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PATIENT PROFILE- PLEASE PRINT CLEARLY-PAGE 2

Patient’s Last Name                  First        

 

Primary Care Physician:  
Address: Phone Number: 

Are you allergic to any medications?   Y/N If yes, please list them:  

Do you exercise regularly?   Y/N What exercise program do you follow?  

How often do you work out?  

What other activities do you do in your leisure time?                

Do you play any sports?   Y/N   What Sports do you play? 

  Consent for Use and Disclosure of Information

By signing below, you consent to our use and disclosure of protected health information about you for treatment, payment and health  
care operations.  You have the right to revoke this consent, in writing, except where we have already made disclosures in trust on  
your prior consent.

I understand that I am responsible for payment in full on the day of my office visit.  I further understand that Dr. Childrey’s office will 
not file my insurance and that this service is provided through Health Additions which is out-of-network for all insurance 
companies.  I have been informed that most private insurance companies, Medicare, and Medicaid do not cover bio-identical 
hormone pellet therapy, and therefore, I will not receive reimbursement for this expense.

I certify that the information I have read with regard to my insurance coverage is correct and authorize the release of any information, 
including medical information, to my insurance company (companies) if they request it in order for them to determine benefit coverage 
for this treatment.

Please print name:    

The above information is true to the best of my knowledge:   

______________________________________________________________________________________

 PLEASE SIGN Date



OB/GYN HISTORY

PATIENT NAME: __________________________________________ Date: ____________

What is the reason for your visit today?  Please describe any specific symptoms you may be 
experiencing.  
________________________________________________________________________________
________________________________________________________________________________
__________

OB HISTORY:
How may times have you been pregnant?  ______________________________
How many miscarriages have you had?  ________________________________

Did you have any complications with your pregnancies?   □YES   □NO

IF yes please explain: 

_____________________________________________________________________
________________________________________________________________________________
_____
________________________________________________________________________________
_____

GYN HISTORY

1.  Are you sexually active? □YES   □ NO

2. Have you experienced any problems related to intercourse? □YES   □ NO

     If yes please explain: 

Have you tried or are you currently using hormone creams, pills, or supplements?
Explain: 
______________________________________________________________________________
________________________________________________________________________________
_____

3. If premenopausal: What type of contraception are you currently using? 
Pills Tubal Ligation    Condoms Depo Provera
IUD  Foam    Vasectomy   Diaphragm Implants   Nothing

OTHER: __________________________________________________

4. What type of contraception have you used in the past?  (Circle Below) 
Pills Tubal Ligation  Condoms Withdrawal Depo Provera
IUD Foam   Vasectomy Diaphragm Implants:  

OTHER: __________________________________________________

If premenopausal:
First Day of Last Menstrual Cycle: ___________________

Menses: Light Heavy  Varies
 
Menstrual Cramping: Heavy Medium   Light



Female Review of Symptoms      

Name: ______________________________________   Date: ___________ 

SYMPTOM NONE OCCASIONAL MODERATE SEVERE
Hot Flashes

Fatigue

Night Sweats

Low Libido

Insomnia

Irritable

Mood Swings

Weight Gain

Depression

Anxiety

Difficulty Losing Weight

Poor Exercise Tolerance

Cold Body Temp

Cold Hands & Feet

Hair Loss

Joint Pain

Loss of Muscle Mass

Visual Changes

Panic Attacks

Breakthrough Bleeding

Vaginal Dryness 

Memory Lapses

Bone Loss

Water Retention

Dry Skin

Urine Incontinence

Headaches

Tearful

Thinning Skin

Uterine Fibroid

Cystic Ovaries

Foggy Thinking

Increased Facial Hair

Oily Skin

Allergies

Acne

Heart Disease

Decreased 
Concentration

Insulin Resistance

Swelling/Puffy Eyes

Sugar Craving

High Blood Sugars 



HEALTH ADDITIONS, PLLC
GREGORY W. CHILDREY, M.D.

PATIENT CONSENT TO LEAVE DETAILED MESSAGE/INFORMATION

Dear Patient

Gregory W. Childrey, M.D. requires our staff to obtain prior authorization to leave a detailed voice  
mail/messages for the patient.  This policy is to protect the patient and also to protect our staff from 
violating the patient’s confidentiality.  If we do not have a signed consent form on file, the staff may 
leave only their name and a phone number on an answering machine asking you to call them 
back.

By completing the consent below, you hereby authorize the staff to call and leave their name, the 
doctor’s name, and additional information on an answering machine or with a specific individual. 
Unless notified in writing, this consent will remain in effect permanently.

I give my consent to Dr.Childrey and or staff to leave a message regarding treatment, test results 
and other necessary information.

1) On the answering machine at home at this number:_______________

2)  On voice mail at work at this number: __________________________

3) On my cell phone voice mail at this number______________________

Patient’s Signature                                                                  Date

________________________________________________________________Please  print 
patient’s name

I DO NOT Consent to any messages being left on an answering machine other than caller’s name 
and phone number:

Patient’s Signature                                                                  Date

________________________________________________________________Please  print 
patient’s name



HEALTH ADDITIONS, PLLC
Gregory W. Childrey, M.D.

INSURANCE DISCLAIMER FOR BIO-IDENTICAL HORMONE PELLET THERAPY 
(BHRT) CONSULTATION

• Our research has shown that Medicare, Medicaid, and most commercial insurance companies DO 
NOT pay for bio-identical hormone replacement therapy (Testosterone & Estradiol pellets) 
because they are considered experimental and investigational.  

• *You are responsible for payment of the office consultation fee in the amount of $95.00      payable 
at the time the service is rendered.
    

• Our office will NOT send anything to Medicare, Medicaid, or any private insurances pertaining to 
this service.

• Dr. Childrey does bio-identical hormone replacement therapy (BHRT) through his business Health 
Additions and is NOT contracted with any insurance carriers.  Therefore, he is out-of-network with 
all plans for any service provided through Health Additions.

I HAVE READ THE ABOVE INFORMATION AND UNDERSTAND THAT I AM RESPONSIBLE FOR 
PAYMENT AT THE TIME OF THE CONSULTATION AND THAT MEDICARE, MEDICAID AND OTHER 
INSURANCES DO NOT COVER THIS TYPE OF SERVICE.  I ALSO UNDERSTAND THAT HEALTH 
ADDITIONS IS OUT-OF-NETWORK WITH MY INSURANCE AND THEY WILL NOT FILE ANY 
CLAIMS ON MY BEHALF.  I FURTHER UNDERSTAND THAT BHRT IS COMPLETELY ELECTIVE AND 
THAT NO GUARANTEES HAVE BEEN MADE TO ME REGARDING THE OUTCOMES OF THIS TYPE 
THERAPY.  BY SIGNING THIS FORM, I AM ACKNOWLEGING THAT I HAVE BEEN INFORMED OF 
MY FINANCIAL OBLIGATION, AND I CONSENT TO HAVE THE SERVICE.  

Signature _______________________________________________ Date___________

*We reserve the right to change our consultation fee, so please check with the business office prior to 
your consultation if you have any questions.



HEALTH ADDITIONS, PLLC
Gregory W. Childrey, M.D.

INSURANCE DISCLAIMER FOR BIO-IDENTICAL HORMONE PELLET THERAPY 
(BHRT)

• Our research has shown that Medicare, Medicaid, and most commercial insurance companies DO 
NOT pay for bio-identical hormone replacement therapy (Testosterone & Estradiol pellets) 
because they are considered experimental and investigational.  
  

• YOU are responsible for payment in full at the time the pellets are implanted.  The cost is as 
follows:

*Pellet insertion fee for women $ 295.00 - $325.00
*Pellet insertion fee for men       $595.00 - $650.00
*Iodine supplement fee            $ 30.00

  
• Our office will NOT send anything to Medicare, Medicaid, or any private insurances pertaining to 

this service.

• Dr. Childrey does bio-identical hormone replacement therapy (BHRT) through his business Health 
Additions and is NOT contracted with any insurance carriers.  Therefore, he is out-of-network with 
all plans for any service provided through Health Additions.

I HAVE READ THE ABOVE INFORMATION AND UNDERSTAND THAT I AM RESPONSIBLE FOR 
PAYMENT AT THE TIME PELLETS ARE IMPLANTED AND THAT MY INSURANCE DOES NOT 
COVER THIS TYPE OF SERVICE.  I ALSO UNDERSTAND THAT HEALTH ADDITIONS IS OUT-OF-
NETWORK WITH MY INSURANCE AND THEY WILL NOT FILE ANY CLAIMS ON MY BEHALF.  I 
FURTHER UNDERSTAND THAT BHRT IS COMPLETELY ELECTIVE AND THAT NO GUARANTEES 
HAVE BEEN MADE TO ME REGARDING THE OUTCOMES OF THIS TYPE THERAPY.  BY SIGNING 
THIS FORM, I AM ACKNOWLEGING THAT I AM FREELY ELECTING TO TRY BHRT AND AGREE TO 
PAY THE ABOVE FEES.  

Signature _______________________________________________ Date___________
*We reserve the right to change our fees.  Therefore, please check with the business office prior to 
insertion if you have any questions.



HEALTH ADDITIONS, PLLC
Gregory W. Childrey, M.D.

BIO-IDENTICAL HORMONAL THERAPY
FEMALE TESTOSTERONE HORMONE

ACKNOWLEDGEMENT INSERTION FORM

Although this therapy has been approved for human use, there are few doctors who currently administer 
estradiol and testosterone pellets in the United States.  I realize that this is not the usual and customary 
means of hormone replacement.

I understand that bio-identical hormonal Testosterone will be inserted under my skin to achieve a steady  
delivery of natural testosterone hormone into my blood system.  Testosterone is also made by my body, 
though  levels  decrease  with  age  and  in  certain  medical  conditions.  I  realize  that  testosterone  can 
increase my energy, my libido, and increase my sense of well being.  

I realize in the past that male and female athletes have abused testosterone.  When they took large  
quantities of synthetic testosterone, they may have incurred heart problems, elevated cholesterol, and 
other health problems.  However, low dose, non oral, natural testosterone that is used in bio-identical  
hormonal therapy has NOT been associated with these problems.

As this procedure is often an expense not covered by insurance benefits, I understand payment is due in 
full at the time of service.  We do not participate with any type of insurance.   

My signature certifies that I have read the above acknowledgement.  I have been encouraged to ask any  
questions  regarding  bio  identical  hormonal  therapy.   My  questions  have  been  answered  to  my 
satisfaction.     

____________________________________________________________________________________
__
PATIENT SIGNATURE                                                                              DATE



HEALTH ADDITIONS, PLLC
Gregory W. Childrey, M.D.

BIO-IDENTICAL HORMONAL THERAPY
FEMALE ESTRADIOL & TESTOSTERONE HORMONE

ACKNOWLEDGEMENT INSERTION FORM

Although this therapy has been approved for human use, there are few doctors who currently administer 
estradiol and testosterone pellets in the United States.  I realize that this is not the usual and customary 
means of hormone replacement.

I am to have bio-identical hormonal estradiol inserted under my skin to achieve a steady state of estrogen 
in my body.  Estradiol is an estrogen that is naturally made by my body. Its levels decrease with certain  
medical conditions and during ovary failure in menopause. The potential benefits and risks of bio-identical  
estradiol  as  they  are  currently  understood  have  been explained  to  me.  I  realize  that  estrogen may 
eliminate my mood swings, anxiety and irritability, among many other low estrogen symptoms. 

I understand that bio-identical hormonal testosterone will be inserted under my skin to achieve a steady 
delivery of natural testosterone hormone into my blood system.  Testosterone is also made by my body, 
though  levels  decrease  with  age  and  in  certain  medical  conditions.  I  realize  that  testosterone  can 
increase my energy, my libido, and increase my sense of well being.  
I realize in the past male and female athletes have abused testosterone.  When they took large quantities  
of synthetic testosterone, they may have incurred heart problems, elevated cholesterol, and other health  
problems.   However,  low dose,  non  oral,  natural  testosterone  that  is  used  in  bio-identical  hormonal 
therapy has NOT been associated with these problems.

As this procedure is often an expense not covered by insurance benefits, I understand payment is due in 
full at the time of service.   We do not participate with any type of insurance.   

My signature certifies, I have read the above acknowledgement.  I have been encouraged to ask any 
questions  regarding  bio  identical  hormonal  therapy.   My  questions  have  been  answered  to  my 
satisfaction.     

_____________________________________________________________________________
PATIENT SIGNATURE                                                                              DATE




