Bodies By Design
Weight Loss Clinic
[bookmark: _GoBack]REGISTRATION FORM
	(Please Print)

	Today’s date:
	PCP:

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	 Mr.
 Mrs.
	 Miss
 Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is this your legal name?
	If not, what is your legal name?
	(Former name):
	Birth date:
	Age:
	Sex:

	 Yes
	 No
	
	
	       /          /
	
	 M
	 F

	Street address:
	Mobile phone no:
	Home phone no.:

	
	(          )
	(          )

	P.O. box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Email:
	Work phone no.:

	
	
	(           )

	[bookmark: Check3]Chose clinic because/Referred to clinic by
	
	
	
	

	 Family
	 Friend
	 Close to home/work
	 Yellow Pages
	 Other
	

	May we call you or leave messages to remind you of appointments?                        
	                                                      
                                                   Best contact number:



	Current Medications
	Medication Allergies
	Previous Illness/Date
	Previous Surgeries/Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Family History
Please check any of the following conditions that run in your family.
	Y/N
	Condition
	Family Member

	
	Heart Disease
	

	
	Heart Attacks
	

	
	Cardio Vascular Disease
	

	
	High Blood Pressure
	

	
	Strokes
	

	
	High Cholesterol
	

	
	Diabetes
	

	
	Overweight/Obesity
	










Women’s Health
Number of pregnancies			
Number of children born			
Date of last menstrual period		
Age of menopause			
Date of last Pap smear			
Date of last mammogram			
Birth Control: _____Contraceptive _______Tubal ligation  ______Hysterectomy ______Other

Please check any of the following diseases or conditions that apply to you.
	
	Heart Disease
	
	Diabetes

	
	Coronary Artery Disease
	
	High Blood Sugar

	
	Cardiac Ischemia
	
	Hypoglycemia

	
	Heart Attack
	
	Thyroid Disease/Problems

	
	Myocardial Infarction
	
	Hypothyroidism

	
	Angina (chest pain)
	
	Hyperthyroidism

	
	Heart Rhythm Problems
	
	Adrenal Disease/Problems

	
	Heart Murmur
	
	Cushing Syndrome

	
	Heart Palpitations
	
	Hormonal Disease/Problems

	
	Rheumatic Fever
	
	Polycystic Ovarian Syndrome

	
	Endocarditis
	
	Endometriosis

	
	Heart Defect/Malformation
	
	Obstetrical Disease/Problems

	
	Heart Valve Defect/Malformation
	
	Gynecological Disease/Problems

	
	Congestive Heart Failure
	
	Ovarian Disease/Problems

	
	Cardiomegaly
	
	Ovarian Cancer

	
	Atherosclerosis
	
	Breast Cancer

	
	Peripheral Vascular Disease
	
	Esophagus  Disease/Problems

	
	Carotid Artery Disease
	
	Esophageal Cancer

	
	Cardiomyopathy
	
	Gastroesophagial Reflux Disease

	
	High Blood Pressure
	
	Stomach Disease/Problems

	
	Aortic Aneurysm
	
	Intestinal Disease/Problems

	
	Aortic Dissection
	
	Kidney Disease/Problems

	
	Coarctation of the Aorta
	
	Kidney Failure

	
	Deep Vein Thrombosis
	
	Liver Disease/Problems

	
	Blood Clots
	
	Liver Failure

	
	Lung Disease
	
	Hepatitis

	
	Lung Cancer
	
	Jaundice

	
	Chronic Obstructive Pulmonary Disease
	
	Gall Bladder Disease/ Problems

	
	Chronic Bronchitis
	
	Pancreatic Disease/Problems

	
	Emphysema
	
	Prostate Disease/Problems

	
	Pulmonary Embolism 
	
	Eye Disease/Problems

	
	Asthma
	
	Glaucoma

	
	Pneumonia
	
	Cataracts

	
	Bronchitis
	
	Ear Disease/Problems

	
	Seasonal Allergies (hay Fever)
	
	Skin Disease/Problems

	
	Sinusitis
	
	Musculoskeletal Disease/Problems

	
	Sinus Problems
	
	Arthritis

	
	Upper Respiratory Tract Infections
	
	Rheumatic Disease

	
	Common Cold
	
	Gout

	
	Sleep Apnea
	
	Drug Abuse

	
	Neurological Disease
	
	Alcoholism

	
	Brain Disease
	
	Venereal Disease

	
	Brain Injury
	
	HIV/AIDS

	
	Brain Bleed
	
	Psychiatric Disorder

	
	Brain Aneurysm
	
	Depressive Disorder

	
	Stroke
	
	Bipolar Disorder

	
	Mini Stroke
	
	Post-Traumatic Stress Disorder

	
	Epilepsy
	
	Nervous Breakdown

	
	Seizure
	
	Suicide Thoughts/Attempts

	
	Paralysis
	
	Eating Disorder

	
	Brain Cancer
	
	Cancer

	
	High Cholesterol
	
	Other

	
	High Triglycerides
	
	

	
	High Lipids
	
	No Illnesses




I request the use of Phentermine, Phentermine/Toperimate, HCG, Lipo-Vite or VitaTrim along with strict dietary restrictions for the purpose of weight loss. I understand that as part of the program, I will be given a limited physical, orientation to the program with supporting materials and I will be instructed on how to administer any prescribed medication myself.  I understand there is no guarantee for the effectiveness of any medications prescribed for weight loss.  I agree that I am and will be under the care of another medical provider for all other conditions.   .   I understand Bodies by Design Weight Loss Clinic Providers can only prescribe medication necessary for the treatment of weight loss and all other health matters should be through my regular physician(s).      

Prior to my treatment, I have fully disclosed any medical conditions or diseases such as history of gallbladder disease, diabetes, autoimmune diseases, HIV, heart disease, liver disease, kidney disease, uncontrolled high blood pressure, seizure disorders, blood disorder (anemia, thalassemia, hemophilia, etc.) emphysema or asthma, and any history of stroke or cancer.  . If I fail to disclose any medical condition that I have, I release the doctor and facility from any liability associated with this treatment.  Initials:		


I understand Phentermine, Phentermine/Toperimate treatments may involve risk: Initials:		
I understand that use of any weight loss medication/supplement is absolutely contraindicated during pregnancy and breastfeeding.  I understand that it is my responsibility to inform Bodies by Design Weight Loss Clinic Staff if I am pregnant, if I am trying to become pregnant or if I become pregnant during the course of these treatments.   Initials:		

I agree to immediately report any problems that might occur to my medical provider during the treatment program.  I further understand that not complying with the dosage recommendations and dietary restrictions could increase risks and alter my results from the program.  If I do not follow these recommendations and restrictions, I agree to release the doctor and facility from any liability arising as a result of this.   Initials:		

I understand that I may quit the program at any time.  While adverse side effects or complications are not expected, in the event that an illness does occur, I understand that I need to contact Bodies by Design Weight Loss Clinic Staff and Providers immediately.   If I experience an emergency situation, I understand that I need to go to an emergency facility.   Initials:		

I understand that if there are any changes in my medical history or there are any changes in my medications or any other changes relevant to this treatment, I will advise Bodies by Design Weight Loss Clinic Staff and Providers at that time. 

I have read and fully understand the above terms.   All my questions have been addressed to my satisfaction.   I agree to release the doctor and the facility from any liability associated with this treatment.   

Patient’s Name Printed:										
Patient’s Name Signed:							Date:			
Provider’s Name Printed:										
Provider’s Name Signed:							Date:			

