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               Yuma Mental Health & Wellness Center

Medical History & Health Clearance Form  
Participant information









participant name









program term and dates
ss#
dob









age





country of birth 





sex

permanent mailing address

city






state



zip

phone

Personal and family history
Are all of your parents and siblings alive?


( yes

( no

If no, please give cause of death, relationship to you and any other significant health problems they may have had.
Have you or a relative (eg. parents, siblings or grandparents) experienced any of the following?







    


Self



Relative
Heart attack, stroke

( yes  ( no

( yes 
( no
High blood pressure

( yes  ( no

( yes 
( no
High cholesterol


( yes  ( no

( yes 
( no
Diabetes





( yes  ( no

( yes 
( no 
Cancer





( yes  ( no

( yes 
( no Alcohol/Drug Abuse

( yes  ( no

( yes 
( no Emotional Disorder

( yes  ( no

( yes 
( no Hereditary Disorder

( yes  ( no

( yes 
( no
Have you had major surgery?  attach additional pages as needed.

( yes
( no  

Have you ever received medical or psychiatric aid or long-term counseling or been hospitalized for emotional problems (i.e. emotional/eating disorders, drug/alcohol problems)?  attach additional pages as needed.      ( yes
( no


Do you have any on-going medical condition and/or medications?  attach additional pages as needed. 

( yes
( no
diagnosis & treatment

____________________________________________

​

____________________________________________

Allergy history if yes, please name and describe reaction
inhalants


( yes
( no

food intolerance
( yes
( no

insects



( yes
( no

other




( yes
( no
Do you have a disability?  attach additional pages as needed.    ( yes  ( no
describe

Childhood illness:
chicken pox

( yes  ( no

measles


( yes  ( no 

mumps


( yes  ( no 
Primary care practitioner
name

phone
Person to notify in case of emergency

name







relationship

address

city






state



zip

work phone

home phone

email
PARTICIPANT AUTHORIZATION and RELEASE

I authorize Yuma Mental Health & Wellness Center to seek and to obtain medical and therapeutic procedures as deemed necessary by duly licensed healthcare professional. I __________________________________ freely, knowingly and willingly choose to participate in the program and assume the associated risks and will take due care during such participation.
I hereby release and discharge, indemnify and hold harmless Yuma Mental Health & Wellness Center its employees, agents, interns, and any other persons or entities acting on its behalf, and the successors and assigns for any and all of the aforementioned persons and entities, against all claims, demands and causes of action whatsoever, either in law or equity, relating to the diagnosis and/or treatment of any ailment, condition, disease, disability or bodily and psychological injury arising from my participation in the program.  I understand that I am solely responsible for any costs arising out of the diagnosis and/or treatment of any ailment, condition, disease, disability or bodily and psychological injury sustained through my participation in normal or unusual acts associated with Yuma Mental Health & Wellness Center.   I represent and warrant that I am in good health, and affirm that my participation in the Yuma Mental Health & Wellness Center programs will in no way aggravate any condition(s) present. 
By signing below I certify that the information is true and correct.  Further, I agree to be bound by the terms and conditions of the authorization and release.

printed name





participant signature




date

WEIGHT MANAGEMENT PROGRAMS
OPTIFAST- 16 week weight management program including meal replacement (5-8 pre-packaged meals/day) as part of a Very Low Calorie Diet (VLCD) with nutritional and activity management education.  
Somae Health HCG- 12 week weight management program including hCG (human chorionic gonadotropin hormone) supplementation with a Very Low Calorie diet (VLCD) consisting of lean protein, fruit and vegetables (low carbohydrates). Nutritional and activity management education is also provided.
Health Clearance Form










YUMA MENTAL HEALTH & WELLNESS CENTER

Participant name













Date of Birth
TO THE PHYSICIAN/HEALTHCARE PROFESSIONAL:

The participant named on this form is requesting to participate in a weight management program consisting of a very, low calorie diet (VLCD) and an exercise/activity management program. Depending on the program, participants may spend from 3 months to a full year in the weight management program. Participants complete an initial health and psychological assessment and screening for clearance for participation in the program. During the program, participants receive nursing assessments weekly, supportive group sessions as needed, along with supervision and individual appointments periodically with the Psychiatric Nurse Practitioner supervising the weight management program.
Primary Care Practitioners will be provided with monthly reports as to the status and progress of the participant, and as needed if medical concerns arise. 
 PARTICPANTS MUST BE GRANTED HEALTH CLEARANCE TO PARTICIPATE IN WEIGHT MANAGEMENT PROGRAMS
This clearance must include the following steps:

1. The participant must complete a History and Physical exam and receive medical clearance from the PCP in order to participate in this program, which include weight management utilizing a very low calorie diet (VLCD) and exercise/activity management program.
2. The participants must complete routine labwork (CBC, LFT, CMP, Lipids, Thyroid studies) and 12-lead EKG before starting and at monthly intervals during the weight loss management programs.
3. Participants must be cleared for any potential conditions that might affect their participation in a VLCD and activity management program- participants with chronic medical conditions must be in compliance with and stabilized on their medication. 

 hCG Contraindications: Precocious puberty, ovarian hyperstimulation, prostate or other androgen dependent neoplasm, pregnancy. 


Very Low Calorie Diet Contraindications:


1. Systemic Infections or diseases causing protein wasting.


2. Unstable angina, myocardial infarction (within 3 months), malignant dysrhythmias, prolonged 



QT syndromes or history of syncopy due to cardiac causes.


3. Recent or recurrent cerebrovascular accidents and/or transient ischemic attacks. 


4. Documented significantly decreased renal function


5. Severe or end-stage liver disease.


6. History of bulimia nervosa or anorexia nervosa.
Caution should be used in ketosis prone diabetics, patients with a history of cholecystitis or gallstones, and diuretics should be 
discontinued before beginning the VLCD portion of the weight management program if possible.
Participants may be cleared for participation so long as, in the opinion of the examining healthcare professional, any condition they may have is under control and they have been stabilized on their medication for a reasonable period of time. If a specialist for a serious ongoing medical or psychiatric condition is currently seeing the participant, the specialist should also approve and sign this clearance form.

PHYSICIAN/HEALTHCARE PROFESSIONAL RECOMMENDATION 

Based upon the information provided to me by the participant and after a review of the participant’s personal health history, I find that (please check one box and supply information as necessary):

 There are NO medical or psychiatric contraindications to participation, and the participant is cleared for participation in weight management programs utilizing very low calorie diets (VLCD) and an exercise/activity management program.
 The participant is cleared to participate BUT persons responsible for participant welfare at the program should note the following medical information and needs:

serious active or chronic condition:

critical medications and dosage:
allergies: 

disabilities and services needed:

 There ARE medical and/or psychiatric contraindications to participation, and in my judgment the participant is NOT cleared to participate in the weight management programs. 

I recommend the following weight management program for my patient-    

   Optifast-Meal Replacement                         Somae Health HCG                           No preference   
I have read the information about the weight (VLCD) and activity management programs and have reviewed the medical history with the participant and in my medical opinion, provide the above recommendation:

X



































signature of physician/healthcare professional

printed name of physician/ healthcare professional
















(
     )






_____________________




date













phone number

The following is required only if the participant is currently being seen by a specialist for a serious ongoing condition.

I  have considered the information about the weight (VLCD) and activity management programs in making my recommendation. 

X



































signature of specialist            

 





printed name of specialist
















(
     )











date
















phone number

AUTHORIZATION FOR USE OR DISCLOSURE OF MEDICAL INFORMATION

(NOTE: This authorization is requested of the student to comply with the terms of the Confidentiality of Medical Information Act of 1981, Civil Code Section 56, et seq.) 

I hereby authorize the release of information contained herein as Yuma Mental Health & Wellness Center deems necessary.  I understand that this information will be used for the purpose of protecting participant’s health during the term of the program identified on the form, or in the case of medical necessity.
X































Participant signature












date
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