
 
Acknowledgement of Privacy Practices 

 
Receipt of Notice of privacy practices acknowledgement:  I have received or reviewed the privacy practice 
notice for Low T Center and understand the situations in which this practice may need to utilize or release 
my medical records. 
 
___________________                    _______________  

Patient Signature Date 
 
 

Consent to Obtain Medication History 

I authorize the Low T Center to obtain my medication history from the e-prescribing network system. 
This information will be used by the providers of the Low T Center for the sole purpose of keeping a 
current and accurate listing of medications. 

 
 
___________________                    ________________ 

Patient Signature Date 
 

 
Consent to Audio or Video Recording Devices 

 
We may use audio or video recording devices to ensure that you have a quality patient experience, or to 
facilitate treatment.  As part of this consent, you give us permission to utilize such audio or video 
recordings internally for purposes of quality assurance, training and/or safety compliance. 
 
 
__________________ _________________ 
Patient Signature Date 
 

Consent to Have Blood Drawn for Treatment/Testing 

I authorize the medical staff at Low T Center to obtain a blood sample for the purpose of running the 
panel of labs included in our Low T Comprehensive Assessment. 

 
 
___________________                    __________________ 

Patient Signature Date 
 

Financial Consent for Comprehensive Assessment 
 

_____ I agree I have not had an Annual Exam in the last 12 months and would like Low T to bill my 
Insurance for the Comprehensive Assessment which includes the following:  Testosterone, PSA, 
Hemoglobin, CBC, CMP, SHBG, Lipid, TSH and Venipuncture.   
_____ I acknowledge I am responsible for any copay/coinsurance or deductible up to 99.00 
 
 
__________________                   __________________ 

Patient Signature Date 
 



 
 

 

 
       

 

        

 

 FOR STAFF USE ONLY 

 Date of Request;     Number of Pages:   

 The undersigned personally verified the capacity of the person 
requesting said records prior to the release of same. 

 Patient Charges: $   Staff Initials:    

 
Authorization for Release of Protected Health Information 

 
PATIENT NAME:   «PtFullName»     DOB: «PtDOB» 
 
CHECK ONE: 
 
______ I hereby authorize all medical service sources and health care providers to use and/or disclose the protected health 
information (‘‘PHI’’) described below to: Low T Center 

 
via Fax @ ____________________________________ (45 CFR 164.530(c)) OR 
 

______ I hereby authorize my healthcare providers at Low T Center to release and/or disclose the protected health 
information (‘‘PHI’’) described below to: 
 

Name: ______________________________________ Relationship: ____________________________ 
 
Purpose of Release: ________________________ by _____ Pick-up by _________________________ 

_____ Fax       @___________________________ 
Other: __________________________________  _____ Email* @___________________________ 

(*not recommended) 
****************************************************************************** 
2. Authorization for release of PHI covering (check one) 

______ Last Labs Only 
______ All records from (date) _________________ - to (date)_______________________ 
______ All past, present and future periods. 
 

3. I hereby authorize the release of the above PHI as follows (check one): 
 

a.  ____  my complete health record (including records relating to mental health care, 
communicable diseases, HIV or AIDS, and treatment of alcohol/drug abuse); OR 

b.  ____  my complete health record with the exception of the following information (check       
appropriate): 
 
_____ Mental health records 
_____ Communicable diseases (including HIV and AIDS) 
_____ Alcohol/drug abuse treatment 

 
Other (please specify): _____________________________________________ . 
 

This authorization is valid until revoked by me in writing. 
 
 
_____________________________, OR ___________________________________              ______________ 
Patient Signature           Authorized Patient Representative Signature            Date  
 



 
 
 

 
 



 
 
 

PRIMARY INSURANCE POLICY HOLDER INFORMATION (If different than yourself) 
 
***Please give a copy of your Insurance Card to the front desk*** 
 
Last Name: _______________________ First Name: ______________________ M Initial: _________ 

Relationship: ______________________ Date of Birth: ______________ SSN: ___________________ 

Preferred Phone: ___________________ Employer: ________________________________________ 

Group / Policy #: _____________________________________________________________________ 

 
EMERGENCY CONTACT INFORMATION 
Name: ____________________________ Relationship to Patient: _________________ 

Home Phone: ______________________ Cell Phone: __________________________ 

PRIMARY CARE / REGULAR PHYSICIAN 

Name: ____________________________ Phone: _________________________ 

 

Authorization to Release Information 
 
 I hereby authorized Low T Center to: (1) release any information necessary to insurance carriers 
regarding my illness and treatments: (2) process insurance claims generated in the course of examination 
or treatment; and (3) allow a photocopy of my signature to be used to process insurance claims for the 
period of lifetime.  This order will remain in effect until revoked by me in writing. 
 
 I have requested medical services from Low T Center on behalf of myself and/or dependents and 
understand that by making this request, I become fully financially responsible for any and all charges 
incurred in the course of the treatment authorized. 
 
 I further understand that fees are due and payable on the date that services are rendered and 
agree to pay all such charges incurred in full immediately upon presentation of the appropriate statement.  
A photocopy of this assignment is to be considered as valid as the original.   
 
 
_______________________________    __________________________ 
Patient/Responsible Party Signature    Date 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
Financial Responsibility 

 
All professional services rendered are charged to the patient and are due at the time of service unless other 
arrangements have been made in advance.  If applicable, necessary forms will be completed to file for 
insurance carrier benefits. 

 
Please select one of the following payment options: 
 
Assignment of Benefits- Insurance 

 I hereby assign all medical and surgical benefits, to include all past, present, and future medical benefits 
and/or insurance reimbursement, if any, otherwise payable to me for services, treatments, therapies, and/or 
medications rendered or provided by my health care provider, regardless of its managed care network 
participation status.  I hereby authorize Low T Center to release all medical information necessary to 
process my claims.  Further, I hereby direct my plan administrator, fiduciary, or insurer, and their agents, to 
release to Low T Center, any and all Plan documents, ERISA information, summary benefit description, 
insurance policy, and/or settlement information upon written request from Low T Center.  In addition to the 
assignment of the medical benefits and/or insurance reimbursement herein, I also assign and/or convey to 
Low T Center, any legal or administrative claim, appeal right, claim for equitable relief, or any chose in action 
arising under ERISA, any group health plan, employee benefits plan, health insurance or other insurance 
plan, which relates to any services, treatments, therapies, and/or medications I receive from Low T Center.  
This constitutes an express and knowing assignment of ERISA claims and other legal and/or administrative 
rights and claims.  I intend by this assignment and designation of authorized representative to convey to Low 
T Center all of my rights to claim the medical benefits related to the services, treatments, therapies, and/or 
medications provided by the above-named health care provider, including rights to any information, 
settlement, legal or administrative remedies, and other rights related thereto.  Low T Center is designated 
and given the right by me to (1) obtain information regarding the claim to the same extent as me; (2) submit 
evidence; (3) make statements about facts or law; (4) make any request including providing or receiving 
notice of appeal proceedings; (5) participate in any administrative and judicial actions and pursue claims or 
chose in action or right against any liable party, insurance company, employee benefit plan, health care 
benefit plan, or plan administrator.  Low T Center, as my assignee and my designated authorized 
representative may bring suit against any such health care benefit plan, employee benefit plan, plan 
administrator or insurance company in my name with derivative standing.  Unless revoked, this assignment 
is valid for all administrative and judicial reviews under PPACA (health care reform legislation), ERISA, 
Medicare and applicable federal and state laws.  A photocopy of this assignment is to be considered valid, 
the same as if it was the original.  I HAVE READ AND FULLY UNDERSTAND THIS AGREEMENT. I hereby 
authorize and direct my insurance carrier(s), private insurance and any other health/medical plan to issue 
payment check(s) directly to Low T Center (or its designee) for medical services rendered to me and/or my 
dependents regardless of my insurance benefits, if any.  I understand that I am responsible for any amount 
not covered by insurance, as may be applicable under my health plan. 
 
_______________________________________   __________________ 
Patient Signature        Date 
 

Insurance Waiver and Payment Agreement- Self Pay 
 

 I have chosen to be self-pay for health care services provided by Low T Center. I have decided to be 
self-pay even though I may have health insurance that covers these services and waive my right to have a 
claim submitted to my insurance company on my behalf. I agree to pay for services in the office on the date 
they are performed. 

   
 

_______________________________________   __________________ 
Patient Signature        Date  

  



 
PATIENT INFORMATION How did you hear about Low T Center? _________________________ 
 

Last Name:   «PtLastName» First Name:  «PtFirstName»  Middle Initial: «PtMiddleName»      

Preferred Name: ___________________________Email: _____________________________   
 

Address: _______________________________ City/St/Zip:  ____________________________ 

SSN: __________________  Date of Birth:  «PtDOB»____________ Age: «PtAgeYears» 

Race & Ethnicity:  □ American Indian or Alaska Native                □ Asian □ Black or African American  

                   □ Native Hawaiian or Other Pacific Islander  □ White   □ Other Race 
Home Phone:  ________________________________  Cell Phone:_____________________________ 

May we send you a text message reminder the day before your appointment?  (Circle one) YES NO 

Employer/Title:_____________________________  Work Phone: _______________________________ 

Work Address: _________________________________ City/St/Zip: _____________________________ 

Do you desire more children:  Yes    No 
 
Primary Symptoms:  Have you experienced any of the following symptoms? 

Decreased libido  Decreased spontaneous erection Hot flushes Unusual sweating  
 

Breast discomfort  Gynecomastia Noticeable decrease in testicular size      
 

Testes that are less than 2.5cm in length Loss of axillary or pubic hair  
 
Secondary Symptoms:  Have you experienced any of the following symptoms? 
 

Weight Gain Fatigue    Moodiness    Decrease mental clarity 
 
Yes/No Questionnaire  
Do you currently suffer from this condition?  
 
______High Cholesterol    
           Is this condition actively being managed by a physician? _____________ 
           If not actively managed, are you interested in Low T managing this condition? ___________ 
_____ High Blood Pressure   
           Is this condition actively being managed by a physician? _____________ 
           If not actively managed, are you interested in Low T managing this condition? ___________  
____   Diabetes    
           Is this condition actively being managed by a physician? _____________ 
           If not actively managed, are you interested in Low T managing this condition? ___________ 
____   Weight Gain    
           Is this condition actively being managed by a physician? _____________ 
           If not actively managed, are you interested in Low T managing this condition? ___________  
____   Low Thyroid 
           Is this condition actively being managed by a physician? _____________ 
           If not actively managed, are you interested in Low T managing this condition? ___________ 
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