
 

CONFIDENTIAL MALE EVALUATION  

Today’s Date: ___________________  

Name: ____________________________________Birthdate: ________________ Age: _______  

Address:______________________________________________________________________ 
   Street     City   State  Zip  
  

Phone:_____________________________Email:______________________________________ 

How did you hear about Balanced Bodies?___________________________________________  

 

Height: __________ Weight: _________ Desired Weight: __________  

            

Do you use tobacco?  □ Yes  □ No  _________________________________________ 

Do you use alcohol?  □ Yes  □ No  _________________________________________ 

Do you use caffeine?  □ Yes  □ No  _________________________________________ 

Do you exercise?   □ Yes  □ No  _________________________________________ 

 Allergies: Please list any allergies and describe the reaction that occurred  

Drugs:_________________________________________________________________________

______________________________________________________________________________  

Foods:________________________________________________________________________

______________________________________________________________________________  

Other:_________________________________________________________________________

______________________________________________________________________________  

  Medical Conditions/Diseases: Please list any conditions/diseases that you have been 

diagnosed with or suffer from.  (Examples include: Heart disease, high blood pressure, 

depression, ulcers, arthritis, insomnia, etc).  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 Current Prescription and Over the Counter Medications (including hormones):  
Medication Name and Strength   Date Started   How Often per day  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________  



 
  

List Hormones Previously Taken: Date Started  Date Stopped  Reason  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 Do you have a family history of any cancers or osteoporosis?  Please list the family member(s):  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

  

       Absent        Mild    Moderate    Severe  

Decreased lean 

muscle  
  _______    _______     _______    _______  

Weight Gain     _______    _______     _______    _______  

Fluid Retention    _______    _______     _______    _______  

Hair Loss     _______    _______     _______    _______  

Anxiety     _______    _______     _______    _______  

Depression     _______    _______     _______    _______  

Mood Swings    _______    _______     _______    _______  

Trouble sleeping  _______    _______     _______    _______  

Fatigue    _______    _______     _______    _______  

Foggy Thinking   _______    _______     _______    _______  

Acne     _______    _______     _______    _______  

Arthritis    _______    _______     _______    _______  

Decreased Sex Drive  _______    _______     _______    _______  

Harder to Reach Climax  _______    _______     _______    _______  

Stress    _______    _______     _______    _______  

  

Other: 

______________________________________________________________________________  



 
What are your goals for taking Hormone Replacement Therapy?  

1.   

2.   

3.   

 Doctor that we should contact for this therapy:  

Name: ____________________________________  Phone:____________________________  

Address:_______________________________________________________________________ 

Street     City   State  Zip  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Consent for hormone replacement therapy  

It is important to understand the practice of medicine is an inexact science. Although treatment 

protocols have been created through rigorous research and using the most current scientific 

evidence, results can vary in their degree of success. It is natural for clients undergoing 

hormone therapy to want to know everything will be fine. While this is the case in most 

instances, it is important for you to understand the possible risk and benefits of testosterone 

replacement therapy.  

Our attempt is for you to make an informed decision as to if hormone therapy is appropriate for 

you. You should also know of the alternatives to testosterone replacement therapy, including 

not receiving the therapy. If for any reason you are unsure, either consult with your healthcare 

provider or take some time to weigh your options. We will do our best to answer any questions 

that you may have. Please review the following information, which discuss informed consent.  

This form is designed to document your understanding regarding the benefits and risk of 

testosterone replacement therapy.  

Based on your symptoms and the results of your blood work, Balanced Bodies Anti-Aging Clinic 

LLC and its practitioners may have recommended testosterone replacement therapy. Our 

treatment goal is to optimize your testosterone levels to eliminate or decrease the symptoms 

of low testosterone and improve overall health and well-being.  

Possible complications of not initiating therapy may include worsening of your symptoms as 

well as those conditions associated with low testosterone. Some of these include heart 

disease, osteoporosis, depression, sleep disturbances, decreased libido, and premature death.  

Potential side effects of testosterone replacement therapy include but are not limited to 

overproduction of red blood cells, fluid retention, acne, breast enlargement or sensitivity, hair 

loss, decreased testosterone or sperm counts, testicle shrinkage, and death. Most of these side 

effects are reversible with discontinuation of testosterone replacement therapy.  

We strive to reduce side effects since we are restoring testosterone levels to a healthy  

physiologic level using our protocols. Our goal is to optimize testosterone levels to achieve 



 
benefits, and to closely monitor levels to prevent side effects and decrease risk.  

 

Initial beside each statement that you have read, understand, and agree with. 
_____1. This is my consent for Balanced Bodies Anti-Aging Clinic LLC, it practitioners, nurses, 

and staff to begin treatment for testosterone replacement therapy.  

_____2. It has been explained to me, and I fully understand that occasionally there are               

complications with testosterone replacement therapy such as ache, prostate enlargement,          

mood swings, breast enlargement, as well as the following (#3-7):  

_____3. Sleep disturbances- this is known as sleep apnea and is most likely seen in patients 

with lung and heart disease as well as individuals who are overweight.  

_____4. Extra fluid in the body-Can occur in individuals with heart, lung, and kidney 

problems.  

_____5. Enlargement of prostate- Can cause urinary difficulty.  

_____6. Changes in cholesterol levels, red blood cell levels, PSA levels, liver function enzymes, 

and other hormone levels which can be monitored with periodical testing.  

_____7. I understand I am required to have periodic blood testing 

done.  

_____ 8. I understand there is no guarantee as to the results of testosterone replacement 

therapy, and if I stop, my condition may return or become worse.  

_____ 9. I agree to have my personal physician or healthcare provider perform a complete               

physical exam yearly including a digital rectal exam. If I do not have a personal provider, our                 

practice will assist in finding one for you.  

_____10. I understand my examination with a Balanced Bodies Anti-Aging Clinic provider does 

not take the place of a full examination with my personal physician.  

_____ 11. I have had the opportunity to discuss with Balanced Bodies Anti-Aging Clinic LLC, and 

its medical practitioners my complete past medical and health history including any serious 



 
medical problems. All my questions regarding risks, benefits, of testosterone replacement 

therapy, and alternatives have been answered to my satisfaction.  

_____ 12. INDEMNIFICATION CLAUSE: I agree to indemnify defend, protect, and hold harmless             

Balanced Bodies Anti-Aging Clinic LLC, partners, employees and those affiliated from, against            

and in respect of all liabilities, losses, claims, damages, punitive damages, causes of action,              

lawsuits, administrative proceedings, investigations, demands, judgements, settlement       

payments, deficiencies, penalties, fines, interest, and costs and expenses suffered, sustained,           

incurred, or paid by the indemnified parties in connection with, resulting from or arising out of,                

directly or  

indirectly, Balanced Bodies Anti-Aging Clinic LLC rendering medical care, services, advise, and or             

treatment, my failure to disclose all relevant medical information regarding my medical and             

physical condition, acts or omissions of Balanced Bodies Anti-Aging Clinic LLC, harm or injury              

resulting from medical care or pharmaceuticals directly or indirectly by Balanced Bodies Anti             

Aging Clinic LLC. I am aware of the risk and potential side effects with the above described                 

treatment, accept all risks involved in taking medication and will not seek indemnification or              

damages from the indemnified parties.  

_____ 13. I acknowledge, understand, and agree to the terms and conditions disclosed herein,              

including, but not limited to the indemnification clause for any liability, arising out of the               

testosterone replacement therapy rendered by Balanced Bodies Anti-Aging Clinic, LLC.  

Print Name _____________________________ Patient Signature _______________________  

Date ________________ 

 
 

 
 

 

 

 

 



 
Consent for Sermorelin 

Please initial after each statement that you have read, agree, and fully understand each              
statement. 

____ 1. I consent to allow Kent Cohen MD and his designated practitioners at Balanced Bodies                
Anti-Aging Clinic to evaluate, treat and prescribe Sermorelin, which I may use for the off labeled                
use of anti-aging, preventive medicine and hormone deficiency. Benefits of Sermorelin may            
include improvement of physical and mental wellbeing, reduction of body fat, increased lean             
muscle, improved sleep and sexual performance. 

____ 2. I am not allergic to Sermorelin or any of its ingredients and will seek immediate medical                  
attention for any signs of anaphylactic reactions including swelling to tongue or throat,             
difficulty breathing or swallowing, hives or rash. 

____ 3. I do not have any known history of cancer, heart problems, pulmonary hypertension,               
stroke, retinitis pigmentosa, vision loss, bleeding disorders, on blood thinning medications,           
stomach ulcers, or hematological disorders. 

____ 4. I will only use the prescribed recommended dosage of Sermorelin. Using more than               
prescribed can increase the possibility of adverse side effects. 

____ 5. Certain hormones including HGH, Estrogen, Progesterone, Sermorelin, Testosterone can           
increase the metabolism and growth of cells and could induce underlying cancer growth. 

____6. I will notify Balanced Bodies Anti-Aging Clinic and my primary care physician of any               
changes in my health or medical history.  

____ 7. I fully understand the benefits and possible side effects associated with the use of                
Sermorelin, these may include, but not limited to; 

. Nausea/vomiting 

. Skin reaction at the injection site including redness, swelling, hives, pain, flushing, infection 

. Difficulty swallowing 

. Headache 

. Chest pain or tightness 

. Dizziness 

. Sleepiness 

. Changes in taste 



 
Notify Balanced Bodies Anti-Aging clinic immediately of these or for any other adverse             
reactions occur. Most of side effects from the use of Sermorelin resolve without within 24               
hours. 

____ 8. INDEMNIFICATION CLAUSE: I agree to indemnify defend, protect, and hold harmless             
Balanced Bodies Anti-Aging Clinic LLC, partners, employees and those affiliated from, against            
and in respect of all liabilities, losses, claims, damages, punitive damages, causes of action,              
lawsuits, administrative proceeding, investigations,, demands, judgements, settlement       
payments, deficiencies, penalties, fines, interest, and cost and expenses suffered, sustained,           
incurred, or paid by the indemnified parties in connection with, resulting from or arising out pf,                
directly or indirectly, Balanced Bodies Anti-Aging Clinic LLC rendering medical care, services,            
advise, and or treatment, my failure to disclose all relevant medical information regarding my              
medical and physical condition, acts or omissions of Balanced Bodies Anti-Aging Clinic LLC, harm              
or injury resulting from medical care or pharmaceuticals directly or indirectly by Balanced             
Bodies Anti-Aging Clinic LLC. I am aware of the risk and potential side effects with the above                 
described treatment, accept all risk involved in taking medications and will not seek             
indemnification or damages from the indemnified parties. 

 

____9. I acknowledge, understand, and agree to the terms and conditions disclosed herein,             
including, but not limited to the indemnification clause for any liabilities, arising out of the               
testosterone replacement therapy rendered by Balanced Bodies Anti-Aging Clinic, LLC. 

 

 

Print Name_________________________________ 

 

Patient Signature____________________________ 

 

Date______________________________________ 

 

 

 

 



 
 

Consent for Tadalafil 

Initial each statement after you have read it and you agree to its content. 

 

___ 1. This is my consent to allow Balanced Bodies to provide Tadalafil in clinic that I may                  
purchase for personal use following the strict dosing and usage protocol provided by Balanced              
Bodies. 

___ 2. I agree to notify Balanced Bodies of any medication or changes in medical history/ status                 
promptly while taking this medication. 

___ 3. It has been explained to me and I fully understand that Tadalafil may have potential side                  
effect which include but are not limited to headache, indigestion, back pain, muscle aches,              
flushing, and nasal congestion. These side effects generally resolve within 12-24 hours. I will              
notify BB or PCP if these symptoms persist beyond two days. 

___ 4. I currently do not take or are prescribed “nitrates” such as nitroglycerin, isosorbide,               
dinitrate, isosorbide mononitrate, or riociguat and I understand that taking these medications            
in conjunction with Tadalafil may result in an unsafe drop in blood pressure. 

___ 5. I am not allergic to Tadalafil or its ingredients and will seek immediate care if I begin to                    
experience symptoms such as rash, hives, swelling of lips, tongue, throat, or difficulty breathing              
or swallowing. 

___ 6. I understand that if I have a history of kidney/liver problems, I will notify one of the BB                    
providers prior to taking Tadalafil as this may lead to undesired side effects and may alter this                 
medications impact on my body. 

___ 7. I understand that I will stop all sexual activity and seek immediate medical assistance if I                  
begin to experience chest pain/dizziness/nausea during sex. 

___ 8. I do not have a history of heart problems, pulmonary hypertension, low blood pressure,                
strokes, retinitis pigmentosa, severe vision loss, stomach ulcers or bleeding problems, or blood             
cell problems (sickle cell anemia, multiple myeloma, leukemia) and will notify BB should my              
medical history change. 

___ 9. I understand that I will seek immediate medical care if I have sustained erection lasting                 
longer than 4 hours. 

___ 10. I understand that Tadalafil should not be taken more than once per day and that                 
alcohol consumption while taking Tadalafil may increase the possibility of adverse side effects. 



 
___ 11. I have had the opportunity to discuss the information contained in this consent with                
one of the Balanced Bodies providers and have had my medical history updated prior to               
receiving this medication. 

___ 12. I understand that I need to keep this medication between 59F and 86F and away from                  
moisture, heat and light. Balanced Bodies is not responsible for lost or damaged medication. 

 

Patient signature: _______________________________________ Date: ______________ 

 

Balanced Bodies Representative: ___________________________ Date: ______________ 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Healthcare Communication Consent 

 
We now have the ability to email and/or text you to remind you of your appointments. If you 
would like to receive this feature in the future, please read the consent below and sign.  
 
Patients in our practice may be contacted via email, text messaging, or voice messages to 
remind you of an appointment and to provide general health reminders/information. 
  
_______ (Patient initials) I consent to receive text messages from the practice to my cell phone 
number listed below. 
_______ (Patient initials) I consent to receive voice messages from the practice to my number 
listed below. 
_______ (Patient initials) I consent to receive email communication, from the practice to the 
email address listed below.  
 
I decline email, text and voice message communications __________ (Please initial)  
 
The email address I authorize to receive email messages for appointment reminders and 
general health reminders is___________________________________________________  
 
The phone number that I authorize to receive text messages and voice messages for 
appointment reminders and general health reminders is (_______)_________-___________ 
 
I understand that this request will apply to all future appointment reminders/health information 
unless I request a change in writing. 

 
 24 Hour Appointment Cancellation Policy 

 
Balanced Bodies Anti-Aging Clinic is committed to providing all our patients with exceptional 
care. When a patient cancels without giving enough notice, they prevent another patient from 
being seen. Balanced Bodies Anti-Aging Clinic has a 24 hour cancellation policy.  If an 
appointment is missed with less than 24 hour notice there will be a $50 charge.  
By signing below, you acknowledge that you have read and understand the Cancellation Policy 
for Balanced Bodies Anti-Aging Clinic as described above. 
Thank you for your understanding and cooperation.  
 
Patient Name:  ________________________________________________ 
 
Patients Signature:______________________________________________Date:___________ 


