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Dear Patient, 

Attached are the 3 forms we need you to complete, once you have done so, please mail the originals with signatures.  We will also need a recent copy of your pap smear and mammogram reports. Please include an enlarged front and back copy of your insurance card and a copy of your picture identification / license. Once we receive all this information we will forward a prescription for you to get a special blood test done which is an extensive hormone profile, the results should be forwarded to our office. Once we receive all of that information, Dr. Eckert will then call you for a phone consultation and discuss the treatment that would work best for you and we will get you started right away! 

If you have any questions, please feel free to contact us at any time.
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Dear Patient, 

Thank you for you interest in our natural hormone replacement therapy program. Its success and word of mouth has made it possible to offer this program to anyone around the world. Please fill out the enclosed forms and mail us the original. Please answer the following questions and sign on the bottom of this form acknowledging the above and that you are in agreement.

How did you hear about the Natural HRT program? _______________________________

When was your last pap smear? _________________________________________________

Was your last pap smear normal? ________________________________________________

When was your last mammogram? _______________________________________________

Was your last mammogram normal? _____________________________________________

Do you know if you have osteoporosis?___________________________________________

What hormone treatment are you on now? ________________________________________

What problems are you having with your current therapy? __________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Your signature: ________________________________________ Date: __________________
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NAME________________________________________________________________________________



(LAST)

(FIRST)

(M.I.)

ADDRESS _______________________________CITY__________________STATE_____ZIP: _______

HOME PH #_________________________________ WORK PH #_______________________________

CELL PH #________________________ E-MAIL ____________________________________________

SS# ______________________________ DOB __________________________ AGE ________________

OCCUPATION _______________________EMPLOYER ______________________________________

ADDRESS ____________________________________________________________________________

SPOUSES NAME ___________________________________ WORK PH # _______________________

CLOSE RELATIVE NOT LIVING WITH YOU _____________________ PH# _____________________

PRIMARY CARE DOCTOR _________________________________ PH # ________________________

INSURANCE COMPANY _______________________NAME OF INSURED ______________________

POLICY # ______________________________________ GROUP # _____________________________

ALLERGIES _______________________ MEDS _____________________________________________

SPECIAL DIET ________________________________________________________________________

SMOKE? _______ PACKS PER DAY? ___________ ALCOHOL? _________DRUGS USE? _________

HOW DID YOU HEAR ABOUT US? ______________________________________________________
I ACKNOWLEDGE THAT I AM RECEIVING HEALTH CARE AT South Florida Woman's Health Associates, INC., AND I AGREE THAT I AM PERSONALLY RESPONSIBLE FOR THESE CHARGES REGARDLESS OF MY INSURANCE STATUS. SHOULD THESE CHARGES BECOME DELINQUENT, INTEREST WILL INCUR AT THE CURRENT MONTHLY RATE. I WILL BE RESPONSIBLE FOR ALL COSTS OF COLLECTIONS INCLUDING COURT COSTS, ATTORNEYS FEES AND INTEREST. I HEREBY AUTHORIZE THE RELEASE OF MY COMPLETE MEDICAL RECORD WHEN NECESSARY TO AUTHORIZED PHYSICIANS, HOSPITALS, MEDICAL ATTENDANTS, ATTORNEYS AND INSURANCE COMPANIES. I AUTHORIZE MEDICAL BENEFITS TO South Florida Woman's Health Associates, INC., OR ITS ASSIGNED. I FURTHER ACKNOWLEDGE THE OFFICE “NO SHOW” POLICY. IF I FAIL TO NOTIFY THE OFFICE WITHIN 24 HOURS BEFORE MY SCHEDULED APPOINTMENT I WILL BE CHARGED $75.00. IF THIS IS AN UNCOVERED INSURANCE ITEM I WILL BE RESPONSIBLE FOR PAYMENT. THANK YOU.

WITNESS INITIAL

PATIENT  / GUARDIAN SIGNATURE


DATE

SOUTH FLORIDA WOMAN’S HEALTH ASSOCIATES 

SELF MEDICAL HISTORY
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NAME: _______________________________________________________________________

CHIEF COMPLAINT ____________________________________________________________

TOTAL # OF PREGNANCIES: ______ # OF FULL TERM DELIVERIES: _______________

# MISCARRIAGES: ______ # ABORTIONS: _______ # LIVING CHILDREN _____________

PAST MEDICAL HISTORY

HEART DISEASE ___________DIABETES ___________ HEADACHES _________________
PELVIC INFECTIONS _________BREAST LUMPS __________DEPRESSION____________
THYROID PROBLEMS ________KIDNEY / BLADDER PROBLEMS ___________________
ANEMIA ______________ HIGH BLOOD PRESSURE ___________HERPES _____________

ABNORMAL PAP _______GENITAL WARTS ____________ FIBROIDS ________________
LIVER DISEASE ___________ CANCER ______________ SEIZURES __________________
SURGERIES ___________________________________________________________________
 CURRENT REVIEW OF SYMPTOMS

HEADACHES ___________ BLURRED VISION ________________FEVER ______________

DIZZINESS ______________HOT FLASHES __________ INSOMNIA ___________________
LOW SEX DRIVE ___________ VAGINAL DRYNESS ____________ PELVIC PAIN ______

URINARY PROBLEMS __________EXCESSIVE  VAGINAL BLEEDING _______________
BREAST PAIN ______________ BREAST LUMP ______________ DIZZINESS ___________

FAMILY HISTORY

HEART DISEASE ______________CANCER ___________________ TYPE _______________
DIABETES _____________HIGH BLOOD PRESSURE __________ STROKE _____________

GENETIC ABNORMALS ____________ EARLY MENOPAUSE ________________________
