@

Dermatology Consultation

RevitaLife Wellness Center
13354 Manchester Road, Ste 100

Saint Louis, MO 63131
Date:
Name: Date of Birth:
Address:
City: State: Zip Code:
Preferred Phone: Email Address:
Preferred Pharmacy:
(name) (address) (phone)
Prescription Medications: OTC medications and/or supplements:
Chronic Medical Conditions:
Allergies (drug): (other):
e Have you had skin cancer Yes No

o Ifyes, what type and where on your body:

e 2) Do you have a family history of skin cancer Yes No

o Ifyes, was it melanoma Yes No



What do you want to be seen for today? Circle the main reason or reasons

1) Skin check/skin cancer screening

2) Concerning mole, spot, lesion:

a. Where is it on your body?

b. When did you first notice it?

¢. Has it been changing at all?

d. Does it bother you at all? ltch, bleed, hurt?

3) Rash: (acne, eczema, etc)

a. Where is the rash on your body?

b. Have you ever had a similar rash before?

c¢. How long has it been there?

d. What does it feel like? Itchy? Stings? Hurts?

e. Have you tried any treatments yet?

f. If so did any of those treatments help?

g. Any family history of rashes? If so which one(s)?

Patient’s Signature Date



& RevitalLife

Patient Consent to Treatment

By reading and signing this document the undersigned patient (or authorized representative) consent to, agree
and authorize Revitalife to perform treatments, examinations, prescribe medications, medical services and
diagnostic procedures as ordered and approved by the physician and discussed with me. | understand that | may
have other conditions that will continue to be cared for by my primary care physician. | acknowledge and consent
to the following:

1) I am at least 18 years of age and | have provided a full and accurate medical history to Revitalife. | acknowledge that the

2)

3)

4)

5)
6)

7)

8)

9)

10)

medical history t provided to Revitalife is true and accurate and | am aware that any information | did not provide
prior treatment cannot hold Revitalife personnel me responsible for loss or liability that my result due to my failure
to provide such information.

| understand and agree that as a to my treatment with Revitalife | will continue to visit my primary care physician,
regardless of the extensive follow ups specific to diagnosis discussed by my Revitaljfe physician or treating personnel.

Revitalife physician. and healthcare professionals cannot guarantee any specific results of any examination,
treatment, or medical care. | release Revitalife, its providers, and healthcare professionals from any and all liability
for any accident or injury that is not directly caused by the negligence of or its employees. | further that the overall
diagnosis and my involve or injuries. As a result. | understand and agree to hold Revitalife and Revitalife physicians
harmless and free of liability if | should encounter any adverse event related to the treatment or medications
prescribed that could result in my incurring additional medical costs.

During the course of my care and treatment, | understand that various types of examinations, tests, and diagnostic
or treatment procedures may be necessary. These procedures may be performed by physicians, nurses, technicians
or other healthcare professionals. While routinely performed without incident. there may be material risks associated
with these procedures; | will ask my healthcare professional or physician to provide me with additional information.
| understand RevitaLife personnel and or physicians may ask me to sign additional informed consent documents
relating to specific procedures and treatments.

| agree not to give, sell, or allow anyone other than myself to use any medication provided to me through my
treatment with Revitalife.

| understand that Revitalife has contracts with pharmacies for compound medications.

| understand that hormones and the ancillary use of mediations while taking hormones or treatment for a specific
diagnosis observed by a Revitalife physician can result in unknown side effects which may become evident until a
future date. AS a result, | agree to take my medications exactly in the manner prescribed to me by my RevitaLife
physician and agree to release Revitalife , or Revitalife and Revitalife physicians from any liability for any misuse,
unintended use, or unauthorized use of the medication prescribed.

If the medications prescribed may be Injected and | chose to Inject myself, | agree to hold harmless Revitalife,
RevltalLife personnel and or RevitaLife physicians if the results in injury or harm to myself. | understand that Revitalife
and its affiliates will provide as much information and instructions as possible to assist in minimizing harm to myself.
| authorize and agree to allow Revitalife to utilize my lab results, observations and or outcomes of my treatment in
future studies which will not disclose my demographic information.

| understand that RevitalLife physicians may have elected to opt out of medical malpractice insurance due to the
unique and unconventional nature of the medical treatment. and | cannot hold them responsible and will not attempt
to hold them responsible for the diagnosis and treatment, risks, potential harms or injuries or outcomes that may
result from initiation or continuation of therapy indefinitely.

| understand that RevitalLife may utilize independent contractors for office,outpatient or inpatient treatment/

procedures. These include but are not limited to, assistants, consulting and referral physicians. Healthcare
professionals that are independent contractors are not agents or employees of Revitalife and are responsible for



their own actions. | understand that RevitaLife shall not be liable for the acts or omissions of the independent
contractors. This consent to treatment also applies to any independent contractor utilized by my RevitalLife physician.

| ulunderstand that the Revitalife professionals involved in my care will rely on my documented medical history,
as well as other information provided by me, my immediate family, or others having information about me in
determining whether to perform or recommend certain procedures or treatment. Throughout the course of my
treatment | agree to provide accurate, updated and thorough information regarding my medical history and any
conditions or events, which may impact medical decision making.

By signing this document, | certify that | have read and understand its contents and the information provided by me
Is accurate and complete.

Patient Signature Date
Optional: | hereby authorize RevitalLife to use any of my comments as testimonials for future marketing and

advertising that may occur. Initials ——

PHOTOGRAPHY CONSENT

1, , authorize Revitalife Wellness Center to obtain and utilize my
photograph(s) in the following manner(s): in-office patient education, educational
publications/presentations, marketing and promotional materials, online social media posting(s).

Patient Signature Date

OM/Desktop
12/2023



