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(303) 488-0034 8400 E Prentice Ave, Suite 301 www.denver-doctor.com
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All information is treated as confidential unless you grant permission to release it. Please Print and complete all information.

Case no Medicare No Medicaid No. Today's Date Birth date Male [] Female []
Last First Middle Daytime Phone Home Phone
Address City State Zip Marital Status Occupation
Person to notify in emergency Daytime Phone Relationship Last Phy sical Examination Date
By Doctor Phone Family or Referring Doctor Phone no.
May | contact either of these Yes [] What are y our present medical sy mptoms?
Doctors for your past health records? No
Family If Living If Deceased Any blood relatives who have or have had any of the listed conditions
N Health Death
History Age | Good/Fair/Poor | Age Death Cause v Yes No Relationship ¥ Yes No Relationship
Father Asthma Hay Fever
Mother Arthritis Insanity
glrg‘tgrer (Sglg():(i) Allergies Kidney Diseases
1. Anemia Leukemia
2. Alcoholism Migraine
3. Bleeding Tend Nerv ous Break'n
4. Cancer Obesity
5. Colitis Rheumatism
Congenital Heart Rheumatic fever
B ers g Diabetes Stroke
1. Epilepsy Suicide
2. Goiter Stomach Ulcers
3. High BI. Press. Tuberculosis
4. Heart Disease
5.
6.
HABITS v" MEDICATION v v v
Do you v Yes No Daily consumption: v If taken v Blood Thinning pills ] 1ron or Poor Blood Med[]  Vitamins......... -
Smoke.....................|:| |:| Pkgs Antacids............................|:| Cortisone.......cccccc...... |:| Laxatives......................|:| Water Pills.. |:|
Drink Coffee..........1 [ Cups| Antibiotics.. ..d Cough Medicine......... [0 Phenobarbital.... .0 Weight Reducing P|IIS|:|
Drink Alcohol........... 1 [] Oz Aspirin, Bufferin, Anacin... O Digitalis......................|:| Shots.......ccenee. ..[1 others (List)... ..
Drink Bear............... |:| |:| Oz Barbiturates.............c........ |:| DiIantin.......................|:| Sleeping PiIIs................D
Fall asleep easily.....D D Birth Control PiIIs..............D Hormones.. D Thy roid MedD
Awaken Early..........|:| |:| Blood Pressure PiIIs........AD Insulin, Diabetic Pills. |:| Tranquilizers...........A.....D
Disease you have had Serious lliness not
Operations you have had: Year requiring Hos pitalization Year requiring hos pitalization Year
Drugs you are allergic to: Describe any serious injuries or accidents you have had
"'WOMEN only: v Yes No
Are you still having regular monthly menstrual periods? ........ccoccvveiiininnnennne D D
Haveyou ever had bleeding between your periods?...........cceeeeereeereeeveenne. O O when?
Doyou have very heavy bleeding with y our periods?.........cceeeeeeeeveeriieenns O O when?
Doyoufeel bloated and irritable before y our period?............ccveviniiinnniinnnnn. O 3d
Are you now on or have you evertaken the birth control pill?..................c.... O O when?
Haveyou ever had a miscarriage?................. . .1 [0 When?
Haveyou ever had a discharge from the nlpple of your breast?..... ... [ when?
Do you regularly have the cancertest of the cenix?. O O Date o last Test
How many children born alive......... MEN only: Have you ever had: v Yes No
How many stillbirths.............c...cc.... Loss o sexual activiy ? For how long?......... D D
How many premature births. ..., Treatment for genitals (private parts)?........ 1 []
Date of last menstrual period... Discharge from Penis?.............uuueum. L1 []
How many miscarriages..... Hernia (rupture)?... O od
How many cesarean operations... Prostate trouble?... O g

Any complications of pregnancy ?




(303) 488-0034
(303) 488-0040 Fax

Jonathan W. Singer, DO
8400 E Prentice Ave, Suite 301
Greenwood Village, CO 80111

www.denver-doctor.com
singerdo@aol.com

MEN and WOMEN: v Yes No | Have you recently had pain in the stomach which v Yes No
Do you frequently have severe headaches....................[ 1 [ | Occurs +-2 hours afterameal?...........c.cccveveveceecrereen 1 O
(ff yes, answer the follow ing): Is brought on by eating fried foods, gassy foods?............c.ccoouueeeend 0 o
Do they cause visual trouble?..................cccccveverceceeeeeee. L1 00 | Awakens you at night?..........cocveeececeeeceeceeceee O O
Do they occur on one side of the head?............... .. 0O [ Is relieved by antacid medications?.......... O O
Do they awaken you atnight?.................cc...... .0 O | s relieved with milk or eating?.................. Laod
Do they feel like a tight hat band?..............ccccceeurmevecurerrreeennnn, L [ | Occurswhile eating or immediately after? .0
Do they hurt most in the back of the head and neck?............... O O | s relieved by a bowel MOVEMENt?...........coovuveieeeeeeeeeeeeereeenn) O O
Does aspirin relieve them?.............cc.cccueveeeeeccveeeeeeee s OO [ | Causes 10ss of @pPetite?........cccoveeveeervereeieeeeieeeeeeerees e O O
v Yes No v Yes No | Do you frequently have: v Yes No
Have you ever fainted?..................... O 0O Have you ever had a convulsion?...... O 0O Bleeding gums?........cccooviiiiiiiiie e, O O
Spells of dizziNeSS?.....coveeeveereeen. O O | Double Vision?.......cccoeveveeveneen. ..O 0O | Trouble swallow ing?.. OO
Spells of weakness of armor leg?...[1 [ | Painsinear?...... WO O | Hoarseness?........coevececeveeeeeeeererenan, O 0O
RiNGING iN €ars?.........coevomeveereerenen, LI O | NosebleedS?........co.ovveeveerreererrreed O O | A soretongue?............ .0
Nausea and VOMiting?..............ccoceeueeen.n. O O

Have you ever had shortness of breath?

v Yes No
Doing your usualwork?.................. O a
Climbing a flight of stairs?................. O d
Which awakens you at night?...........H [
Do you have a chronic cough?........[1 [
Which causes you to cough?...........[.1 [
Accompanied by wheezing?............. O d
Have you ever coughed blood?....... O 0O
Do you cough up much sputum?......[1 [1

Have you had pain or tightness in the chest which begins:

v Yes No
When exerting yourself?.............. 0o
When walking against a wind?.....[1 [
Whenwalking up a hill?................ O 0O
After a heavy meal?........ O
When upset or excited?.. g
Palpitations............cceveeeeeierenenn. O d
Do you sleep on more
than one pillow ..............c..c.......... O O

v Yes No
Radiates downthe arm?............cccoccovevueeen.e. OO
Disappears if You rest?..........cccooeeeereerrennn, O O
Occurs only al rest?...... .00
When walking fast?............ocooovvererrerenn) O 0O
When walking in cold weather?...................... 0o

If you have Chest pain or tightness please explain

Have you had? v Yes No When or since when? Have you recently had: v Yes N o When or since when?
Burning when urinating?......... O 0O Pains in calves of legswhen

Loss of control of bladder?....[1 [ WalKING?.......cvoeveereeeeeeereseeeeieneen 0o d

Blood in the urine?.................. O d Cramps in legs at night?............. O d

Dark colored uring?................ O 0O Pain in the big to€?...........cc........ O 0O

Trouble starting to urinate?.....d [ Varcose Veins?............ccocueeue.. O O

Trouble holding the urine?.....[1 [ Phlebitis or inflamed leg veins?..[1 [

To get up frequently at night?.[1 [ Swelling in the ankles................. O O

Passed a kidney stone?.......... O O

BIack StOO0IS?........coeueeeereeeeeceeeeeeeeeeereen O
Require use of strong laxatives or enemas?.[]

If you have had achange in bowel habit recently

answer the following v Yes No When or since when?
Crampy pain in abdomen?..........cccoocveeee.... O O
Alternating diarrhea and constipation?.......... OO
Pain during or after bowel movement?.......... O O
Mucous in the Stool?.........cccoeceeeeeereeean. O O
Blood in the StOOI?........c..veeeeeereeee e OO
Ribbon like stools?.... O g
O
O
O

Describe briefly your present medical symptoms and
anything else we should know about your health:




Jonathan W. Singer, D.O.

Medical Management of Weight Problems
Family Practice Physician and Surgeon
8400 East Prentice Avenue, Suite 301
Greenwood Village, CO 80111
(303) 488-0034

PLEASE PRINT ALL INFORMATION - THANK YOU

Date:
PATIENT INFORMATION:
Patient’s Name Birth Date
Gender Single  Married __ Widowed _____ Divorced
Address Home Phone

City

State Zip Mobile Phone

Social Security #

E-Mail Address

Employed By Occupation

Work Address, City & State Work Phone

SPOUSE INFORMATION:

Spouse’s Name

Employed By Occupation

Work Address, City & State Work Phone

IF PATIENT IS A MINOR:

Parent or Guardian

Address, City & State Zip
(If different from patient’s address)

Parent’s (or Guardian’s) Occupation

Employed By Occupation

Address, City & State of Employer Work Phone

INSURANCE:

Insurance: Yes No Medical? Hospital & Surgical?

Your Insurance Company’s Identification No Code No’s

Subscriber’s Name

Person Responsible for Payment

Address, City & State

PHARMACY:
Pharmacy Name and Address

Phone

REFERRAL SOURCE:
Referred By

EMERGENCY INFORMATION:
In an emergency who should be notified?

Phone




Jonathan W. Singer, D.O.

Family Practice Physician and Surgeon
8400 East Prentice Avenue, Suite 301
Greenwood Village, Colorado 80111
(303) 488-0034, (303) 488-0040 Fax

Informed Consent
For the use of Complementary and Alternative Medical Practices, including
Complementary and Alternative Medical diagnostic and therapeutic techniques.

I , authorize Jonathan W. Singer, D.O., a physician licensed in the State
of Colorado to practice medicine and surgery, to utilize all treatments he deems appropriate for my medical
care.

I understand my treatment may involve, but not be limited to, traditional, nontraditional, alternative or
complementary diagnostic and therapeutic techniques such as salivary hormone levels, actual free serum levels
of hormones, injectable medications, vitamins, minerals, glandular extracts, hormonal therapies, herbal,
ayurvedic, homeopathic, Chinese medications and a variety of other prescription and over-the-counter
supplements. Some of these therapies have undergone rigorous scientific scrutiny or testing and some of these
therapies may not be approved or officially sanctioned by the FDA, AMA, traditional medical practitioners or
the Colorado Board of Medicine for the purposes used in this practice. The diagnostic tests and therapies have
either been derived empirically or through clinical trials and protocols.

Dr. Singer’s use of these diagnostic and therapeutic techniques are based upon 1) his expert medical judgment
as a Board Certified Family Physician, Board Certified Holistic Medical Physician, and Board Eligible Bariatric
Physician, 2) years of relevant clinical experience in the specific fields of endocrinology, allergy, and
immunology, gynecology, and family practice, 3) review of both traditional and complementary medicine, and
5) the utilization of such diagnostic and therapeutic techniques by other physicians within the complementary
and alternative medical community.

Dr. Singer’s care may involve the use of diagnostic testing not usually utilized in traditional medical care.
Furthermore, Dr. Singer may utilize traditional medical testing and interpret the results in a way that is different
than the majority of physicians might.

I understand that Dr. Singer’s aim in using these different diagnostic tests and therapeutic techniques is to
provide me with a higher level of care than that normally practiced by traditional physicians. Dr. Singer will
attempt to understand at a deeper level the interrelatedness of all parts of the body, what problems exist and how
those problems can best be corrected anatomically, biochemically and/or physiologically instead of merely
providing palliative treatments commonly used by traditional practitioners. Dr. Singer will convey that
understanding to me with careful and thorough discussions.

Alternatives to Dr. Singer’s methods are use of traditional medical diagnostics and therapeutics. Risks of Dr.
Singer’s methods are felt to be minimal since his techniques are more specific and detailed than that of
traditional medical diagnostics and therapeutics. I understand and hereby consent to treatment by Dr. Singer in
the aforescribed manner.

Patient Name Date Dr. Singer Date
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