
 
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 to pay a self-pay rate of $99.00 to have my Low T Comprehensive assessment.  

 
 
__________________                   __________________ 

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  
 
 



 
 

 
  



 
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 
 

 


	Acknowledgement of Privacy Practices
	Acknowledgement of Privacy Practices
	Patient Signature Date
	Patient Signature Date
	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.
	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
	Patient Signature Date
	Consent to Audio or Video Recording Devices
	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...
	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...
	__________________ _________________
	__________________ _________________
	Patient Signature Date
	Patient Signature Date
	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.
	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.
	Financial Consent for Comprehensive Assessment
	Financial Consent for Comprehensive Assessment
	____ I agree to pay a self-pay rate of $99.00 to have my Low T Comprehensive assessment.
	____ I agree to pay a self-pay rate of $99.00 to have my Low T Comprehensive assessment.

