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“Weight Loss Made Simple!” 
 

1 (877) Lets-Lose 
 www.letslose.com  

 

MEDICAL HX: 

 
Please complete the following information for your consultation with the doctor.  

 
 

Do you have or experience any of the following: 
(Please Check) 

 
    

1. Hypertension     YES   NO  
 

2. Coronary Artery Disease   
  (Heart Disease)     YES   NO  

 
3. Mitral Valve Prolapse   YES   NO  

 
4. Thyroid Problems   YES   NO  

 
5. Depression     YES   NO  

 
6. Anxiety     YES   NO  

 
7. Glaucoma     YES   NO  

 
8. Seizure Disorder    YES   NO  

 
9. Plans for pregnancy  

   (In near future)  YES   NO   
 
 
 

 
 ___________________               ___________________ 
                Patient Name                 Date Signed 
                              (Please Print) 
 
 
  ___________________ 
              Patient Signature 

 
 
 
 

2/7/09 
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Patient Release Form 
 

1. I understand that the injections provided by AWLC contain Sulfa and Lidocaine. I understand that it is my 

responsibility to inform the AWLC Staff, including the physician(s), if I am allergic to Sulfa or Lidocaine/Caine 

Drugs. I understand that I must see an AWLC physician before receiving injections.  

 

2. I understand that it is my responsibility to inform the AWLC Staff, including the physician(s) if I am currently taking 

Coumadin. I understand that there are risks involved with taking Coumadin and receiving the AWLC injections. I 

understand that I must see an AWLC physician before receiving injections.  

 

3. By reviewing my medical information, the Advanced Weight Loss Clinics’ Physician(s) will determine if 

medication will help in the facilitation of weight loss. I understand that it is my responsibility to have my own 

physician conduct regular physical examinations for me, including any and all suggested testing by my own 

physician to ensure that I have no medical conditions that would constitute a contradiction to me taking medication 

prescribed for me by my own physician. I agree that should I suffer any adverse affects while taking any prescription 

medication, I will immediately stop taking this medication and contact my own physician. 

 

4. I understand and agree that any information provided to Advanced Weight Loss Clinics may be seen by its 

employees and its agents, and this information will constitute a medical record. 

 

5. I understand and acknowledge that the type of medication that may be prescribed to me has been approved by the 

FDA (Food and Drug Administration). 

 

6. I understand and agree that the review of my medical information by the Advanced Weight Loss Clinics’ 

Physician(s) is in no way intended as a means to diagnose any medical condition and does not substitute the 

requirement for me to obtain my own medical advice from my own medical physician. 

 

7. I understand and acknowledge that the Advanced Weight Loss Clinics’ Physician(s) is only reviewing my medical 

information as I related to them and the staff. I agree and acknowledge that I have informed the Advanced Weight 

Loss Clinics’ Physician(s) of any and all medical conditions that I am aware of. The Advanced Weight Loss 

Clinics’ Physician(s) is only determining if I am a candidate for this weight loss program. 

 

8. If I still have concerns or doubts about the medications I may be prescribed, I will contact my own personal 

physician, prior to taking this medication to get more information. 

 

9. I herby confirm that I am eighteen (18) years of age or older and I am fully competent to make my own health care 

decisions. I am fully aware of the potential side effects and/or problems associated with prescription medication and 

understand that it is a violation of the law to falsify any information on my medical questionnaire or other medical 

records for the purpose of obtaining prescription medication. I agree to truthfully and to the best of my knowledge 

answer all the questions on my medical questionnaire. I agree that if I fail in any way to fully furnish my complete and 

accurate medical history, or I become aware of any changes in my physical or medical condition in the future, and fail 

to notify Advanced Weight Loss Clinics’ or their physician(s) of these changes, then I am solely responsible for any 

and all adverse effects that I may suffer from taking or continuing to take such prescribed medication.  

 

10. I agree that Advanced Weight Loss Clinics or any physician employed by Advanced Weight Loss Clinics shall not 

be held liable for any liability, claim, loss, damage, or expense of any kind or nature caused directly or indirectly by 

the prescribing of approved FDA medication. 

 

11. I understand that my vital statistics will be taken at each visit. I understand that it is my responsibility to inform the 

AWLC staff of any medical history/conditions that prohibit conventional blood pressure applications.   

 

I have read and understand all of the above referenced patient acknowledgements, and agree to each and every one of the 

foregoing terms. I also understand that due to the nature of the medications, they are not returnable. 

 
 

_______________________________________                                                          _____________________ 

Patient’s Name (printed)                 Date 
 

 

_______________________________________ 

  Patient’s Signature 
 

 

2/7/2009 



 

Cautionary Statement 
 

 

**If you are currently taking Coumadin you must see physician before receiving injections.** 

If you are allergic to Sulfa Drugs or Lidocaine/Caine Drugs please let the physician know. 
 

You should not use medication such as 

Adipex (Phentermine) or Bontril (Phendimetrazine) if the following apply: 

 

Heart Disease: People with cardiovascular disease should only use the medications mentioned above 

under doctor’s supervision. 

 

Hypertension: People with elevated blood pressure should not use the medications mentioned above 

without doctor supervision.  

 

Glaucoma: People with glaucoma (elevated pressure in the eye) should not use the medications 

mentioned above without doctor supervision. 

 

Extrapyramidal  

Disorders: People with extrapyramidal disorders (disease characterized involuntarily movement, 

changes in muscle tone, and abnormal posture) should not use the medications 

mentioned above without doctor supervision. Extrapyramidal disorders include: 

Tarradive dyskinesia, Chorea, Athetosis, and Parkinson’s disease. 

 

Thyroid Disease: People with hyperthyroidism (overactive thyroid) should not use the medications 

mentioned above without doctor supervision. 

 

Easily Overexcited: People who experience this condition should not use the medications mentioned above 

without doctor supervision. 

 

History of Alcohol  

Abuse: People who experience this condition should not use the medications mentioned above 

without doctor supervision. 

 

Pregnant Women: Women in this condition should not use the medications mentioned above. 

 

Breast-Feeding  

Mothers: Breast-feeding mothers should not use the medications mentioned above. 

 

Anti-depressants: Anti-depressants are counter indicated should not use the medications mentioned 

above unless approved by doctor. 

 

Leber’s Disease: People with this disease should not get the B12 injections. 

 
I fully understand the counter indications noted and also the medical complications that can be caused by the medications 

listed above. I also understand that if I take these medications, they may cause over-sedation or drowsiness, and if this 

occurs, I should not drive or operate dangerous machinery. I also understand that the medications mentioned above should 

not be taken with tranquilizers, barbiturates, alcohol, or anti-depressants. 

 

 

______________________________________   Dated________________________ 

Patient’s Name Printed 

 

 

______________________________________                  

Patient’s Name Signed 
             3/30/2009 
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Physician Follow Up Exam- Reduction Phase 
 

Patient Name__________________________ Date_______________   Months on program_________ _ 
 

Subjective 

______Pt. has no complaints and is losing weight.  

______Insomnia has not been significantly noted. 

______Pt. has  not had significant headache, blurred vision, chest pain, or palpitations. 

______Pt. feels that current anorectic medication is losing effectiveness.  

______Pt. is noticing a decrease in the rate of weight loss.  

______Pt. denies pregnancy.  

 

Objective 

GEN:   ______Pt. has no obvious anxiety.  

Vitals:   Blood Pressure__________ Pulse__________ BMI__________ Weight__________ 

HEENT:  ______No thyroid abnormality, otherwise normal. 

CV:   ______No MGR/RRR. 

EXT:   ______No obvious edema. 

Other:  _______________________________________________________________________  

 

Assessment/Plan 

Obesity- Council concerning lifestyle changes, new diet, and exercise recommendations given. 
Discussed risks and benefits of treatment, plan, medications, and injections. 

  ______Will refill current anorectic medication. 

  ______Instructed to take blood pressure daily. 

  ______Do not take anorectic medication if diastolic or pulse is over 90. 

  ______Change to different anorectic medication. 

  ______Stop anorectic medication due to length of treatment/effectiveness. 

  ______Weight goal achieved, transition to maintenance visits monthly. 

 

3/30/2009        __________________________________M.D. 
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