Res tO Vatlve PATIENT INFORMATION

HEALTH

All information contained in this questionnaire is strictly confidential, will be protected to the highest of
HIPPA standards, and will become part of your Restorative Health Record

Patient Information:

Name: Date:
Last First Middle
Date of Birth: Agein Yrs: Occupation:
Home Address:
City: State: Zip:
Home Phone: Cell Phone: Work Phone:
E-Mail Address: May we contact you via E-Mail [J Yes [ No
How do you prefer to be contacted? [ Phone [] Email [J Text [J Other May we leave a voice mail? [J Yes [J No

Marital Status (check one): [J Married [1 Seperated [J Divorced [J Widow(er) [J Living with Sig Other [J Single

Spouse or Sig Other Name: Phone:

In Case of an Emergency Contact: Relationship:

Driver’s License Number:

Primary Care Physician Name: Speciality:

Preferred Pharmacy: Phone:

How did you hear aboutus? [ TV [1Radio [ Web [] Radio [ Web [] Pandora [J Social Media [] Referral

If you were referred, who referred you?

Would you like to receive special offers and promotions from Restorative Health via e-mail? [1 Yes [ No

What are your top 4 goals you would like to accomplish in or program (please put in order of importance)?




Have you ever had or do you have any of the following?:

[ Anemia

[ Abnormal Wght Loss/Gain
[0 ADD/ADHD

[ Anxiety

] Bipolar

[ Bleeding Disorder

[J Blood Pressure (high or low)
[J Cancer

[ Celiac

[J Connective Tissue Disorder
[1 Crohn’s / IBS

Please describe or explain any of the above:

] Depression

] Diabetes

[J Drug Abuse

] Eating Disorder
[l Eczema

] Epilepsy/Seizures
[J Excessive Fatigue
] Excessive Stress
[0 GERD/ Ulcers

[J Genital Herpes

[] Headaches

[J Heart Disease

] High Cholesterol

[ HIV or AIDS

] Implants (Breast/Other)

] Keloid Scarring

[J Kidney Disease

[ Liver Disease/Hepatitis (A,B, C)
[J Lyme Disease

[J Memory Loss

[ Oral Herpes or Cold Sores
[J Osteoporosis / Osteopenia

0 PCOS

[J Pacemaker or Palpitations
[ Psoriasis

[J Respiratory Condition

[ STD’s

[ Stroke

] Thyroid Disorder

O TIA’s

] Transplant

] Urinary Incontinence

Other Medical Issues:

Current Prescription Medication, Over the Counter Medication and Supplements

Name of Medication / Supplement

Reason for Taking

Strength

Dosing Instruction

Example: Tylenol

Headaches

500mg

1 tab 3 times per day

Allergies to medicine, supplements, vaccines, foods, environmental or other substances

Substance

Reaction

Example: Penicillin

Hives, Swelling, Shortness of Breath

Past Surgical and Hospitalization History

Surgery and / or Hospitalization

Date




Family History

lliness Mother Father Brothers Sisters Grand Mother Grand Father
Alive Y N Alive Y N How Many?_____ How Many? Alive Y N Alive Y N
How Many Alive? How Many Alive?
Anxiety
Bi-Polar

Bleeding Disorder

Breast Cancer

Colon Cancer

Depression

Dementia / Alzheimer’s

Diabetes

Heart Disease

High Blood Pressure

Lung Cancer

Headaches (Migraine)

Osteoporosis

Ovarian Cancer

Prostate Cancer

Stroke

Thyroid (hyper/hypo)

Other:

Other:

Staff Notes:

Social History

Do you smoke? Y N If yes — how many packs per day?
If no — have you ever smoked? Y N If yes, when did you quit?
Type of tobacco used: Cigarettes Cigar Chew Pipe Other:

Do you drink alcoholic beverages? Y N

If yes — how many drinks per week?

Do you use any street drugs (i.e. marijuana, cocaine etc) Y N
If yes — which drugs do you use?

Do you drink coffee? Y N
If yes — how many cups per day?

Do you drink caffeinated beverages? Y N
If yes — how many beverages per week?

Recent significant changes in your life? Y N
If yes — please explain:

Special stressors in your life? Y N
If yes — please explain:

Children? Y N
If yes — how many sons?
Name and ages of your children:

Dissatisfied with current employment? Y N
If yes — please explain:

In an abusive relationship (physical, verbal, sexual)? Y N
If yes — please explain:

daughters?




Questions for Women and Men

Y |N Y |N Y |N Y

Blood in urine Urinating > 2x/night Sexually Active Pain with intercourse

Difficulty urination Painful urination Difficulty with sex life Genital sores

Questions for Women

Hx of infertility Fibrocystic breasts PCOS Pelvic Pain
Self breast exam Breast lumps/nipple DC Endometriosis Vaginal DC / itching
Last Pap Smear / / 00 Normal [ Abnormal I Unknown
Last Mammogram / / [0 Normal [ Abnormal [ Unknown
Menstrual History Pregnancies and Births Female Health
Age of 1st menstruation Total # of pregnancies Menopause Y N
Last menstrual period / / / Total # of live births Age
# of days per cycle Total # of miscarriages Avrtificial Menopause Y N
# of days of flow O Heavy O Light Total # of abortions Age .
Cycle o Reg O lrreg #of tubal pregnancies  __ Perimenopause Y N
Disabling menstruations Y N Total # of C-sections ~ __ Age o
Have you ever been freated with bio-identical or non bio-identical hormones before? Y N If yes, please explain:
Questions for Men
Y IN Y |N Y |N Y
Penile discharge Lump in testicals Testicular pain Prostate problems
Erectile dysfunction Lump in scrotum Vasectomy Hx of hernia
Last prostate/rectal exam: [ Last Prostate Specific Antigen lab: [ Last testicular exam: / /

Have you ever been treated with bio-identical or non bio-identical hormones before? Y N I yes, please explain

Health

Rate your energy from 1-10: Morning Noon Night Before Meals After Meals

Rate your current overall stress level between 1-10 (1 very relaxed, 10 very stressed):
What factors most contribute to your stress: [1 Health [0 Work [ Money 1 Spouse or Significant Other [1 Children [ Other

What best helps you with stress?

Have you ever had an adrenal gland / cortisol test? Y N




Health Continued

Do you experience any insomnia at night? [ Yes [] No

If insomnic, what have you taken to help you sleep?

Do you wake up at night? [ Yes [] No

Current Weight:

Are you on a special diet? Y N
If yes — please describe:

Do you exercise regularly? Y N
If yes — please describe:

Describe a Typical Day’s Diet:

Breakfast:

Lunch:

Dinner:

Snacks:

Desert (how often):

Fluids (including type and amount):

How many hours do you sleep each night?

How many times do you wake up each night?

Desired Weight:

Do you crave sugar, carbs, salt or protein? Explain:

Have you ever had food allergy testing? [1 Yes

Genetic health testing?
Nutrition testing?
Gut testing?

[J No

[l Yes [ No
[l Yes [ No
[l Yes [] No

Do you experience: 0 Constipation 0 Diarrhea 0 Gas o Episodic skin rashes

How many times do you eat out at restaurants per week?

Weight 1 year ago:




Restorative

HEALTH

Patient Name:

FEMALE SYMPTOMS QUESTIONNAIRE

Date:

Please circle a number for each of the following categories to let us know how you have been feeling:

Current Status — What are your CURRENT Symptoms Over the Past 1-4 Weeks?

0 means you have no symptoms / 1 means you have very mild symptoms

5 would be moderate symptoms / 10 would mean you have severe symptoms

Comments, if any

Irritability (feeling nervous, inner tension, 0 1 2 3 4 5 6 7 8 9 10
feeling aggressive)
Heart Discomfort (usual awareness ofheartt 0 1 2 3 4 5 6 7 8 9 10
beat, heart skipping, racing, tightness)
Sleep Problems (difficulty falling asleep, 0 1 2 3 4 5 6 7 8 9 10
sleeping through the night, waking up early)
Anxiety (inner restlessness, feeling panicky) 0 1 3 6 8 10
Migraine Headaches 0 1 3 8 10
Depressive Mood (feeling down,sad,onthe 0 1 2 3 4 5 6 7 8 9 10
verge of tears, lack of drive, mood swings)
Hot Flashes, Night Sweats 0o 1 2 3 4 5 6 7 8 9 10
Bladder Problems (difficulty in urinating,
increased need to urinate, bladder incontinence) () 1 2 3 4 5 6 7 8 9 10
Vaginal Dryness (sensation of dryness or 0o 1 2 3 4 5 6 7 8 9 10
burning, difficulty with sexual intercourse)
Chronic Fatigue 0 1 2 3 4 5 6 7 8 9 10
Dry Skin 0 1 2 3 4 5 6 7 8 9 10
Restless Leg Syndrome 0 1 2 3 4 5 6 7 8 9 10
Hair Issues (hair loss, thinning of the hair) 0 1 2 3 4 5 6 7 8 9 10
Poor Focus 6o 1 2 3 4 5 6 7 8 9 10
Physical & Mental Exhaustion (general 0 1 2 3 4 5 6 7 8 9 10
decrease in performance)
Joint & Muscular Discomfort (paininthe 0 1 2 3 4 5 6 7 8 9 10
joints, rheumatoid complaints)
Sexual problems (change in sexual desire,in 0 1 2 3 4 5 6 7 8 9 10
sexual activity and satisfaction)
| Exercise Tolerance 0 1 2 3 4 5 6 7 8 9 10
Loss of Muscle Tone 6o 1 2 3 4 5 6 7 8 9 10
Weight Control 6o 1 2 3 4 5 6 7 8 9 10
Memory Lapses (impaired memory, decrease 0 1 2 3 4 5 6 7 8 9 10
in concentration, forgetfulness)

Are you currently taking your progesterone? [1 Yes [] No

Current Dose and Type: [J Troche [J RDT (rapid dissolve tablet) [] Capsule

First day of your last menstrual cycle?

Patient Signature:

Date:




Restorative

HEALTH

MALE SYMPTOMS QUESTIONNAIRE

Patient Name: Date:

Please circle a number for each of the following categories to let us know how you have been feeling:

What are your CURRENT Symptoms Over the Past 1-4 Weeks?
0 means you have no symptoms / 1 means you have very mild symptoms
5 would be moderate symptoms / 10 would mean you have severe symptoms

Comments, if any

Sleep Disturbances/Changes 0 1 2 3 4 5 6 7 8 9 10
Fatigue 0o 1 2 3 4 5 6 7 8 9 10
Depression 0 1 2 3 4 5 6 7 8 9 10
Sad and/or Grumpy 0 1 2 3 4 5 6 7 8 9 10
Low Energy 0 1 2 3 4 5 6 7 8 9 10
Decreased Enjoyment in Life 0 1 2 3 4 5 6 17 8 9 10
Irritability 0o 1 2 3 4 5 6 7 8 9 10
Anxiety 0o 1 2 3 4 5 6 7 8 9 10
Low Sex Drive 0o 1 2 3 4 5 6 7 8 9 10
Erection Strength & Endurance 0 1 2 3 4 5 6 7 8 9 10
Hot Flashes 0 1 2 3 4 5 6 7 8 9 10
Night Sweats 0 1 2 3 4 5 6 7 8 9 10
Poor Focus 0 1 2 3 4 5 6 17 8 9 10
Memory Lapse 0 1 2 3 4 5 6 7 8 9 10
Loss of Muscle Tone 0 1 2 3 4 5 6 17 8 9 10
| Exercise Tolerance 0 1 2 3 4 5 6 7 8 9 10
Body Joint Pains 0 1 2 3 4 5 6 7 8 9 10
Dry Skin 0o 1 2 3 4 5 6 7 8 9 10

Answer the questions below that pertain to you

e Have you lost weight?

e Are you experiencing difficulty losing weight?

e Have you gained weight gradually without an obvious cause?

e Are you retaining fat in your abdomen (increased belly fat)?

e Have you been diagnosed with insulin resistance, diabetes, or metabolic syndrome?
e Do you produce less semen so your ejaculation quantity is reduced?

e Are you losing body hair, especially on the legs?

e Are you balding?

e Do you have less ability to cope with stress?

e Are you more emotional?

e Have you noticed a recent deterioration in your ability to play sports?

e Are you falling asleep after dinner?

e Has there been a recent deterioration in your work performance?

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO



Review of Systems

Constitutional Symptoms: 0 Fever o Night sweats O Fatigue o Weight Gain o Weight Loss

Eyes: 0O Blurred vision o Double vision o Eye discharge

HEENT: O Hearing loss 0 Ringingin ears 0 Dizzyness 0 Vertigo 0 Nose bleeds O Bleeding gums o Lack of taste or smell o Sinusitis
Respiratory: o Chronic cough o Coughing up blood 0 Wheezing o Shortness of breath

Cardiovascular: 0 Chestpain O Irregular heart beat o Palpitations o Swelling (feet, ankles, hands)

Gastrointestinal: 0O Loss of appetite 0 Blood in stools & Nausea 0 Vomiting 0 Reflux o Rectal bleeding o0 Abdominal pain
Genitourinary: 0 Urinary urgency 0 Urinary frequency o Blood in urine o Painful urination o Gas o Episodic skin rashes
Integumentary: 0 Skinrash O ltchingo Change in skin color o Change in hair or nails

Musculoskeletal: 0 Joint pain 0 Joint stiffness o Joint swelling o Back pain o Neck pain o Cold extremities

Endocrine: 0 Heat or cold intolerance o Excessive thirst or urination o Change in hat or glove size

Hematologic / Lymphatic: o Enlarged nodes or glands o Bleeding tendency o Anemia

Psychiatric: o0 Anxiety o Low mood o Fear o Panic attacks o Visual Hallucinations o Auditory Hallucinations

Neurological: 0 Headache o Weakness o Stiffness o Numbness o Seizures o Tingling o Difficulty chewing o Choking & Tremors
o Difficulty walking o Falls o Tremors o Confusion o Trouble concentrating o Snoring

Physical Exam (Staff Only)

General Appearance:
Vital Signs: Height: Weight: Blood Pressure: / Pulse: Temp:
Skin:

HEENT:

Neck:

Chest:

Lungs:
Cardiovascular:
Abdomen:

Rectal:

Lymph nodes:
Musculoskeletal:
Extremities:

Neurologic:




Restorative

FeEMALE SExuAL FuncTioN INDEX (FSFI)
HEALTH

Background and Validation

The Female Sexual Function Index (FSFI), a 19-item questionnaire, has been developed as a brief,
multidimensional self-report instrument for assessing the key dimensions of sexual function in
women.' It was developed on a female sample of normal controls and age-matched subjects who
met DSM-IV®-TR criteria for female sexual arousal disorder (FSAD) and provides scores on six

domains of sexual function (desire, arousal, lubrication, orgasm, satisfaction, and pain) as well as a
total score.?

The FSFI has been validated on clinically diagnosed samples of women with female sexual arousal
disorder (FSAD), female orgasmic disorder (FOD), and hypoactive sexual desire disorder (HSDD).2

Physician Instructions

Participants are to be allowed to complete the FSFI alone, in a private room.2 Instructions for scoring
appear on the last FSFI page.

A copy of the FSFI follows.

1. Rosen R, et al. J Sex Marital Ther. 2000;26:191-208.
2. Meston CM. J Sex Marital Ther. 2003;29:39-46.



FeEMALE SExuAL FuncTioN INDEX (FSFI)

Name:

Date:

INSTRUCTIONS: These questions ask about your sexual feelings and responses during the past 4 weeks.
Please answer the following questions as honestly and clearly as possible. Your responses will be kept

completely confidential.

In answering these questions, the following definitions apply:

Sexual activity can include caressing, foreplay, masturbation, and vaginal intercourse.

Sexual intercourse is defined as penile penetration (entry) of the vagina.

Sexual stimulation includes situations like foreplay with a partner, self-stimulation (masturbation), or sexual

fantasy.

Check Only One Box per Question

Sexual desire or interest is a feeling that includes wanting to have a sexual experience, feeling receptive to a partner’s

sexual initiation, and thinking or fantasizing about having sex.

1. Over the past 4 weeks, how often did you feel
sexual desire or interest?

(1 5 = Almost always or always

(1 4 = Most times (more than half the time)
(] 3 = Sometimes (about half the time)

0] 2 = A few times (less than half the time)
[0 1 = Almost never or never

2. Over the past 4 weeks, how would you rate your
level (degree) of sexual desire or interest?

[0 5 = Very high
(0 4 = High
[J 8 = Moderate
O 2=Low

[0 1 = Very low or none at all

Sexual arousal is a feeling that includes both physical
and mental aspects of sexual excitement. It may include
feelings of warmth or tingling in the genitals, lubrication
(wetness), or muscle contractions.

3. Over the past 4 weeks, how often did you feel
sexually aroused (“turned on”) during sexual activity
or intercourse?

[J 0 = No sexual activity

(1 5 = Almost always or always

(1 4 = Most times (more than half the time)
(] 3 = Sometimes (about half the time)

[0 2 = A few times (less than half the time)
[0 1 = Almost never or never

4. Over the past 4 weeks, how would you rate your
level of sexual arousal (“turn on”) during sexual
activity or intercourse?

[J 0 = No sexual activity

[0 5 = Very high
[0 4 = High
[J 8 = Moderate
O 2=Low

[0 1 = Very low or none at all

5. Over the past 4 weeks, how confident were you
about becoming sexually aroused during sexual
activity or intercourse?

[J 0 = No sexual activity

[0 5 = Very high confidence

[ 4 = High confidence

[0 3 = Moderate confidence

] 2 = Low confidence

1 1 = Very low or no confidence

6. Over the past 4 weeks, how often have you been
satisfied with your arousal (excitement) during
sexual activity or intercourse?

[J 0 = No sexual activity

1 5 = Almost always or always

(1 4 = Most times (more than half the time)
(] 3 = Sometimes (about half the time)

0] 2 = A few times (less than half the time)
[0 1 = Almost never or never



7. Over the past 4 weeks, how often did you become
lubricated (“wet”) during sexual activity or
intercourse?

[J 0 = No sexual activity

(1 5 = Almost always or always

(1 4 = Most times (more than half the time)
(] 3 = Sometimes (about half the time)

0] 2 = A few times (less than half the time)
[0 1 = Almost never or never

8. Over the past 4 weeks, how difficult was it to
become lubricated (“wet”) during sexual activity or
intercourse?

[J 0 = No sexual activity

[0 1 = Extremely difficult or impossible
0 2 = Very difficult

01 3 = Difficult

01 4 = Slightly difficult

[0 5 = Not difficult

9. Over the past 4 weeks, how often did you maintain

your lubrication (“wetness”) until completion of
sexual activity or intercourse?

[0 0 = No sexual activity

(1 5 = Almost always or always

(1 4 = Most times (more than half the time)
(] 3 = Sometimes (about half the time)

[0 2 = A few times (less than half the time)
[0 1 = Almost never or never

10. Over the past 4 weeks, how difficult was it to
maintain your lubrication (“wetness”) until
completion of sexual activity or intercourse?

[J 0 = No sexual activity

[0 1 = Extremely difficult or impossible
0 2 = Very difficult

01 3 = Difficult

01 4 = Slightly difficult

[0 5 = Not difficult

11. Over the past 4 weeks, when you had sexual
stimulation or intercourse, how often did you reach
orgasm (climax)?

[J 0 = No sexual activity

(1 5 = Almost always or always

(1 4 = Most times (more than half the time)
(] 3 = Sometimes (about half the time)

0] 2 = A few times (less than half the time)
[0 1 = Almost never or never

12. Over the past 4 weeks, when you had sexual
stimulation or intercourse, how difficult was it for
you to reach orgasm (climax)?

[J 0 = No sexual activity

[0 1 = Extremely difficult or impossible
0 2 = Very difficult

01 3 = Difficult

01 4 = Slightly difficult

[0 5 = Not difficult

13. Over the past 4 weeks, how satisfied were you
with your ability to reach orgasm (climax) during
sexual activity or intercourse?

[J 0 = No sexual activity

00 5 = Very satisfied

(1 4 = Moderately satisfied

01 3 = About equally satisfied and dissatisfied
[ 2 = Moderately dissatisfied

] 1 = Very dissatisfied

14. Over the past 4 weeks, how satisfied have you
been with the amount of emotional closeness during
sexual activity between you and your partner?

[J 0 = No sexual activity

00 5 = Very satisfied

[ 4 = Moderately satisfied

01 3 = About equally satisfied and dissatisfied
[ 2 = Moderately dissatisfied

1 1 = Very dissatisfied

15. Over the past 4 weeks, how satisfied have you
been with your sexual relationship with your
partner?

00 5 = Very satisfied

[ 4 = Moderately satisfied

01 3 = About equally satisfied and dissatisfied
[ 2 = Moderately dissatisfied

1 1 = Very dissatisfied

16. Over the past 4 weeks, how satisfied have you
been with your overall sexual life?

0 5 = Very satisfied

[ 4 = Moderately satisfied

01 3 = About equally satisfied and dissatisfied
[ 2 = Moderately dissatisfied

1 1 = Very dissatisfied



17. Over the past 4 weeks, how often did you
experience discomfort or pain during vaginal
penetration?

L1 0 = Did not attempt intercourse

1 1 = Almost always or always

L1 2 = Most times (more than half the time)
1 3 = Sometimes (about half the time)

L1 4 = A few times (less than half the time)
U1 5 = Almost never or never

18. Over the past 4 weeks, how often did you
experience discomfort or pain following vaginal
penetration?

L1 0 = Did not attempt intercourse

1 1 = Almost always or always

L1 2 = Most times (more than half the time)
1 3 = Sometimes (about half the time)

L1 4 = A few times (less than half the time)

[ 5 = Almost never or never

The individual domain scores and full scale (overall) score of the FSFI
can be derived from the computational formula outlined in the table
below. For the individual domain scores, add the scores of the
individual items that comprise the domain and multiply the sum by the
domain factor (see below). Add the six domain scores to obtain the full
scale score. It should be noted that within the individual domains, a
domain score of zero indicates that the subject reported having no
sexual activity during the past month. Subject scores can be entered in
the right-hand column.

Questions Score

Range

Desire 1,2 1-5

Arousal 3,4,5,6 0-5

Lubrication 7,8,9,10 0-5

Orgasm 11,12,13 0-5
Satisfaction 14,15,16 O0(r1)-5

Pain 17,18,19 0-5

Full Scale Score Range

A score < 26.55 is classified as FSD.*

Minimum Maximum
Score Score
0.6 1.2 6.0

0.3

0.3

0.4

0.4

0.4

19. Over the past 4 weeks, how would you rate your
level (degree) of discomfort or pain during or
following vaginal penetration?

L1 0 = Did not attempt intercourse

11 = Very high
O 2 =High
[ 3 = Moderate
04 =Low

1 5 = Very low or none at all

Thank you for completing this questionnaire.

From Rosen R, et al. The Female Sexual Function Index (FSFI): A
Multidimensional Self-Report Instrument for the Assessment of
Female Sexual Function. Journal of Sex and Marital Therapy.
2000;26(2):191-208. Reprinted by permission of the publisher, Taylor
& Francis Ltd, http://www.informaworld.com.

*Wiegel M, et al. J Sex Marital Therapy 2005;31:1-20

0 6.0
0 6.0
0 6.0
0 6.0
0 6.0
152 36.0

Total



HEALTH

@/RES tOV(lth@ FEMALE SExXUAL DISTRESS ScALE (FSDS)

The Female Sexual Distress Scale-Revised (FSDS-R; revised 2005): Screening Questionnaire for Measuring
Sexually Related Personal Distress in Women with Female Sexual Dysfunction (FSD)

Name: Date:

Below is a list of feelings and problems that women sometimes have concerning their sexuality. Please read each item
carefully, and circle the number that best describes HOW OFTEN THAT PROBLEM HAS BOTHERED YOU OR CAUSED
YOU DISTRESS DURING THE PAST 30 DAYS INCLUDING TODAY. Circle only one number for each item, and take
care not to skip any items. If you change your mind, erase your first circle carefully. Read the example before beginning,
and if you have any questions please ask about them.

Never 0 Rarely 1 Occasionally 2 Frequently 3 Always 4

1. Distressed about your sex life 0 1 2 3 4
2. Unhappy about your sexual relationship 0 1 2 3 4
3. Guilty about sexual difficulties 0 1 2 3 4
4. Frustrated by your sexual problems 0 1 2 3 4
5. Stressed about sex 0 1 2 3 4
6. Inferior because of sexual problems 0 1 2 3 4
7. Worried about sex 0 1 2 3 4
8. Sexually inadequate 0 1 2 3 4
9. Regrets about your sexuality 0 1 2 3 4
10. Embarrassed about sexual problems 0 1 2 3 4
11. Dissatisfied with your sex life 0 1 2 3 4
12. Angry about your sex life 0 1 2 3 4
13. Bothered by low sexual desire 0 1 2 3 4
A score of >11 effectively discriminates between women with FSD and no FSD* Total:

The presence of personal distress is central to the diagnosis of hypoactive sexual desire disorder (HSDD). This is recognized in the DSM-IV®-TR and other recent
diagnostic guidelines for female sexual dysfunction (FSD), including those emanating from the 1999 International Consensus Development Conference on FSD, which
stated that women with decreased sexual desire can only be diagnosed with HSDD if they have evidence of associated personal distress.1

Accordingly, the Female Sexual Distress Scale (FSDS) was developed to provide a standardized, quantitative measure of sexually related personal distress in women.2

The FSDS-R differs from the FSDS in that it includes one additional question that asks women to rate distress related to low sexual desire, consistent with its use as part
of the diagnostic algorithm for HSDD.1

* DeRogatis L, et al. J Sex Med. 2008;5:357-364.
1. DeRogatis L, et al. J Sex Med. 2008;5:357-364.
2. DeRogatis L, et al. J Sex Marital Ther. 2002;28:317-330




Restorative

HEALT H TuE REVISED URINARY INCONTINENCE SCALE (RUIS)

Name: Date:

Do you experience any of the following symptoms and if so, how much are you bothered by them:

1. Urine leakage related to the feeling of urgency?

[0 Notatall 0
00 Slightly 1
0 Moderately 2
0 Greatly 3

2. Urine leakage related to physical activity, coughing, or sneezing?

[l Notatall 0
[1  Slightly 1
[1  Moderately 2
[1  Greatly 3

3. Small amounts of urine leakage (drops)?

[l Notatall 0
[1  Slightly 1
[1  Moderately 2
[1  Greatly 3

4. How often do you experience urine leakage?

Never

Less than once per month
A few times per month

A few times per week
Every day and/or night

I B e B B
A WLWN~O

5. How much urine do you lose each time?

[J  None 0
L] Drops 1
[1  Small splashes/spurts 2
L] More 3

Total Score:

A score of less than 4 indicates that the patient has no urinary incontinence or very mild incontinence symptoms.

Patients with a score of 4 in screening surveys may require further assessment by a continence practitioner. To obtain these scores one would need to endorse ‘slightly’
or ‘rarely’ on most incontinence items.

Based on the distribution of scores in the clinical sample and comparisons with other clinical indicators, a score of 4-8 is considered mild, a score of 9-12 is considered
moderate and a score of 13 or above is considered severe.

2015; Adapted from the Toos for Assessing and Monitoring Urinary Incontinence (RUIS) produced by the Centre for Health Service Development and the University
of Wollongong in Australia. Further information is available at www.bladderbowel.gov.au.



Tools for Assessing and Monitoring Urinary Incontinence: The Revised Urinary Incontinence Scale (RUIS)
Background

The RUIS is a short, reliable and valid five item scale that can be used to assess urinary incontinence and to monitor patient
outcomes following treatment. It was originally developed by selecting the best performing urinary incontinence items (selected
from standardised measures such as the Urogenital Distress Inventory 6 and the Incontinence Severity Index) which were included in
a large community survey of 2,915 Australians in 2006. The RUIS has recently been validated in clinical settings (Sansoni et al., 2006;
2011) with support from the Australian Government Department of Health and Ageing. These studies have shown that the RUIS is a
valid and reliable measure of urinary incontinence. Internal consistency reliability is Cronbach’s alpha o = 0.73 (urinary incontinence
sample, N = 195), alpha = 0.84 (all incontinence patients N = 254) and alpha = 0.91 (community sample N = 2,915). It has high and
statistically significant correlations with other measures of urinary incontinence and other clinical indicators of incontinence severity
and has better measurement properties than comparable measures (Sansoni et al., 2011). With only 5 items the RUIS is short and
simple to use and score. Most patients will only take a minute to complete it.

Why Use a Standardised Measure of Urinary Incontinence?

This means you are using the same yardstick to assess all patients. This combined with your clinical judgement will help to inform the
best treatment for the patient. The use of such measures can also provide effective feedback to clinicians concerning the effectiveness
of their treatments, can facilitate the systematic review and monitoring of patients, and can assist in identifying ways to improve
practice. It is also useful information to demonstrate the effectiveness of your service.

Continence clinics treating incontinence patients or aged care assessors should find it easy to use it both as assessment measure and as
an outcome evaluation measure for routine practice.

Interpreting Scores

The average score for patients receiving treatment for urinary incontinence is 10.92 (N = 195). The mean RUIS scores for female
urinary incontinence patients was 10.90 and for males it was 11.07. By contrast the average RUIS score in a large community survey
was 1.74 (N = 2,915); for females the mean was 2.47 and for males it was 0.70.

A score of less than 4 indicates that the patient has no urinary incontinence or very mild incontinence symptoms.

Patients with a score of 4 in screening surveys may require further assessment by a continence practitioner. To obtain these scores one
would need to endorse ‘slightly’ or ‘rarely’ on most incontinence items.

Based on the distribution of scores in the clinical sample and comparisons with other clinical indicators, a score of 4-8 is considered
mild, a score of 9-12 is considered moderate and a score of 13 or above is considered severe.

The cut points are supported by clinician and patient ratings of incontinence severity. The clinician pre-treatment ratings indicated that
a RUIS score of 9 or below was considered ‘mild’, a score of 11 was considered ‘moderate’ and a score above 12 was classified as
severe which provides some clinical confirmation for the suggested cut points. At post—treatment a score of 3 or less was classified as
‘normal’ by clinicians and patients.

Sensitivity to Detecting Improvement and Change in Patient Incontinence

The RUIS is sensitive to change as a result of treatment and is equally or more sensitive than comparable measures. In the clinical
study (Sansoni et al., 2011) it was shown that there was a significant improvement (p<0.01) of an average of 4 RUIS scores following
treatment across all types of treatment (continence advising, physiotherapy and surgery). You can easily demonstrate that you have
made a difference to patient outcomes. You can also easily identify those patients that have not improved or are deteriorating and
this can be very useful for patient review and referral.

Relevant Reports

Sansoni J, Hawthorne G, Marosszeky N, Moore K, Fleming G and Owen E. (2011), The Technical Manual for the Revised Incontinence and Patient
Satisfaction Tools. Centre for Health Service Development, University of Wollongong Sansoni J, Hawthorne G, K Moore, Marosszeky N, Fleming G, and
Owen E (2011), Validation and Clinical Translation of the Revised Continence and Patient Satisfaction Tools: Final Report. Centre for Health Service
Development, University of Wollongong. Sansoni J, Marosszeky N, Sansoni E and Hawthorne G (2006), Refining Continence Measurement Tools (Final
Report). Centre for Health Service Development, University of Wollongong and the Department of Psychiatry, University of Melbourne. Hawthorne G,
Sansoni J, Hayes L M, Marosszeky N and Sansoni E (2006), Measuring Patient Satisfaction with Incontinence Treatment (Final Report). Centre for
Health Service Development, University of Wollongong and the Department of Psychiatry, University of Melbourne. Study funded by the Australian
Government Department of Health and Ageing as part of the National Continence Management Strategy



R@S toyatwe NOTICE OF PRIVACY PRACTICES

HEALTH Effective January 2011

This notice describes how medical information about you may be used and disclosed and how you can get access to this information.
Please read carefully. This practice uses and discloses health information about you for treatment, to obtain payment for treatment,
for administrative purposes, and to evaluate the quality of care that you receive.

A.

Treatment, Payment, Health Care Operations

Treatment

We are permitted to use and disclose your medical information to those involved in your treatment. For example, the physician
in this practice is a specialist. When we provide treatment we may request that your primary care physician share your medical
information with us. Also, we may provide your primary care physician information about your particular condition so that he
or she can appropriately treat you for other medical conditions, if any.

Payment
We are permitted to use and disclose your medical information to bill and collect payment for the services we provide to you.

Health Care Operations

We are permitted to use or disclose your medical information for the purposes of health care operations, which are activities that
support this practice and ensure that quality care is delivered. For example, we may engage the services of professional
organizations to aid this practice in its compliance and certifications programs. We perform quality assessment and
improvement activities, conduct, arrange for medical, legal, and audit reviews, including fraud and abuse detection. Business
planning and development is ongoing. Customer service, resolution of internal grievances, sale or transfer of assets processes
may apply. Persons participating in such processes will review billing and medical files to ensure we maintain our compliance
with regulations and the law.

Disclosures That Can Be Made Without Your Authorization

There are situations in which we are permitted to disclose or use your medical information without your written authorization or
an opportunity to object. In other situations, we will ask for your written authorization before using or disclosing any
identifiable health information about you. If you choose to sign an authorization to disclose information, you can later revoke
that authorization, in writing, to stop future uses and disclosures. However, any revocation will not apply to disclosures or uses
already made or that rely on that authorization.

Public Health, Abuse or Neglect, and Health Oversight

We may disclose your medical information for public health activities. Public health activities are mandated by federal, state, or
local government for the collection of information about disease, vital statistics (births/death), or injury by a public health
authority. We may disclose medical information, if authorized by law, to a person who may have been exposed to a disease or
may be at risk for contracting or spreading a disease or condition. We may disclose your medical information to report for
contracting or spreading a disease or condition. We may disclose your medical information to report reactions to medications,
problems with products, or to notify people of recalls of products they may be using.

Because law requires physicians to report child abuse or neglect, we may disclose medical information to a public agency
authorized to receive reports of child abuse or neglect. The law also requires a person having cause to believe that an elderly or
disabled person is in a state of abuse, neglect, or exploitation to report the information to the state, and HIPAA privacy
regulations permit the disclosure of information to report abuse or neglect of elders or the disabled.

We may disclose your medical information to a health oversight agency for those activities authorized by law. Examples of
these activities are audits, investigations, licensure applications and inspections, which are all government activities undertaken
to monitor the health care delivery system and compliance with other laws, such as civil rights laws.
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Legal Proceedings and Law Enforcement

We may disclose your medical information in the course of judicial or administrative proceedings in response to an order of the
court (or administrative decision-maker) or another appropriate legal process. Certain requirements must be met before the
information is disclosed.

If asked by a law enforcement official, we may disclose your medical information under limited circumstances provided:

o The information is released pursuant to legal process, such as a warrant or subpoena;

o The information pertains to a victim of crime and you are incapacitated;

e The information pertains to a person who has died under circumstances that may be related to criminal conduct;
e The information is about a victim of crime and we are unable to obtain the person’s agreement;

o The information is released because of a crime that has occurred on these premises; or

o The information is released to locate a fugitive, missing person, or suspect.

We also may release information if we believe the disclosure is necessary to prevent or lessen an imminent threat to the health
or safety of a person.

Worker’s Compensation
We may disclose your medical information as required by workers’ compensation law.

Inmates

If you are an inmate or under the custody of law enforcement, we may release your medical information to the correctional
institution or law enforcement official. This release is permitted to allow the institution to provide you with medical care, to
protect your health or the health of others, or for the safety and security of the institution.

Military, National Security and Intelligence Activities, Protection of the President

We may disclose your medical information for specialized governmental functions such as separation or discharge from military
service, requests as necessary by appropriate military command officers (if you are in the military), authorized national security
and intelligence activities, as well as authorized activities for the provision of protective services for the president of the United
States, other authorized government officials, or foreign heads of state.

Research, Organ Donation, Coroners, Medical Examiners, and Funeral Directors

When a research project and its privacy protections have been approved by an institutional review board or privacy board, we
may release medical information to researchers for research purposes. We may release medical information to organ
procurement organizations for the purpose of facilitating organ, eye, or tissue donation if you are a donor. Also, we may release
your medical information to a coroner or medical examiner to identify a deceased person or a cause of death. Further, we may
release your medical information to a funeral director when such a disclosure is necessary for the director to carry out his duties.

Required by Law
We may release your medical information when the disclosure is required by law.

Your Rights Under Federal Law

The U.S. Department of Health and Human Services created regulations intended to protect patient privacy as required by the
Health Insurance Portability and Accountability Act (HIPAA). Those regulations create several privileges that patients may
exercise. We will not retaliate against patients who exercise their HIPAA rights.

Requested Restrictions

You may request that we restrict or limit how your protected health information is used or disclosed for treatment, payment, or
health care operations. We do NOT have to agree to this restriction, but if we do agree, we will comply with your request except
under emergency circumstances.

You also may request that we limit disclosure to family members, other relatives, or close personal friends who may or may not
be involved in your care.
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To request a restriction, submit the following in writing: (a) the information to be restricted, (b) what kind of restriction you are
requesting, (c) to whom the limits apply. Please send the request to the address and person listed at the end of this document.

Receiving Confidential Communications by Alternative Means

You may request that we send communications of protected health information by alternative means or to an alternative
location. This request must be made in writing to the person listed below. We are required to accommodate only reasonable
requests. Please specify in your correspondence exactly how you want us to communicate with you and, if you are directing us
to send it to a particular place, the contact/address information.

Inspection and Copies of Protected Health Information

You may inspect and/or copy health information that is within the designated record set, which is information that is used to
make decisions about your care. Texas law requires that requests for copies be made in writing, and we ask that requests for
inspection of your health information also be made in writing. Please send your request to the person listed at the end of this
document.

We may ask that a narrative of that information be provided rather than copies. However, if you do not agree to our request, we
will provide copies.

We can refuse to provide some of the information you ask to inspect or ask to be copied for the following reasons:

e The information is psychotherapy notes.
e The information is subject to the Clinical Laboratory Improvements Amendments of 1988.
e The information has been compiled in anticipation of litigation.

We can refuse to provide access to or copies of some information for other reasons, provided that we arrange for a review of our
decision on your request. Any such review will be made by another licensed health care provider who was not involved in the
prior decision to deny access.

Kansas law requires us to be ready to provide copies or a narrative within 15 days of your request. We will inform you when the
records are ready or if we believe access should be limited. If we deny access, we will inform you in writing.

HIPAA permits us to charge a reasonable cost-based fee. That fee is $25.00.

Amendment of Medical Information

You may request an amendment of your medical information in the designated record set. Any such request must be made in
writing to the person listed at the end of this document. We will respond within 60 days of your request. We may refuse to allow
an amendment for the following reasons:

e The information wasn’t created by this practice or the physicians in this practice.
e The information is not part of the designated record set.

e The information is not available for inspection because of an appropriate denial.
e The information is accurate and complete.

Even if we refuse to allow an amendment, you are permitted to include a patient statement about the information at issue in your
medical record. If we refuse to allow an amendment, we will inform you in writing.

If we approve the amendment, we will inform you in writing, allow the amendment to be made and tell others that we now have
the incorrect information.

Accounting of Certain Disclosures

HIPAA privacy regulations permit you to request, and us to provide, an accounting of disclosures that are other than for
treatment, payment, health care operations, or made via an authorization signed by you or your representative. Please submit any
request for an accounting to the person at the end of this document. Your first accounting of disclosures (within a 12- month
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period) will be free. For additional requests within that period we are permitted to charge for the cost of providing the list. If
there is a charge we will notify you, and you may choose to withdraw or modify your request before any costs are incurred.

. Appointment Reminders, Treatment Alternatives, and Other Benefits

We may contact you by (telephone, mail, or both) to provide appointment reminders, information about treatment alternatives,
or other health-related benefits and services that may be of interest to you.

Complaints

If you are concerned that your privacy rights have been violated, you may contact the person listed below. You may also send
a written complaint to the U.S. Department of Health and Human Services. We will not retaliate against you for filing a
complaint with us or the government.

Our Promise to You

We are required by law and regulation to protect the privacy of your medical information, to provide you with this notice of our
privacy practices with respect to the protected health information, and to abide by the terms of the notice of privacy practices in
effect.

. Questions and Contact Persons for Requests

If you have any questions or want to make a request pursuant to the rights described above, please contact:

Chris Lonsford

245 Peachtree Industrial Blvd #100
Sugar Hill, GA 30518

Phone: (816) 207-4119

Fax: (770) 831-0250

Email: chris@restorative-health.com

| Atlanta - Columbus - Kansas City - Omaha - San Diego




Res tOVative INFORMED CONSENT

HEALTH

L , acknowledge that I have been presented with a copy of the RH Notice of Privacy Practices
and am aware that all clinic personnel may have access to private information in order to serve patients.

I consent to the provider's use of protected health information as described in the notice for treatment, payment, or health care operations.
I understand that I must provide a separate authorization before any other disclosures may be made.

We may call to remind you of your appointment or to notify you of test results. I agree, if I have an answering machine or voicemail, to
allow the doctor or staff to identify themselves, as well as myself, to notify me of my appointment or tell me that test results are back.
We will not leave test results on your answering machine or voicemail.

I request that my protected health information be disclosed to the following persons or facility as listed below:

Patient Signature: Date:
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