
Welcome To MediWellness INC 

Welcome.  MediWellnessINC has much to offer you in terms of  
information  guidance  and  care.   We  understand  your 
concerns and we will  reinforce your ability to regain your 
natural  state  of  health  and  wellbeing.   Please  bring  any 
prescription  medications,  vitamins,  and  supplements  that  
you are taking for the first visit.  Any lab work will also be  
appreciated as well as your recent mammogram, recent PAP  
smear  results  (if  applicable),  or  any  other  imaging  tests.  
Your first visit will last up to one and a half hours involving a  
complete history and physical examination.  Your follow-up 
appointment will last 30-45 min. to discuss your laboratory  
tests among other issues.  

Please take into consideration that you will probably spend 
approximately 30 min. filling out necessary forms as a new 
patient of MediWellnessINC.

Sincerely,
Nina Levy
Nina Levy, M.D.
Medical Director
MediWellnessINC



REASON FOR VISIT

NAME__________________________________________________ DATE_____________________
(Please Print)

PRIMARY COMPLAINT(S):
Please tell us about the main health complaint(s) that have brought you to Dr. Levy.  You may simply 
list symptoms or briefly explain what is bothering you.  

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

PREVIOUS TREATMENT:
Please briefly describe or list what you have tried or taken so far to help alleviate your problem(s).

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

ADDITIONAL SYMPTOMS:
Please feel free to list or elaborate on any additional symptoms that may or may not be related to your 
primary complaints (but that you feel are important).  Please remember that no symptoms or complaints 
are ever considered trivial.  

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
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ALLERGIES TO MEDICATIONS, SUPPLEMENTS OR FOOD REACTIONS:
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

MEDICATIONS DOSAGE FREQUENCY START DATE REASON

SUPPLEMENTS BRAND NAME FORM DOSAGE FREQUENCY
EXAMPLE:

VITAMIN C BRONSON TABLET 500 MG 2 PER DAY

MediWellness Medication's List Form #1002



PRIOR ILLNESSES, SURGERIES, HOSPITALIZATION(S)

Please list any of the above including approximate dates and check any illnesses which you now have 
or have had :

Date Date
 Abdominal Pain  Headaches
 Allergies  Hypoglycemia
 Alcoholism  High Blood Pressure
 Asthma  Heart Disease
 Bleeding Tendency  Insomnia
 Breast Cysts  Kidney Disease
 Cancer, Type  Liver Disease/Type
 Candida  Lupus/Auto-immune Disease
 Crohn's Disease/Ulcerative Colitis  Major Dental Problems
 Depression/Attempted Suicide  Miscarriages
 Diabetes  Multiple Sclerosis
 Drug Abuse  Osteoporosis
 Dizziness  Ovarian Cysts
 Elevated Cholesterol  PMS
 Epilepsy  Thyroid Disease
 Excessive Fatigue  Tuberculosis
 Eczema/Psoriasis  Sexually Transmitted Diseases
 Gall Bladder  Shingles
 Glaucoma  Skin Disease/Type
 Halitosis (Bad Breath)  Weight Disorder
 Hearing Loss  Other Conditions

SURGERIES:
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

HOSPITALIZATION(S):
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

MediWellness Past Medical History                                                                                                                                                                                                                                                              Form#1003



PROCEDURE

PAP SMEAR DATE:___________________      RESULT:___________________
(if applicable)

MAMMOGRAM DATE:___________________      RESULT:___________________

BONE DENSITY SCAN DATE:___________________      RESULT:___________________

EKG and/or STRESS TEST DATE:___________________      RESULT:___________________

CHEST X-RAY or 
IMAGING TESTS DATE:___________________      RESULT:___________________

COLONOSCOPY DATE:___________________      RESULT:___________________

OTHER DATE:___________________      RESULT:___________________

VACCINATIONS

 DPT (Diphtheria, Pertussis, Tetnus) Year(s)_________________
 BOSTER (Usually DT) Year(s)_________________
 POLIO INJECTION POLIO ORAL Year(s)_________________
 MMR (Measles, Mumps, Rubella) Year(s)_________________
 HBV (Hepatitis B Vaccine) Year(s)_________________
 OTHER (Flu Shots, etc.) Year(s)_________________

______________________________

FAMILY MEDICAL HISTORY

Please list any significant illness in your immediate family(parents, siblings, grandparents, etc.)
Please give age if deceased list cause of death and age at the time of death.

___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
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LIFESTYLE QUESTIONNAIRE

NAME__________________________________________________ DATE_____________________
(Please Print)

DIET AND NUTRITION

Do you usually eat breakfast?  Yes No
How many meals do you eat each day? __________
Do you eat any of the following (check any that apply)

Red Meat Chicken Turkey Fish
Dairy Products Bread Products Fast Food

Do you crave salt?                                                 Yes No
Do you crave sugar or sweets?                    Yes No
Which specific food do you crave the most?        Yes No

Do you drink any caffeinated beverages? Coffee Yes No
Soda Yes No
Tea Yes No

If Yes, Specify: 
__________________________________________________________________________________
How many fruit servings per day do you eat?
________________________________________________________

How many servings of vegetables per day do you eat? 
____________________________________________
What percentage of your total food consumption is organic?______ 

How often do you have bowel movements? 
____________________________________________________

Do you drink alcohol? Yes   No   What kind? 
_________________________________  How much?___________________________ How often? 
_________________________________ 
Have you ever had a problem with alcohol or drugs? _____________________________________________
Have you ever smoked? Yes  No What kind?________________________________ 

How much?_________________________  How often? _______________________________
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EXERCISE
How often  do you exercise?____________________________________________________________   
What type of exercise? ________________________________________________________________ 
How long do you exercise?_____________________________________________________________

Work Environment
Describe the kind of work you do?  ______________________________________________________ 
Do you consider your work stressful?_____________________________________________________ 

SLEEP
How many hours of sleep do you get each night?___________
Do you have trouble falling asleep?                                                   Yes No
Do you awake frequently during the night?                                       Yes No
If so, do you have trouble getting back to sleep again?                       Yes No
Do you wake feeling refreshed each morning?                                   Yes No
Do you feel sleepy through the day when not active?                       Yes No
Do you snore?                                                                               Yes No

STRESS
Would you describe your stress level as low moderate or high? Yes No
Do you feel frustrated by personal, relationship or work circumstances? Yes No
Please describe ways that you cope with stress in your life? __________________________________
__________________________________________________________________________________
__________________________________________________________________________________

Please describe how do you feel about your relationships: 

Spouse Great OK Problem  Not Applicable
Significant other Great OK Problem  Not Applicable
Children Great OK Problem  Not Applicable    
Work Great OK Problem  Not Applicable    
Sex Life Great OK Problem  Not Applicable
Finances Great OK Problem  Not Applicable
Your Life in General Great OK Problem  Not Applicable

SELF-ASSESSMENT
Do you see any relationship between your current condition and any aspect of your lifestyle? 

Yes No
If so, please describe__________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Do you have a religious or spiritual orientation/practice that is important to you?     Yes    No
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  Patient Name:  __________________________________
 
How many pregnancies have you had?_____ How many children? _____________________________

Any interrupted pregnancies?   Yes   No

Have you had a hysterectomy?   Yes   No (Date of Surgery)___________________________
Ovaries removed   Yes   No (Date of Surgery)___________________________

Have you had a tubal ligation?   Yes   No (Date) ____________________________________

Do you have a family history of any of the following?
Uterine Cancer ____________ Family member(s) _____________________
Ovarian Cancer ____________ Family member(s) _____________________
Fibrocystic breast ____________ Family member(s) _____________________
Breast Cancer ____________ Family member(s) _____________________
Heart Disease ____________ Family member(s) _____________________
Osteoporosis ____________ Family member(s) _____________________

Since you first began having periods, have you ever had what YOU would consider to be abnormal 
cycles?   Yes    No Date____________________

If YES, please explain (such as age when this occurred, symptoms....)___________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

When was your last period? ___________________________________________________________

How many days did it last? ___________________________________________________________

Do you have, or did you ever have Premenstrual Syndrome (PMS)?   Yes    No
If YES, explain symptoms: 

MediWellness Female Reproductive Questionnaire Form #1007



This self test to help you determine if your levels of hormones are below normal.  This is 
designed to help you and your doctor select the correct treatment for you.  Circle the score for 
each line then total the score at the bottom of each hormone.  Bring this form to your doctor after 
you have filled it out.  

ESTROGEN

Signs & Symptoms  Never Sometimes Regularly Often Constantly

1 I am losing hair on top of my head. 0 1 2 3 4

2 I am getting thin, vertical wrinkles above my lips. 0 1 2 3 4

3 My breasts are droopy. 0 1 2 3 4

4 My face is too hairy. 0 1 2 3 4

5 My eyes are dry and easily irritated. 0 1 2 3 4

6 I have hot flashes. 0 1 2 3 4

7 I feel tired constantly. 0 1 2 3 4

8 I am depressed

9 My menstrual flow is light. (0=moderate /1-3=low/ 
4=none)

0 1 2 3 4

10 Women with periods:  My cycles  are irregular,  too 
short (<27 days), or too long (>31 days).

0 1 2 3 4

11 Women without periods: I do not feel like making 
love anymore. 

0 1 2 3 4

Add up your Overall Score__________:  Overall total is 10 or less is satisfactory level.  Between 11-20 Possible 
Estrogen deficiency.  21 or more:  Probable Estrogen deficiency.

PROGESTERONE

Signs & Symptoms  Never Sometimes Regularly Often Constantly

1 My breasts are large. 0 1 2 3 4

2 My  close  friends  complain  I'm  nervous  and 
agitated. 

0 1 2 3 4

3 I feel anxious. 0 1 2 3 4

4 I sleep lightly and restlessly. 0 1 2 3 4

5 My  breasts  are  swollen  and  tender  or  painful 
before my period...

0 1 2 3 4

6 My lower belly is swollen... 0 1 2 3 4

7  I'm irritable and aggressive... 0 1 2 3 4

8  I lose my self-control. 0 1 2 3 4

9 I have heavy periods... 0 1 2 3 4

10 And they are continuously painful. 0 1 2 3 4

Add up your Overall Score___________:  Post-menopausal women not treated with hormones replacement therapy 
(estrogen or estrogen and progesterone): 4 or less:  Satisfactory level.  Between 5 and 8:  Possible progesterone 
deficiency.  9 or more: Probable progesterone deficiency.  Menstrual women and menopausal women taking hormone 
replacement therapy (estrogen or estrogen and progesterone): 10 or less:  Satisfactory level.  Between 11 and 20: 
Possible progesterone deficiency.  21 or more:  Probable progesterone deficiency.  
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TESTOSTERONE
Signs & Symptoms  Never Sometimes Regularly Often Constantly

(MEN AND WOMEN)

1 My face has gotten slack and more wrinkled. 0 1 2 3 4

2 I've lost muscle tone. 0 1 2 3 4

3 My belly tends to get fat. 0 1 2 3 4

4 I'm constantly tired. 0 1 2 3 4

5 I feel like making love less often than I used to. 0 1 2 3 4

(MEN ONLY)

6 My breasts are getting fatty. 0 1 2 3 4

7 I fell less self-confident and more hesitant. 0 1 2 3 4

8 My sexual performance is poorer than it used to. 0 1 2 3 4

9 I have hot flashes and sweats. 0 1 2 3 4

10 I tire easily with physical activity. 0 1 2 3 4

Add up you Overall Score _________: For Women: 5 or less: Satisfactory level.  Between 6 and 10: Possible testosterone deficiency.  11 or more: 
Probable testosterone deficiency.  Score For Men: 10 or less:  Satisfactory level.  Between 11 and 20:  Possible testosterone deficiency.  21 or more: 
Probable testosterone deficiency.

GROWTH HORMONE
Signs & Symptoms  Never Sometimes Regularly Often Constantly

1 My hair is thinning. 0 1 2 3 4

2 My cheeks sag. 0 1 2 3 4

3 My gums are receding. 0 1 2 3 4

4 My abdomen is flabby./I've got a “spare tire”. 0 1 2 3 4

5 My muscles are slack. 0 1 2 3 4

6 My skin is thin and/or dry. 0 1 2 3 4

7 It's hard to recover after physical activity. 0 1 2 3 4

8 I feel exhausted. 0 1 2 3 4

9 I don't like the world.  I tend to isolate myself. 0 1 2 3 4

10 I feel continuously anxious and worried. 0 1 2 3 4

Add up your Overall Score______: Overall total is 10 or less is satisfactory level.  Between 11-20 Possible GROWTH HORMONE deficiency.  21 or more 
Probable GROWTH HORMONE deficiency.

DHEA
Signs & Symptoms  Never Sometimes Regularly Often Constantly

1 My hair is dry. 0 1 2 3 4

2 My skin and eyes are dry. 0 1 2 3 4

3 My muscles are flabby. 0 1 2 3 4

4 My belly is getting fat. 0 1 2 3 4

5 I don't have much hair under my arm. 0 1 2 3 4

6 I  don't  have  much  hair  in  the  pubic  area. 
(0=plenty of hair/4=hairless)..

0 1 2 3 4

7 I don't have much fatty tissue in the pubic area 
(flat  “mound  of  Venus”  in  women). 
(0=padded/4=flat).

0 1 2 3 4

8 My body doesn't  have much of  a special  scent 
during sexual arousal.

0 1 2 3 4

9 I can't tolerate noise. 0 1 2 3 4

10 My libido is low. 0 1 2 3 4

Add up your Overall Score______: Overall total is 10 or less is satisfactory level.  Between 11-20 Possible DHEA deficiency.  21 or more Probable DHEA
deficiency.
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THYROID
Signs & Symptoms          Never Sometimes   Regularly       Often Constantly
I am sensitive to cold 0 1 2 3 4
My hands and feet are always cold 0 1 2 3 4
In the morning my face is puffy and
my eyelids are swollen. 0 1 2 3 4
I put on weight easily. 0 1 2 3 4
I have dry skin 0 1 2 3 4
I have trouble getting up in the 
morning 0 1 2 3 4
I feel more tired at rest when I am
active. 0 1 2 3 4
I am constipated 0 1 2 3 4
My joints are stiff in the morning 0 1 2 3 4
I feel like I'm living in slow motion 0 1 2 3 4

Add up your Overall Score _________: Overall total is 10 or less is satisfactory level.  Between 11-20 is a possible  
Thyroid deficiency.  21 or more is probable Thyroid deficiency.

PREGNENOLONE
Signs & Symptoms          Never Sometimes   Regularly     Often            Constantly
I have memory loss 0 1 2 3 4
My  joints hurt (fingers, wrist, elbows
feet, ankles, knees). 0 1 2 3 4
I'm feeling a bit drained and I have
a hard time handling stress 0 1 2 3 4
I  don't see color as brightly as before. 0 1 2 3 4
I have lost interest in art; I don't 
appreciate art as much anymore 0 1 2 3 4
I don't have much hair under my arms
or in the pubic are (0=plenty of hair /
4=hairless) 0 1 2 3 4
My muscles are flabby 0 1 2 3 4
I have abundant, light colored urine
during the day 0 1 2 3 4
I have low blood pressure 0 1 2 3 4
I crave salty food 0 1 2 3                 4

Add up your Overall Score _________: Overall total is 10 or less is satisfactory level.  Between 11-20 is a possible  
Pregnenolone deficiency.  21 or more is probable Pregnenolone deficiency.

MELATONIN
Signs & Symptoms          Never Sometimes   Regularly       Often Constantly
I look older than I am 0 1 2 3 4
I have trouble falling asleep at night 0 1 2 3 4
I wake up during the night... 0 1 2 3 4
And I can't get back to sleep 0 1 2 3 4
My mind is busy with anxious 
thoughts while I'm trying to fall 
asleep 0 1 2 3 4
My feet are too hot at night 0 1 2 3 4
When I get up, I don't feel rested 0 1 2 3 4
I feel like I 'm living out of sync
with the world, going to bed late and
waking up late 0 1 2 3 4
I can't tolerate jet lag 0 1 2 3 4
I smoke, drink, and/or use a beta-
blocker or a sleep aid 0 1 2 3 4

Add up your Overall Score _________: Overall total is 10 or less is satisfactory level.  Between 11-20 is a possible  
Melatonin deficiency.  21 or more is probable Melatonin deficiency.
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CORTISOL
Signs & Symptoms          Never Sometimes   Regularly       Often Constantly
My face looks thinner. 0 1 2 3 4
My friends call me "skinny” 0 1 2 3 4
I have eczema, psoriasis, or other 
rashes. 0 1 2 3 4
My heart beats quickly 0 1 2 3 4
My blood pressure is low. 0 1 2 3 4
I crave salt or sugar 0 1 2 3 4
I  have digestive problems. 0 1 2 3 4
I have allergies. 0 1 2 3 4
I am stressed out 0 1 2 3 4
I am easily confused 0 1 2 3 4

Add up you Overall Score _________: Overall total is 10 or less is satisfactory level.  Between 11-20 is 
a possible Cortisol deficiency.  21 or more is probable Cortisol deficiency.

ENERGY
 1. Do you have a hard time getting up in the morning?                                                            Yes  No 

2. Do you always feel tired or tired in the afternoon?                                                              Yes  No 
SEX

1. Do you lack sexual desire?                                                                                                      Yes  No 
2. Does your penis or clitoris seem less sensitive?                                                                   Yes  No 
3. Are your erections not firm enough?                                                                                      Yes  No 
4. Have you lost your attraction toward your partner?                                                              Yes  No 
5. Do you lack vaginal lubrication?                                                                                             Yes  No 

SLEEP
1. Do you sleep poorly?                                                                                                                Yes  No 
2. Do you rarely dream?                                                                                                                Yes  No 

MEMORY
1. Do you suffer from short or long-term memory loss?                                                          Yes  No 
2. Do you have trouble concentrating?                                                                                        Yes  No 

SKIN AND HAIR
1. Do you have wrinkles on your face along the nose, smile lines, forehead creases?       Yes  No 
2. Do you have little wrinkles around the eyes and crows feet?                                              Yes  No 
3. D yo have age spots?                                                                                                                 Yes  No 
4. Do you have dry, thin skin?                                                                                                     Yes  No 
5. Are you losing your hair or it is turning gray?                                                                       Yes  No 

WEIGHT CONTROL
1. Is your abdomen too plump? Is it distended?                                                                         Yes  No 
2. Women: Are you breast too large? Do they get larger before period?                               Yes  No 
3 . Are you buttocks and thighs too well padded? Are you pear shaped?                              Yes  No 

STRESS & MOOD
1. Do you suffer from constant fatigue?                                                                                     Yes  No 
2. Do you have high blood pressure?                                                                                            Yes  No 
3. Are you anxious, nervous, or irritable?                                                                                  Yes  No 
4. Do small things set you off?                                                                                                    Yes  No 
5. Are you depressed?                                                                                                                   Yes  No 

JOINT & BONES
1. Do you have arthritis?                                                                                                                Yes  No 
2. Do you have osteoarthritis in the hip?                                                                                       Yes  No 
3. Do you have fibromyalgia (sharp shoulder pain)?                                                                   Yes  No 
4. Have you lost muscle mass, tone, and strength?                                                                      Yes  No 
5. Do you have bone loss of the spine, hips, hands, wrist & feet?                                              Yes  No 
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MALE HORMONE SCREENING

Date:___________________________                        Patient Name:____________________________

Address: ___________________________________________________________________________

Phone:_____________________  Date of Birth:______________ Height:______ Weight:_______

Rate the following as they apply to you.  Use the number 1-4 , with 1 being Rare or Mild, and 4 being 
Frequent or Severe.

Rare Mild Frequent Severe
1 Fatigue, tenderness or loss of energy 1 2 3 4

2 Decrease in physical stamina 1 2 3 4

3 Feeling of depression – a sense that work, marriage 
or recreational activities have lost significance  

1 2 3 4

4 Decrease libido – less desire for sex 1 2 3 4

5 Erection or potency problem 1 2 3 4

6 Loss of early morning erection 1 2 3 4

7 Dry skin on face or hands 1 2 3 4

8 Increase in waist size – weight gain, especially 
around mid section 1 2 3 4

9 Increase fat distribution in chest area or hips 1 2 3 4

10 Feeling burned out, loss of motivation 1 2 3 4

11 Increased joint and muscle pains 1 2 3 4

12 Frequent use of alcohol – now or in the past 1 2 3 4

13 Increased irritability, anger or bad temper 1 2 3 4

14 Decrease in muscle mass 1 2 3 4

15 The age you are: ______ The age you feel:______ 1 2 3 4

What prescription and/or non-prescription drugs are you taking (including vitamins, herbal products, or other supplements)? 
_______________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________

What medical conditions are you being treated for?__________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 
What medical conditions have you been treated for in the past 5 years?___________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
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MEDIWELLNESSINC

Authorization For Release of Medical Information from MediWellnessINC Facility
Patient Name____________________________________________________________MR# ______________________
Address: __________________________________________________________________________________________
Social Security Number: ______________________________  Date of Birth: _______________________
Telephone Number: __________________________________
Date(s) of Treatment Requested: From: ________________ To: _______________
(    ) Medical Record
I request access as the: (check where applicable)
(    ) Patient (    ) Parent (if minor) (    ) Conservator/Executor
(    ) Other (Specify): _________________________
Type of Access Requested:  (check where applicable)
(    ) Copies of the Record (specify) portions)  ____________________________________________________________

I hereby authorize MEDIWELLNESSINC to release all information from the medical records of
_________________________________________________________________________________________________  

(Patient's Name)
to:_______________________________________________________________________________

(Name and Address of Person or Organization to whom the disclosure is to be made)
_________________________________________________________________________________  

for the purpose of _____________________________________________________________________
(    ) Continued Care  (    ) Change of provider/insurance  (    ) Legal   (    ) Personal (    ) Other

_______
Initial

I hereby consent to the release of any and all records containing alcohol and/or drug abuse, and/or psychiatric diagnoses under 
the same consideration as outlined above.  I understand that such information cannot be released without my specific consent, 
except in accordance with applicable laws.

_______
Initial

I  hereby consent  to  the release  of  any and all  records containing information  regarding HIV and/or  AIDS under the  same 
consideration  as outlined above.   I  understand that such information  cannot  be released without  specific  consent,  except in 
accordance with applicable laws.

Restrictions: I understand that the recipient of this medical information may not further disclose this information unless another authorization 
is obtained from me or unless such disclosure is specifically required or permitted by law.

Consent: I consent to this authorization and acknowledge, at my request, receipt of a copy at the time of signing.

_______
Please Initial

*   (Note: There is a charge for record copying and you will receive a bill in the mail from our contracted copy service.  Personal 
or Physician  - $0.35 per page (1-100) $0.25 per page (101+pages) plus tax and postage.

 Patient Signature:_________________________________________________________     Date:___________________

MediWellness Release From Form #3005


