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16228 Main Ave #200-20], Prior Lake, MN 55372

Name Date
Date of Birth Gender

Address

City State Zip Code
Email Address Phone No
Emergency Contact Phone No

How did you hear about us?

MEDICAL HISTORY

Please select any relevant conditions below:

Adrenal disorder

DiobeJres/reJrinopo’rhy

Angioedemo Ea’ring disorder his’rory
Anemia/blood disorder Epilepsy/seizures
Asthma Gastric/duodenum ulcer

Autoimmune condition
Blood clotting disorder
Cancer/history of cancer
Cholelithiasis

Deep vein thrombosis

Dep ression/suicidal ideation

Details or any other condition:

Heart disease

High blood pressure
High blood cholesterol
HIV/AIDS or Hepatitis
IBD/IBS

Infective endocarditis

Kidney disorder/disease
Liver disorder

Mental health problems
Neurological disorder
Pancreatitis

Parathyroid disorder
Phlebitis

Renal failure

Substance abuse

Thyroid disease

952-447-777



CLIENT INTAKE FORM SEMAGLUTIDE

Have you or a Fomi|y member been diognosed with either of the Fo||owing?
Multiple Endocrine Neoplasia Syndrome Type 2 (MENZ2) Medullary Thyroid Carcinoma

If yes, p|eose exp|oin:

Are you o||ergic to any of the 1(o||owing? B Vitamins GLP-1 Receeror /A\goniers
Adhesives/latex Benzy| Alcohol L-Carnitine
Do you have any other o||ergies? No Yes:

Are you currenHy Jro|<ing any blood +hinning drugs? (ie. Aspirin and Warfarin) No Yes
If yes, p|eose list them:

Have you had surgery in the past yeor? No Yes:

FEMALE MEDICAL HISTORY

Are you cu rren+|y: Pregnon+ Tr\/ing to conceive Breoshceeohng Pos+—menopouse
Using contraceptives: Other:
Date last menses: Pregnancies: Live births:

Please provide a list of all medications or supp|emen+s you take:

MEDICATION OR SUPPLEMENTS ~ DOSE FREQUENCY COMMENTS



CLIENT INTAKE FORM SEMAGLUTIDE

HEALTH HABITS

Do you smoke? No Yes How many per day? How long?
Do you drink alcohol on a regular basis? No Yes Weekly units:
How is your activity level? Sedentary Lightly active Moderately active
Very active
What methods or interventions have you used to lose weight previously?
Diet Exercise Prescription medication Therapy Herbal supplements
Date of last physical: Date of last blood work:

Relevant results:

What are your main motivations and concerns for wanting to lose WeigH with Semog|u+io|e?

Do you feel you think of food often or eat when NOT hungr\/?

W hat factors do you consider contribute to your experience of excess Weithr?

Alcohol Low energy Sedentary lifestyle
Excess calories Medical condition Sleep disruptions
Family history Pregnancy Stress/busy lifestyle
Hormonal changes Perimenopause Other:

By signing below, | acknow/edge that | have provic’ed complefe and accurate information and
understand that it will be used to assess my suifabi/ify for any treatment. | understand that it is
my responsibili'l'y to inform the Hﬂerapisf of any changes to my medical hisfory or skincare
routine. | agree to waive all liabilities of the fherapisf or employer for any injury or damages

incurred due to misrepresentation of my health history.

Client Name (prin’red) Client Name (signed) Date

Therapist Name (printed) Therapist Name (signed) Date
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l, grant and authorise

the rig|’1+ to take, edit, alter, use and pub|ish pho’rogrophs and/or videos of me for the purpose of

promoﬁoncﬂ materials, inc|uo|ing but not limited to:

Print advertisements (op’riono| circle YES or NO)
Online mor|<e+ing (websites, social media, |o|ogs circle YES or NO )

Educational materials (brochures, ﬂyers, presentations (YES or NO)

| ocknow|eo|ge that all pho’rogrophs and/or videos taken are the property of [Your Business

Name] and will be used so|e|y for the purposes stated above.

| understand that by signing this release form, | grant [Your Business Name] permission to take,
edit, alter, use and pub|ish my phoJrogrophs and/or videos without any further compensation or
consideration. | waive any righ’rs to compensation, financial or otherwise, for the use of these

pho’rogrophs and/or videos.
i release [Your Business Name], its represerﬁoﬁves, and emp|0\/ees from any c|oims, domoges or
liabilities that may arise from the use of the phoJrogrophs and/or videos, inc|uo|ing any claims for

compensation, defamation, or invasion of privacy.

By signing below, | ocknow|eo|ge that | have read this release form, understand its content, and

vo|un+ori|y agree to its terms.

Client Name (prirﬁed) Client Name (signed) Date

Theropier Name (prin’red) Theropis’r Name (signed) Date
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At [Your Business Name], we strive to provide an excep’riono| standard of care. In order to

achieve this, we kino”y request your cooperation in odhering to our cancellation pO|iC>/4

We understand that life can be unpredic+ob|e and unexpeded circumstances may arise. However,
we kino”y ask that you provide us with ot least 24 hours' notice if you need fo cancel or

reschedule your appointment. Your deposiJr will be refunded or opp|ieo| to a new appointment.

Cancellations made within 24 hours of the scheduled appointment time are subject to a [XXX]

cancellation fee.

W hile we understand that unforeseen circumstances can occur, a missed appointment where no
nofice is given not on|y affects our obi|i’ry to serve other clients but also results in lost time and
resources. 1 he full cost of the service is chorged for these appointments.

We value your time as well as the time of our other clients. If you arrive more than 15 minutes
late for your scheduled appointment, we may need to reschedule your session or shorten the

treatment duration. The full price of the origino”y scheduled appointment will still opp|y.

We Jrru|y appreciate your unders’ronding and cooperation in honoring our cancellation po|icy to

ensure that each client receives the attention and quo|i+y service Jrhey deserve.

Client Name (prinJred) Client Name (signed) Date

Theropier Name (prin’red) Theropis’r Name (signed) Date
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| give my consent to Jroking Semog|u+ide Injections as prescribed by my healthcare provider.
Semog|u+ide is a human-based g|ucogori-|ii<e pep’ride-i receptor agonist used fo manage chronic
weigriJr and diabetes. | have been informed of the correct method of odmiriisieririg semog|u’ride

injections and the dosoge. | will not take this medication if | have a riis’rory of the fo“owirig:

You are pregnant or planning to conceive while using this medication.

You have a personal or family history of Medullary Thyroid Carcinoma (Thyroid Cancer) or Multiple Endocrine
Neoplasia Syndrome Type 2 (MEN2).

You have a his’rory of poncreoi’iﬁs, kidney Foi|ure/diseose, liver fci|ure/diseqse, or digesfive issues.

You are allergic to Semaglutide or other GLP-1 agonist medications (e.g, Adlyxin®, Byetta®, Bydureon®,
Ozempic®, Rybe|sus®, Truiicify®, Victoza®, Wegovy®), or you have other undisclosed o||ergies.

You are diabetic, have re’rinopo’rhy or take medication to lower blood sugar without consu|’ring your endocrino|ogis’r.

Possible side effects: nauseo, diarrheq, vomiting, constipation, abdominal pain, headache, i(o’rigue,
dyspepsio, dizziness, abdominal distension, be|chirig, hypog|ycemio, flatulence, gastroenteritis, and
gosiroesophoged reflux disease. Common injection site reactions include i’rching, burning, and skin
Jrriickeriing (weHing). In case of any serious cr||ergic reaction, such as rash, i’rching, swe||ing of the

face, tongue, or throat and onophy|oxis, seek immediate medical assistance.

Possible drug interactions: anti-diabetic agents, poriicu|dr|y Insulin and Su|i(ony|ureos, can lead to
an increased risk of hypog|ycemio (low blood sugor)i Addiiiono”y, do not combine with other
GLP-1 agonist medicines (e, Ad|yxiri®, ByeHo@, Bydureon®, Ozempic®, Rybe|sus®, Tru|ici+y®,
Victoza®, Wegovy®). Inform your provider of any medications that may lower blood sugar.

| odmow|edge that semog|u’ride is one part of a compreriensive |ii(es+y|e opprooch that includes a

rieoHriy diet and exercise, and regu|or Fo”ow—up visits to adjust dosoges are necessary.

By signing below, | confirm that | have been fu”y informed of the pofenﬁal risks, benefits, and
comp/icaﬁons and | volunfari/y agree to faking this medication. | have had the opportunity to ask
questions, and all my concerns have been addressed to my satisfaction. | release [Your Business
Name] from any Iiabi/ify or claims arising from the treatment. | release Regenlife and all staff

from any harm this may cause to my health now or in the future and hold them harmless.

Client Name (prinied) Client Name (signed) Date

Practitioner Name (prinJred) Practitioner Name (signed) Date
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Your body will have op’rimo| results when you maintain a regimen fo

support your health and We||—|oeing.

o Storage: Store the injections in the refrigerofor and do not
freeze. Throw away used needles in a hard, closed container, and
keep this container away from children and pets.

o Eating Habits for nausea: Eat slowly and in smaller portions,
drink clear |iquids, and avoid |ying down rithr after eating.
Focus on foods that contain more water and maintain a regu|or
meal schedule while |imi’ring snacking between meals.

o Fibrous Diet: Emphasize a fibrous diet, including fruits and
vegetables high in fiber.

o Small, High-Profein Meals: Op’r for small, high—proJrein meals, as
diges’rion is slowed down while on this medication.

o Low-Fat Foods: Avoid foods high in fat as they may contribute
to nausea and vomiting. It's recommended to take injections
before meals, rather than after, to minimize po’ren+io| side effects
from eating high—fo’r or high—sugor foods.

o Limit Alcohol Intake: Avoid alcohol consumption while taking
sem0g|u+ide injections, as it can increase the risk of
hypog|ycemio, dehydro’rion, nauseaq, and vomi’ring.

o Caffeine: Be cautious with caffeine consumption, as it may affect

the action of semog|u’rio|e, |eoo|ing to low blood sugar levels or

dehydro’rion.



SEMAGLUTIDE
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WHAT IS SEMAGLUTIDE AND HOW CAN IT HELP WEIGHT LOSS?

Semog|u+ide is a GLP-I receptor agonist, and when administered as an
injection, it rie|ps regu|o+e appetite and food intake. The medication is
speciicico”y designed to assist adults with o|oesi’ry or those who are

overweigh’r in their Weigh’r management journey.
HOW DO | TAKE SEMAGLUTIDE INJECTIONS?

Semog|u+ide is usuo||y injected once a week. It comes in a pre—i(i||ed
pen, and you can administer the injection under the skin of your
stomach, Hiigh, or upper arm. Your healthcare provider will guide you

on the proper Jrecririique.
HOW LONG DOES IT TAKE FOR SEMAGLUTIDE TO WORK?

Semog|u+ide may start to show noticeable effects on weigh’r loss within
a few weeks of regu|or use. However, individual responses may vary.
I+'s essential to stay committed to heglihy eating habits and priysiccd

activity, to achieve the best and sustainable Weigri’r loss results.
DOES SEMAGLUTIDE REALLY WORK?

Semog|u+ide is not a universal solution for everyone, but during clinical
studies, more than half of the participants experienced significon’r
WeigriJr loss of 0pproximo+e|y 15% of their body Weighi. For the best

results, this treatment is most effective with |’1eo|’r|’1y |ii(es+y|e chonges.
WILL MY INSURANCE COVER SEMAGLUTIDE?

Insurance companies may provide coverage for semog|u+ide when it is
prescribed for the treatment of type 2 diabetes. However, coverage for
semdg|u’ride as a Weigh’r loss medication is not rypico|. However, it's

o|w0ys best to check with your insurance provider.
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