PATIENT REGISTRATION FORM

Patient Name: Birthdate:
Address: Apartment:
City, State Zip Code SSN
Best Contact Number: Alternate Number:

Email Address:

Alternate Names used for PDMP:

Emergency Contact: Phone Number:

Please list any doctors who have prescribed controlled substances for you. Failure to disclose this information may

lead to your dismissal as a patient of LWW.

Doctor Phone Number Date Last Seen

With my signature, | affirm that all the information provided is true and | have omitted nothing. | waive any
applicable privilege and give permission to living well wellness to obtain my medical records and discuss my
medical history with any physicians, hospitals, clinics, diagnostic centers, pharmacies, insurance companies,
family, and law enforcement without violating HIPAA. | hold living well wellness, its officers, directors, employees,
and contractors harmless for any information that may be discussed with any physician, hospital, clinic, diagnostic

center, pharmacy, insurance company, family, and law enforcement.

Patient Signature Date



HIPAA Privacy Agreement

Due to HIPAA patient privacy regulations I agree to not discuss my treatment with other
patients at any time while I am a patient of Living Well Wellness.

Patient Signature: Date:
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MEDICAL LIABILITY RELEASE FORM

Living Well Wellness's Policy for Malpractice. As per Florida Law we post on the wall
that the doctor does not cary malpractice insurance. The patient agrees not to hold
Living Well Wellness and Its Physicians and Staff responsible for any medical liability.
The New Patient must complete this form to be eligible for Addiction Therapy care at
Living Well Wellness.

PLEASE TYPE OR PRINT ALL INFORMATION
Patients Name:

Home Address:

Date Of Birth:

Telephone:

Patients Primary Care Physician:

LIABILITY RELEASE: | certify that the information described above is accurate and
complete to the best of my knowledge. | understand that each individual is
responsible for his/her emergency care. | hereby release the Living Well

Wellness and its Physicians and Staff any legal or financial responsibility.

PATIENT /PARENT/GUARDIAN: Please check one of the following and sign your
name.

| give my permission for immediate medical treatment as required in the
judgment of the attending physician. Notify me and/or any persons listed above as
soon as possible.

| do not give permission for medical treatment until | have been
contacted.

Parent/Guardian’s Signature

Date
(the above line is applicable for delegates under the age of 18 and must be signed by
the parent or legal guardian.)

Patients Signature

Date
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Health History

Patient Name

1. Please mark anywhere you may have pain and if ittravels or radiates:

XXX X-Pain
00000-Numbness

/111111//-Aching

*% %% ***_Pins & Needles

If you have painis it CONTINU QUS?

2. Please mark any applications you have triedin the past.

Injections, joint Injections, epidural Acupuncture___
Yoga - Chiropractor Ultrasound __ Massage | Electri-
cal Stimulation HotPack___ Pain Psychologist

3. Please check any positions that aggravate your pain.

Standing Sitting Lyingdown __
Bending waist Bending, knees___ Sleepwpillow____
Walking_ Bowel Movement

a. Doyou have control of your bowels and bladder? YES NO

5. Please check any symptoms you have now or have had in the past.
GENERAL GENITO-URIN ARY CARDIOVASCULAR
Chills Blood in urine Chest Pain



Depression Frequent Urination High Blood Pressure

Dizziness Painful urination Irregular heart beat
Fainting Poor circulation
Fever MUSCLE/BONE/JOINT Rapid Heart Beat Low
Forgetfulness Pain, weakness numbness in: Low Blood Pressure
Headache _ Armms ____ Hips Ankles swelling

Loss of sleep __ Back _ legs Varicose veins

Loss of weight _____ Feet i iNeck

Nervousness ____ Hands _____ Shoulders

7. Please check any symptoms you have had within the past 12 months.

GASTROINTESTINAL EAR, EYE, NOSE, THROAT SKIN

_____ Appetite poor _____ Bleeding gums ____ Bruise easily
____ Bloating ____ Blurred vision _____Hives

____ Bowlchanges __ Crossedeyes __ lching

____ Constipation ___ Difficulty swallowing ____ Changein moles
____ Diarrhea ____Double vision ___ Rash

__ Excessive hunger ___ Earache __ Scars

____ Excessive thirst ____ Eardischarge _____Non-healing sores
__ Gas _____Hay fever

____Hemorrhoids ____ Hoarseness

_____Indigestion ____ Loss of hearing

___ Nausea ____ Nosebleeds

____ Rectal bleeding _____ Persistent Cough

____ Stomach Pain ____ Ringingin ears

___ Vomiting ____ Sinus problems

____ Vomiting blood ____Vision —flashes or halos

8. Please check any symptoms you have had within the past 12 months.

MEN WOMEN

___ Breastlump ___ Abnormal pap smear _____ Nippledischarge

____Erection difficulties __ Bleeding between period _____Painfulintercourse
____ Lump in testicles ____ PBreastlump ____ Vaginaldischarge
_____Penisdischarge _____Extreme menstrual pain

_____soreon penis ____ Hot flashes Last GYN exam

9. Please check any conditions you have had within the past 12 months.

_____AIDS ____ Chicken Pox _____HIV Positive ____ Prostate problem
____Alcoholism ____ Diabetes ____Kidney Disease _____ Psychcare
_____Anemia ____Emphysema ____Liver Disease _____ Rheumatic fever
____Anorexia _____ _Epilepsy __ Measles ____Scarlet fever
_____Appendicitis ____Glaucoma _____Migraines ____Stroke

___Arthritis ____ Goiter ____ Miscarriage _____ Suicide attempt
____ Asthma _____Gonorrhea ____ Mono _____Thyroid problem
____ Bleeding D/O ____ Gout __ MRSA ____ Tonsillitis

___ PBreastlump ___ Heart Disease _ Ms ___ Tuberculosis
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Bronchitis Hepatitis Mumps Typhoid fever

Cancer Hernia Pacemaker Ulcers
Cataracts Herpes Pneumonia Vaginal infect
Chemical Dep Hi Cholesterol Polio Venereal Disease

10. Please list any medications or substances to which you have had allergic reactions.

11. List all medications you are currently taking.

Medication Strength Quantity per day

12. What is your health goals that you would like Living Well Wellness to assist you with?

| certify that the information | have provided on this health history questionnaire is correct to the bestof
my knowledge. | will nothold my doctor, Living Well Wellness, its affiliates, officers, directors, employ-
ees and contractors responsible for any errors or omissionsthat | may have made inthe completion of

this form.

Patient Signature Date Living Well Wellness
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SUBCUTANEOUS INJECTION INTAKE FORM

Patient Information:

Name: Date:

Address:

City: State: ZIP Code:

Phone: (H) (C) (other)
Date of Birth: (DIM/Y)Age: __ Sex: M/ F (circle one)

Email address:

Are you interested at receiving our email newsletters or specials? Yes or No

In case of emergency, who should we contact: What
are your main complaints?

Allergies: Have
you had injections before? If so any problems?
Medications:

Please check if you have any of the following:

oFatigue
oWeight issues oHeart Disease oSleep disorders oAsthma
oThyroid disorders

oLow depressed mood olrritability/moodiness oDiabetes
oOsteoporosis
pDAllergies olBS/Inflammatory Bowels

oPernicious Anemia
oPregnant /trying to be pregnant oMemory Loss/Alzheimer's oTendonitis clmmunosuppression
oNumbness or tingling of body

**¥You will be charged the price of the injection for every missed appointment or late
cancellation (less than 24 hour notice).

Potential benefits of Nutrient Injections

More energy, mental alertness and stamina for everyday tasks. Healthier immune systems,
Improves sleep, Increases metabolism, thereby aiding in weight loss, Reduces allergies, stress
and depression, Improves mood stabilization, Lessens frequency and severity of migraines and
headaches and Helps lower homocysteine levels in the blood.

Informed Consent for Treatment | consent to all nutrient injections rendered by the doctor(s),
medical assistants or nurses employed by or associated with Sunstate Wellness. | understand
that there are risks to vitamin nutrient injections including but not limited to pain, bruising,
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inflammation, injury, infection, allergic reactions, headaches, dry mouth, difficulty sleeping,
diarrhea, blurred vision, unpleasant taste, increased urination, cramps, and metabolic
disturbances. | do not expect the persons employed or associated with Sunstate Wellness to
anticipate and or explain all risk and possible complications. | hereby release the doctors at
Sunstate Wellness from all liabilities regarding my treatment with vitamin/nutrient injections. |
understand that nutrient injections may not be approved by the United States Food and Drug
Administration for the treatment of my medical condition.

Patient Signature: Date:
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