Factor     ___Vein Treatments

Who Referred you to our Office?_____________________________________________________________

HOW DID YOU HEAR ABOUT THE VEIN + LASER CENTER?

_____Brochure          _____Yellow Pages          _____TV          _____Radio          _____News Paper

_____Friend               _____Internet                  _____Talking Phone Book            _____Other:___________

Vein + Laser Center
Men’s Medical History and Symptoms Questionnaire
Name______________________________________________ Date_______________________ 
Date of Birth: m______ d _____ y______  Age: ____         Allergies______________________
Who is your primary care physician?           Urologist?

Name: ______________________________    Name: __________________________________

Androgen Deficiency Symptoms    (rank:  0=none, 1= mild, 2=moderate,3=severe)
_______ Low sex drive

_______ Energy runs out after dinner

_______ Decreased strength or endurance

_______ Have you gotten shorter?

_______ Decreased joy about life

_______ Sad, grumpy, or depressed

_______ Erections less strong

_______ Decrease in performance at work

_______ Decrease in performance at gym or in sports

Prostate Issues (see p. 4 for symptoms of BPH)
Y/N I have had an elevated PSA (prostate specific antigen) or prostate cancer.

Y/N I have been treated for BPH.(benign prostate hypertrophy) or suspect it.

Y/N I am currently or have previously taken testosterone replacement.

Specific Questions and Comments

Any comments about your history that you would like the physician to know?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Any specific questions about Hormone Replacement Therapy for men?

____________________________________________________________________________________________________________________________________________________________

Height: _____ Inches                                 Height at age 20: _____ Inches 

Weight: ______ #                                       Weight which you felt best: ______#

Energy Levels

Rank your energy at these times     (0 = zero energy to 10 = very energetic)

___  _On Awaking?  Usual wake time?  _______ 

_____1 hour after awaking.                                    

_____mid-morning                     

_____Noon (or 5 hrs after awake)                         

_____mid-afternoon

_____Dinner                                                         

_____8 - 9 PM                                                     

_____11 PM 
Sleep Patterns
What time do you go to bed? ________

How long does it take to fall asleep? ______________

How many hours do you sleep before you awaken for any reason?________

Y/N Are you able to get back to sleep? 
Y/N Do you awaken in the morning feeling tired? 

Y/N Do you snore loudly? 

Y/N Do you have pauses in breathing while you sleep (10 seconds or longer)? 

Y/N Do you often wake up with a headache? 

Past Medical History (list any health conditions that apply to you):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Hormone Use Current or Past:
	name
	Dose
	started
	discontinued

	
	
	
	

	
	
	
	


Current Non-hormonal Medications:

This includes any medication or therapy prescribed by a physician.

	name
	Dose 
	Year started
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


OTC Meds/Nutritional/Natural Supplements:

	name
	Dose
	Year started
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Social History

Sexual Orientation (optional)_______________________________​​​___________

S M D W   Martial Status:           Partner/Significant Other Name______________ Y / N  Children? Ages?____________Do they live with you?_________________

_____________________________________________ What is your occupation?

Y / N Is your job stressful? Why?_______________________________________

Y / N Do you take breaks from working? How ofter?________________________

Y / N Is your job physically demanding?_________________________________

Y / N Are you retired? Is retirement stressful? _____________________________

Y / N Do you have stress away from work? Where?_________________________ 

Y / N Do you use tobacco? Ever try to quit?_______________________________

Y / N Do you use alcohol? Rare, Social, Daily.

Y / N Do you meditate daily? 

Y / N Do you drink coffee or products containing caffeine? 

Y / N Do you do weight resistant exercises? Freq?____________________

Y / N Do you do aerobic exercises? Type, length, freq?________________

FAMILY HISTORY

Does a family member have any of the following?   Abbreviations: M = mother, F = father, S = sister, B= brother, MGM = maternal grandmother, MGF = maternal grandfather, PGM = paternal grandmother, PGF =paternal grandfather.

_____ Breast Cancer If so, relationship

_____Prostate Cancer If so, relationship

_____Uterine Cancer If so, relationship

_____Ovarian Cancer If so, relationship

_____Colon Cancer If so, relationship 

_____Fibrocystic breast If so, relationship

_____Heart Disease or stroke If so, relationship
_____High Cholesterol If so, relationship

_____Diabetes If so, relationship

_____High Blood Pressure If so, relationship

_____Osteoporosis/Osteopenia If so, relationship 

_____Alzheimer’s Disease If so, relationship
Physical Health
T or F Muscle mass is less

T or F Tone of your muscles is less.

T or F Physical strength is diminished.

T or F Fatigue in the late afternoon/early evening.

T or F You have weak bones (osteopenia or osteoporosis).

Prostate Questions (Benign Prostate Hypertrophy)                                            # true_____/8

T or F Awaken more than 2 times to urinate each night.

T or F Urinate during the day more than 5 times.

T or F Trouble with getting the stream started more than 25% of the time.

T or F Dribbling after urinating. 

T or F Difficult to postpone urination? (feel I must urinate right away)

T or F Stream (flow) of urine is not of the same force it was in earlier years.

T or F On occasion, I have had episodes of pain (burning) with urination.

T or F After urinating, I feel like I still need to go more.

Sexual Health                                                                                                         # true_____/9
T or F Often lose erection while having intercourse.

T or F Ejaculate volume is less.

T or F Orgasms are less intense.

T or F Desire to have sex/thoughts about sex are less frequent.

T or F Feelings about wanting to have sex are diminished.

T or F Spontaneous erections occur less than 5 times per month.

T or F More time is needed to get an erection.

T or F Hardness/firmness of your erection is less.

T or F Can not maintain an erection throughout intercourse.

Adrenal Fatigue                                                                                                       # true_____/11
Y / N Fatigue, especially around 2 to 4pm.

Y / N Allergies are getting worse.

Y / N Craving for salt and sugar.

Y / N Chemical or other sensitivities that you never had before.

Y / N You wake up after 3 hours of being asleep, then you can not fall asleep for a few hours.

Y / N After a stressful day, you feel worn out.

Y / N When you miss a meal, you get irritable or weak.

Y / N Difficult keeping your focus and concentration.

Y / N When you get a cold, it seems to last a long time.

Y / N In the past you were an “adrenaline junkie” (liked thrills) but now avoid such situations.

Y / N Age spots appearing on arms and face

Adrenal Stress                                                                                                     # true____/9
Y / N At night, you lie awake unable to fall asleep, but your body is tired.
Y / N You are stressed, but you are able to handle it.

Y / N You are an “adrenaline junkie”, you like daring thrills 

Y / N Hair loss all over your head.

Y / N Weight gain, especially in front of stomach, love handles and face

Y / N Anxiety

Y / N Craving for sweets

Y / N You currently work best under pressure

Y / N After something eventful happens, you feel energized

Thyroid Deficiency                                                                                             # true____/8
Y / N Fatigue constant through the day

Y / N Low stamina

Y / N Cold hands and feet

Y / N Intolerance to cold 

Y / N Weight gain

Y / N Hair loss all over your head

Y / N Swollen, puffy eyes

Y / N Brittle nails

Thyroid Excess                                                                                                  # true____/8
Y / N Nervousness

Y / N Irritable or angry

Y / N Hand tremors

Y / N Insomnia

Y / N Palpitations (skipped heartbeats)

Y / N Weight loss even though you are not dieting

Y / N Diarrhea

Y / N Warm hands and feet
Men on Testosterone Therapy (Androgen Excess)                                        # true____/7
Y / N Acne 
Y / N Hair loss on the head

Y / N Hair growth in unwanted areas

Y / N Deepening of voice

Y / N Irritability

Y / N More aggressive

Y / N Insomnia

Vein and Laser Center

738 Harrison Avenue

Panama City, FL 32401

Acknowledgements and Consent to Treatment

The Nature of the Treatment 

In andropause, men gradually lose their ability to produce testosterone and some men develop elevated levels of estrogen. As men undergo an ever increasing loss of testosterone, they are faced with anxiety, irritability, erectile dysfunction, bone loss, muscle loss, loss of strength, and loss of energy and memory impairment. 

I hereby give my consent to Dr. Adelman and staff for evaluation, diagnosis and treatment of andropause, thyroid disorders, adrenal fatigue/stress and other hormone imbalances by the administration of hormone replacement therapy and/or nutritional supplements, including vitamins, minerals and anti-oxidants and/or drugs designed to alter hormone levels. 

The possible side effects for men on testosterone replacement are acne, oily skin and hair, unwanted hair growth, enlargement of the prostate, loss of sperm production (sterility), enlargement of breast tissue, testicular atrophy (shrinking), and in some studies an increased risk of prostate cancer growth.

Safety of Hormone Replacement
The majority of data points toward the safety of treating low testosterone. Nevertheless, I understand that careful surveillance and close monitoring are requirements of all patients because prostate cancer arises in 1 of 6 men.  Testosterone may be a growth stimulant for existing prostate cancer and is withheld during cancer treatment.
I understand that no guarantee has been made to me regarding outcomes neither of this treatment nor on resolution of my symptoms. I understand that not all patients receive the same degree of response.  I also understand that the benefits derived from therapy will cease if the therapy is discontinued.  

I understand that each hormone may or may not have been approved by the FDA for the use employed by my physician.  I acknowledge that off label use of FDA approved drugs is legal and widely practiced. 

I understand that some hormonal and non-hormonal supplements that may be recommended are available over the counter and have not been submitted for evaluation by the FDA. These products conform to the cosmetic and food supplement labeling laws which prevent claims of usefulness on the label. Lack of claims on a label does not imply uselessness but rather that the contents are not categorized as “drugs.” 
I agree not to proceed to treatment unless all of my questions have  been answered to my satisfaction. I will be responsible for administering the treatments prescribed to me.  I will use the recommended doses and agree to get follow-up lab as recommended.  I understand that failure on my part to follow my physician’s recommendations in dosage and follow-up lab may result in potentially harmful problems. 
I certify that I am under the regular care of another physician for all other medical conditions. I understand that this is a specialized practice and does not hospitalize patients. I also understand that I will continue under the care of my other physician(s) for any on​going medical condition as well as for any medical consultation that I may need. 

I hereby acknowledge that the nature and purpose of portions of the aforementioned treatment are considered by some to be medically unnecessary and/or experimental because they are not aimed at “treating a disease,” and there are no long-term studies documenting the results.  The risks involved and the possibilities of complications have been explained to my satisfaction. I understand that the treatment to be provided may be considered experimental and unproven by scientific testing and peer-reviewed publication. 
I further consent to the utilization of the results of my progress in any research study performed by my physician. I understand that my name will not be used. I understand that I may suspend or terminate treatment at any time and hereby agree to immediately notify the physician of any such suspension or termination.

 I consent to evaluation and treatment as described above.
signed______________________________________
printed______________________________________

date___________
VEIN +  LASER CENTER
738 HARRISON AVENUE

PANAMA CITY, FLORIDA 32401
Richard A. Adelman, M.D.
DIRECT ASSIGNMENT OF BENEFITS
NAME OF POLICY HOLDER (print) __________________________________________________

SOCIAL SECURITY NUMBER:_______________________________________________

I request that payment of authorized insurance benefits, including Medicare, if I am a Medicare beneficiary, be made out to Richard A.  Adelman, M.D. for any services or equipment provided to me by the Vein +  Laser Center.

I understand that I am financially responsible to the Vein + Laser Center for any charges not covered by health care benefits.  It is my responsibility to notify The Vein +  Laser  Center of any changes of health care coverage. In some cases exact insurance benefits cannot be determined until the insurance company receives the claim.  I am responsible for the entire bill or balance of the bill as determined by the Vein + Laser Center and/ or my health care insurer if the submitted claims or any part of them are denied for payment.  I understand that by signing this form I am accepting financial responsibility as explained above for all payment of services or equipment received.

A photocopy of the Assignment shall be considered as effective and valid as the original.

I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney involved in this case.

I also authorize the releases of any medical or other information necessary to determine these benefits or the benefits payable for related equipment or services to the Vein +  Laser Center, the Health Care Financing Administration, my insurance company or requested.  The original will be kept on file by the Vein + Laser Center.

Name of person signing below (print);_______________________________________________

Relationship to Policy Holder:___________________________________________________________

Signature Of Patient or Parent/Guardian:___________________________________________

                                            Date:_____________________________________________________

THE VEIN +  LASER CENTER

RICHARD  A. ADELMAN, M.D., P.A.

Acknowledgement of Receipt of Notice of Privacy Practices

Signature

I have received a copy of the Notice of Privacy Practices from The Vein + Laser Center.

Name of Patient (print or Type)

Signature of Patient

Date

Signature of Patient Representative

(Required if the patient is a minor or an adult who is unable to sign this form)

Relationship of Patient Representative to Patient

                            Witnessed By:_______________________________________
Notice of Privacy Practices for The Vein + Laser Center
This notice describes how medical information about you may be used and disclosed and how you can get access to this information. 
Please read carefully.

Treatment

Your health information may be used as necessary to support the day-to-day activities and management of The Vein + Laser Center, for example:

· Providing, Coordinating or Managing Health Care Services

· Consultation between Health Care Provider 

· Referral of Patient

Payment

Your health information may be used as necessary to support the day-to-day activities and management of The Vein + Laser Center, for example:

· Reimbursement

· Eligibility

· Billing

· Collections

· Claims Management

· Disclosure to Collection Agency

Health Care Operations

Your health care information may be used as necessary to support the day-to-day activities and management of The Vein + Laser Center, for example:

· Quality Assurance

· Improve Health Care and /or Reduce Cost

· Population Based Activities

· Protocol Development

· Care Management/care Coordination

· Contacting Providers and Patients About Treatment Alternatives

· Credentialing

· Training Programs

· Underwriting programs

· Medical review, Legal or Audit Functions

· Legally Mandated Disclosures such as Law Enforcement, Reportable Infectious Disease, Birth, death, Abuse, and Neglect as well as Legal proceedings.

Other uses and disclosures require your authorization:  Disclosures of your health information for purposes other than treatment, payment and healthcare operations requires your specific written authorization.  If you change your mind after authorizing a use or disclosure of your information you may submit a written revocation of the authorization.  However, your decision to revoke the authorization will not affect or undo any use or disclosure if information that occurred before you notified us of your decisions to revoke your authorization.
Appointment Confirmation:  Appointment reminders.  Your health information will be used by The Vein + Laser Center to confirm appointments via your home phone number.  Appointment information will be communicated directly to residence (Patient, family members or answering device) and as last resort, your work number.

Disclosures to Family Members:  Disclosures of protected health information to spouses, parents, legal guardians and others involved in a patient’s care is not allowed without obtaining the patient’s formal, written permission.

Individual Rights:  You have certain rights under the federal privacy standards.  These include:

· The right to request restrictions on the use and disclosure of your protected health information.

· The right to receive confidential communications concerning your medical condition and treatment

· The right to inspect and copy your protected health information

· The right to receive an accounting of how and to whom your protected health information has been disclosed

· The right to receive a printed copy of this notice

· Authorized release of treatment, payment and health care operations information

Right to revise Privacy Practices: As permitted by law, we reserve the right to amend or modify our privacy policies and practices.  These changes in our policies and practices may be required by changes in federal and state laws and regulations.  Upon request, we will provide you with the most recently revised notice on any office visit.  The revised policies and practices will be applied to all protected health information we maintain.

Request to Inspect Protected health Information:  You may generally inspect or copy the protected health information that we maintain.  As permitted by federal regulation, we require that requests to inspect or copy protected health information be submitted in writing.  You may obtain a form to request access to your records by contacting Ellie Eskine or Richard Adelman, MD.  Your request will be reviewed and will generally be approved unless there are legal or medical reasons to deny request.

Complaints:  If you would like to submit a comment or complaint about our privacy practices, you can do so by sending a letter outlining your concerns to:

              Ellie Eskine/Richard Adelman, MD

              The Vein + Laser Center

              738 Harrison Avenue

              Panama City, Florida  32401

If you believe that your privacy rights have been violated, you should call the matter to our attention by sending a letter describing the cause of your concern to the same address.  You will not be penalized or otherwise retaliated against for filing a complaint.

The Vein + Laser Center Duties:   We are required by law to maintain the privacy of your protected health information and to provide you with this notice of privacy practices.  We are also required to abide by the privacy policies and practices that are outlined in this notice.  The Vein + Laser reserves the right to modify the privacy practices outlined in this notice.

Dispute Resolution:   Disputes not resolved by complaint procedure shall be resolved by binding arbitration in Bay County, Florida under the rules of the American Arbitrators Association with each part to pay its own attorney’s fees and cost.

Contact Person:   Ellie Eskine/Richard Adelman, MD 

