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







7

7



7



,

7
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900 Biddle Road
Medford, OR 97504

Phone: (541) 414-0481
Fax: (541) 414-0482 








































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 



Phentermine and Vyvanse are considered a controlled substance. I agree that I will take my medications as 
prescribed. I agree to follow my medical providers instructions. I also agree that I will not sell or share my 
prescriptions to other individuals. __ (initials)

 I understand that treatments used at Advanced Health & Wellness  might not be considered a medical
 necessity. Treatments rendered are for the purpose of improving your quality of life through hormone
restoration, nutritional and supplemental counseling, and weight loss treatment. ____(initials)

  



  I acknowledge that Advanced Health & Wellness is not my primary care provider unless I elect  them so. I agree that I 
will continue with routine care through my primary care provider and notify  them of treatments prescribed at 
Advanced Health & Wellness. _____  (initials)

7.
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10. I acknowledge that I have been advised of the risks and benefits of treatment. I also acknowledge
that I have been advised of possible complications and side effects. I understand the risks, benefits,
complications, and side effects of treatment. ____(initials)
11. I am voluntarily requesting treatment with Advanced  Health & Wellness in regards to weight
loss therapy as determined by a mutual decision between myself and the medical provider even if my
hormone levels are considered to be in normal range for my age based off of other medical
recommendations and guidelines or if I am just considered overweight and not obese.____(initials)
12. I do not hold any medical practitioner of Advanced  Health & Wellness responsible for
performing age-related preventive care. I agree that I will follow up with my primary care provider to
obtain these screenings and I hold Advanced  Health & Wellness harmless if an adverse event occurs
during my treatment. I will ensure that my primary care provider provides the results of such
screenings to Advanced Health & Wellness as this could change the treatment prescribed to me. ___
(initials)
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Name of disclosing party Name of Recipient

Address Address

City, State Zip City, State Zip

Phone Fax Phone Fax

R

SS# Date of Birth

Address Phone number

For the purpose of:

: This authoriz

 (date).

Re

Re-disclosure

Specify Records

and date.  

 Results of HIV Test 

Signature: Date: 

A copy of this authoriza

I hereby authorize (previous healthcare provider): To disclose to:
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