
 
PATIENT REGISTRATION FORM 

 
Date: ________________ 

 
First Name: ____________________________  Last Name: ________________________________ MI: ______ 

Date of Birth: ______________________ Sex:  M     F     Marital Status:  S   M   W   D   SEP 

Driver License Number (Required for prescriptions): _____________________________________________ 

Mailing Address: __________________________________________________________________________ 

Shipping Address (for prescriptions) NO PO BOXES: _______________________________________________ 

Home #: ________________________________ Cell #: _____________________________ 

Email: __________________________________ Employer: __________________________ 

Name of your primary physician: ___________________________  Date of last physical: ____________  
 
How did you hear about us or did anyone refer you? ______________________________________  

*​I consent to receive calls from BioFunctional MED, PA for my protected healthcare and other services 
related to the service of my account and appointments at the phone number(s) above, including my cell 
number provided.     ​Initial here ________ 

 

MEDICATIONS:  

Are you currently taking any medications​ prescription or over-the-counter​? No____ Yes ____ Please list: 

__________________________________________________________________________________________

__________________________________________________________________________________________

List any allergies to medications: _______________________________________________________________ 

List any current medical conditions: _____________________________________________________________ 

LIFESTYLE:  

Height: _______ Weight: _______  ​   ​Do you smoke? No ____ Yes ____ How many packs per 

day?______         Do you drink alcoholic beverages? No ____ Yes ____ How many drinks per week? ________

       ​Do you exercise regularly? No ____Yes ____ How many days per week? _________

   ​What type(s) of exercise do you engage in on a regular basis? 

________________________________________ 

EMERGENCY CONTACT:  

Name: ___________________________ Relation: ____________________ Phone: ______________________ 
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GOALS & EXPECTATIONS FOR TREATMENT: 
 

It is important that you take your time and fill this section out with specific answers in order for us to be 
able to address your goals and our recommendation for reaching them.  
 
Which of the following treatments are you most interested. Circle all….. 
Weight Loss, IV infusions, Hormone Management, Detoxification, General Wellness, LipoLaser, Body Wraps, 
More energy, Stress Reduction, Male Erectile dysfunction, Better Intimacy, Hair Loss, HCG programs, 
Supplements, Cellulite, Thyroid dysfunction, Memory and Mood, Neuropathy  
 
What are your top five goals and expectations for treatment? (Please be as specific as possible) 
 
1. _________________________________________ 2. __________________________________________ 
 
3. _________________________________________ 4. __________________________________________ 
 
5. _______________________________________________ 
 
 
What are your top three hindrances or things standing in between you and your goals? 
 
1. _________________________________________ 2. __________________________________________ 
 
3. _________________________________________ 
 
 
How likely are you to follow the necessary treatment and do whatever it takes in order to reach your goals?  
 
• Not Very Likely • Somewhat Likely • Very Likely • Reach for the Stars 
 
 
What is the most important element in deciding to use our services? 
Circle only one. 
 
Effectiveness “My results are my top priority.” 
Time “I want results quickly.” 
Service “I need extra support along the way through my journey.” 
Affordability “I need this to be affordable.” 
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Potential Weight Loss Clients 
 
What do you consider your ideal weight? ______  

How much weight do you want to lose? _______ 

When was the last time you were at your goal weight? ___________________  

How many times a year do you diet? _______ 

What is stopping you from losing weight on your own?__________________________________________ 

What have you tried in the past that has failed? _________________________________________ 

Do your weight problems make you feel uncomfortable?    Yes        No   Please Describe: 

Does your weight issues make you feel physical pain?   Yes   No     Please Describe: 

Are you embarrassed by your excessive weight?   Yes    No   Please  Describe: 

Does being overweight and unhealthy limit your activities?    Yes    No  

Do you binge eat?   Yes    No  

Do you suffer from uncontrollable cravings?  Yes    No  

Do you feel that food controls you?  Yes    No  

Do you eat because of your emotions?  Yes    No  

Do you eat between meals?   Yes    No  

What do you choose to eat between meals?  ____________________________________ 

Do you feel that your eating behaviors are normal?   Yes    No  

Briefly describe your daily eating behaviors: 

Do you feel tired, run down, or out of energy?    Yes    No  

Is successful weight loss a top priority?    Yes    No       Please explain: 

How fast do you want to be slim, trim, and fit?  _____________________________________ 

What’s more important to you: fast or permanent?  

Does your family support your weight loss efforts?   Yes    No 

Is your family excited that you’re working with us?      Yes    No  

Can you remember being at your ideal weight?        Yes    No  

What do you remember most about it?  ________________________________________ 
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BFM FINANCIAL POLICY CONSENT FORM 

Private Pay Practice  Bio-Functional MED is set up as a self-pay private practice, we are not in network
with  any  insurance  companies.   Bio-Identical  hormone  therapy  and  wellness  treatments  are  not
considered essential services by insurance companies and, as such, are not covered.   Additionally, our
cash based self-pay model of practice allows us to spend more time with our clients and this is both
satisfying for our clients and providers.   We are able to pass cost savings on labs and treatments to our
clients.  Our pricing is transparent and clear.  We will never pressure you to get treated.

Not Covered by Insurance.  Bioidentical Hormone Replacement Therapy (BHRT) is an elective wellness
therapy. In keeping with a free enterprise philosophy, our policy regarding insurance has always been that
we choose to work directly with our patients rather than through an insurance company.  Our clients must
agree not to seek reimbursement from medical care received at our office.  We are not able to furnish
information or answer questions for insurance companies.  We are not able to provide ICD10 Diagnosis
codes or CPT Codes to generate billing sheets for insurance companies.  We are not treating disease.
Our doctors do not generate notes that can be used for billing purposes.  In keeping with our philosophy,
patients are afforded the luxury of treatment without the interference of insurance companies. Our focus is
the premier care we provide.

Labs. Insurance companies do not always cover wellness or functional medicine labs.  Your labs may not
be covered if you go to an outside facility and you will be responsible.  In some instances, the wellness
codes that we use will not be covered by your insurance company for labs.  We offer labs for a cash price.
We cannot order laboratory testing prior to the consultation.

Services  and  Goods. By  signing  this  financial  policy.  I  have  been  advised  that  most  insurance
companies do not consider Bio-identical hormone therapy and wellness treatment to be a covered benefit.
I acknowledge that my provider has no contracts with any insurance company and is not contractually
obligated to pre- certify treatment with my insurance company or answer letters of appeal.  If products or
treatments  are ordered,  they  are specific  to  you and they cannot  be refunded.   In  some instances,
supplements and goods will incur a 20% restocking fee if returned.    

Consultation. Hormone optimization is a complex process.  You will be asked to complete a detailed
medical history and symptom checklist.  Your initial provider meeting may require a long consultation to
review your medical and surgical history, your medications, your symptoms and determine which labs are
needed.  The provider will also discuss risks and benefits of treatment.  There are different treatment
routes to review and ensure that your treatment goals can be met.  The consultation fee is required up
front and must be paid in full.  The consultation fee is non-refundable.    Our providers have more than
20+ years cumulative experience evaluating and maximizing hormone optimization.  Our providers have
undergone  extensive  training  in  hormone  management  and  our  providers  are  required  to  complete
additional  continuing  education  coursework  on  the  latest  treatments.   The  provider  will  then  make
recommendations and discuss further testing requirements if needed.  

___________________________________________________________________________________
Print Name                                                         Signature                                                      Date

________________________________________________________________________________________________________
8382 Six Forks Rd Ste 102, Raleigh NC 27615                                                                                                           919-926-9575
3101 Zebulon Road, Rocky Mount, NC 27804                                                                             https://www.biofunctionalmed.com
1700 Forest Hills Rd West, Wilson, NC 27893



 
 

 
 

HIPAA Information and Consent Form 
 
The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy. 
Implementation of HIPAA requirements officially began on April 14, 2003. Many of the policies have been our practice 
for years. This form is a “friendly” version. A more complete text is posted in the office. 
 
What this is all about:  Specifically, there are rules and restrictions on who may see or be notified of your Protected 
Health Information (PHI). These restrictions do not include the normal interchange of information necessary to provide 
you with office services. HIPAA provides certain rights and protections to you as the patient. We balance these needs 
with our goal of providing you with quality professional service and care. Additional information is available from the 
U.S. Department of Health and Human Services.  www.hhs.gov 
 
We have adopted the following policies: 
 
1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all 
administrative matters related to your care are handled appropriately. This specifically includes the sharing of 
information with other healthcare providers, laboratories, health insurance payers as is necessary and appropriate for 
your care.  Patient files may be stored in open file racks and will not contain any coding which identifies a patient’s 
condition or information which is not already a matter of public record. The normal course of providing care means that 
such records may be left, at least temporarily, in administrative areas such as the front office, examination room, etc. 
Those records will not be available to persons other than office staff . You agree to the normal procedures utilized within 
the office for the handling of charts, patient records, PHI and other documents or information. 
 
2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, e-mail, U.S mail, 
or by any means convenient for the practice and/or as requested by you. We may send you other communications 
informing you of changes to office policy and new technology that you might find valuable or informative. 
 
3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI but must 
agree to abide by the confidentiality rules of HIPAA. 
 
4. You understand and agree to inspections of the office and review of documents which may include PHI by 
government agencies or insurance payers in normal performance of their duties. 
 
5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager or the doctor. 
 
6. Your confidential information will not be used for the purposes of marketing or advertising of products, goods or 
services. 
 
7. We agree to provide patients with access to their records in accordance with state and federal laws. 
 
8. We may change, add, delete or modify any of these provisions to better serve the needs of the both the practice and 
the patient. 
 
9. You have the right to request restrictions in the use of your protected health information and to request change in 
certain policies used within the office concerning your PHI. However, we are not obligated to alter internal policies to 
conform to your request. 
 
 
I,   date  do hereby consent and 
acknowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM and any subsequent 
changes in office policy.  I understand that this consent shall remain in force from this time forward. 
 



HIPAA COMPLIANT AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS AND INFORMATION

Patient Information Full Name: _____________________________________________________________
Social Security Number: _______________________________ Date of Birth: _________________
Address: ____________________________________________________________________________________
____________________________________________________________________________________________
Phone Number: _________________________ Email Address: _________________________________________

1. The following specific person(s) or class of persons or facility is authorized to make the requested use or disclosure:
________________________________________________________________________
________________________________________________________________________

2. I, _________________________, hereby authorize the use or disclosure of protected health information concerning
myself to the following person(s) or class of persons:
________________________________________________________________________
________________________________________________________________________

3. I also request that the Medical Records be released to the following:
Organization/Individual’s Name: _______________________________________
Address: ___________________________________________________________
___________________________________________________________________
Phone Number: __________________ Fax Number: ___________________
Organization/Individual’s Name: _______________________________________
Address: ___________________________________________________________
___________________________________________________________________
Phone Number: __________________ Fax Number: ___________________

4. The specific information that should be disclosed is all medical records, treatments, x-rays, diagnostic laboratory test
results, progress notes, and any other similar medical records on me.
Other:__________________________________________________________________
________________________________________________________________________

5. I understand that the information used or disclosed may be subject to re-disclosure by the person or class of persons or
facility receiving it, and would then no longer be protected by federal privacy regulations.

6. I may hereby revoke this authorization by notifying _________________________ in writing of my desire to revoke it.
However, I do understand that any action already taken in reliance of this authorization cannot be reversed, and my
revocation will not affect those actions. I understand that my refusal to sign will not affect my ability to obtain treatment
from or the payment to the medical provider to whom this authorization is furnished.

7. The purpose of the requested use or disclosure is at the request of the individual patient.

8. I ask that the Medical Records be released within the next thirty (30) days as required by the Health Insurance
Portability and Accountability Act (“HIPAA”)

9. This release will be valid until ______________________, or until written notice is sent by me therefore revoking the
release before the aforementioned end date. __________________________________

Signature of Patient/Claimant -orAuthorized Representative of the above-referenced Patient:

Full Name: ______________________________Sig: ________________________ Date_________________

______________________________ Signature of Authorized Representative Date_______________


