GLP-1NEW PATIENT INTAKE & MEDICAL QUESTIONNAIRE
-PLEASE PRINT & FILL OUT THE FORM COMPLETELY-

PATIENT INFORMATION

I am a current patient of Twin Ports Dermatology: [1Yes [1No

First Name:
Date of Birth:
Phone Number:
Street Address:
City:

Last Name:
Height:

Email:

State:

GOALS

Middle Initial:
Weight:

P. 0. Box:
ZIP Code:

I am looking to: [JLose Weight [Maintain Weight [JMicrodose GLPs for other health benefits

Short-Term Goals (3-6 months):

Long-Term Goals (1-3 years):

Have you ever been on a GLP-1 medication: [J Yes [JNo

GLP-1HISTORY

If yes, list medication, last dose, and dosage:

Have you stopped a weight loss program due to side effects:

Common side effects experienced:

Past or Current Medical Conditions:
Current Medications:

Allergies:

Are you pregnant or breastfeeding: [1Yes [1No

Check all that apply:

[J Coronary Artery Disease

[ Diabetic Retinopathy

[J Gallbladder Disease

[J High Blood Pressure (Hypertension)
[J High Cholesterol (Hyperlipidemia)
[ History of Alcohol Abuse

[ History of Pancreatitis

MEDICAL HISTORY

MEDICAL CONDITIONS

[ Hypoglycemia

[J Kidney Disease

[ Thyroid Cancer History

] MEN Type Il

[ Metabolic Syndrome

[J Non-Alcoholic Fatty Liver Disease
[ Osteoarthritis

Ifyes, did you experience side effects: [J Yes [JNo

Do you have challenges losing weight: [1Yes [1No

[ Polycystic Ovary Syndrome (PCOS)
[J Prediabetes

[J Sleep Apnea

[ Stroke History

O Type 1 Diabetes

O Type 2 Diabetes

[ None of the Above

Backside—>



LIFESTYLE & HABITS

Do you take oral birth control pills: [J Yes [JNo Have you tried diet and exercise for 6+ months: [] Yes [JNo

TREATMENT PREFERENCES & INJECTION READINESS
Preferred medication: [ Semaglutide [ Tirzepatide [JMost cost-effective option [INo preference
Are you interested in compounded medication to reduce side effects: [] Yes [INo
Are you willing and able to perform injections: [J Yes [ No

Are you interested in completing labwork to assess and monitor overall health prior to starting treatment with a GLP
medication? (All laboratory expenses are the responsibility of the patient.) [ Yes [JNo

IMPORTANT INFORMATION
Common side effects: nausea, vomiting, diarrhea, constipation, abdominal discomfort, headache, and fatigue.
Less common risks: pancreatitis, gallbladder disease, kidney issues, thyroid tumors, allergic reactions, and mood changes.

Birth control pills may be less effective while on tirzepatide—use backup contraception.

SIGNATURES
Initials: _____ | understand that compounded GLP-1 medications are not FDA approved and consent to treatment.
Initials: | have read Twin Ports Dermatology’s Notice of Privacy Practices. | know the document is found at
www.twinportsderm.com or can be requested anytime.
Initials: ______ | have read Twin Ports Dermatology’s HIPPA Regualtions (included in the Notice Of Privacy Practices Form).
Initials: I acknowledge and agree to the financial and refund policy. Twin Ports Dermatology and Med Spa offers

GLP-1weight loss programs as a cash-pay service and these services are not billed to insurance. Payment in full is required
prior to dispensing medication or services, and we do not submit insurance claims. Pricing is subject to change at any time.
Due to the nature of compounded medications, all sales are final once a prescription has been processed or medication
dispensed. No refunds will be issued for unused medication, missed doses, or changes to treatment plans.

Initials: I acknowledge and agree to the medical eligibility requirements. All patients must complete a medical
evaluation and receive provider approval prior to receiving medication. Payment does not guarantee a prescription. Ifa
patient is non deemed a candidate, medication will not be prescribed and a refund will be issued.

Initials: I acknowledge and agree to ongoing care and compliance requirements. | am responsible for following
dosing instructions and completing any required follow-up appointments or check-ins. Failure to follow medical guidance
may result in discontinuation of treatment without refund.

Initials: I acknowledge and agree to the pharmacy and shipping policy. Medications may be fulfilled through a
licensed compounding pharmacy and shipped directly to me. Twin Ports Dermatology is not responsible for delays,
damage, or other issues once medication has left the pharmacy.

Initials: | understand that results from GLP-1treatment vary by individual and are not guaranteed.

| certify that the information provided is accurate to the best of my knowledge and that | have read, understand, and
consent to the information outlined above.

Patient/Guardian Signature: Date:
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