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MEDICAL ADVICE HOUR - INTAKE FORM

NAME: ________________________________________
(as it is appears with insurance and pharmacy) 

DATE OF BIRTH:  ____/____/_______
(month/day/year)

(Yes)

(Yes)

(No)

(No)

PHONE:  (_______)_______-__________ IS IT OK TO TEXT YOU AT THIS NUMBER? 

EMAIL: ____________________________@____________.COM
IS IT OK TO SEND CONFIDENTIAL MEDICAL INFORMATION TO THIS EMAIL?

Before scheduling your session, please complete the form below.
Dr. T personally reviews each request to ensure this session is appropriate and helpful for your goals.

Please share what you’d like to discuss during your Medical Advice Hour.
(Examples: reviewing labs, lifestyle changes, getting clarity on symptoms, exploring a functional
approach, understanding treatment options, etc.)

 MEDICINE AND CONCIERGE PRACTICE 

CONTACT INFORMATION:

PURPOSE OF THE SESSION

MAIN HEALTH QUESTIONS OR CONCERNS:

WHAT DO YOU HOPE TO GAIN FROM THIS SESSION?

BACKGROUND INFORMATION (OPTIONAL BUT HELPFUL)

ASKDr . TM.D.
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Do you have recent lab results or testing you’d like Dr. T to review?

Are you currently under the care of a physician or specialist?

If yes, please upload or bring copies to your session.

If yes, please provide details. 

(Yes) (No)

(Yes) (No)

ASKDr . T
MEDICAL ADVICE HOUR - INTAKE FORM (CONTINUED)

M.D.

 MEDICINE AND CONCIERGE PRACTICE 

Duration: Up to 60 minutes
Fee: $175 (Non-refundable once scheduled)
Available virtually or in person based on scheduling availability
Scheduling: You’ll receive a confirmation only after Dr. T reviews your form and approves the request.

Please read and sign below.

I understand that the Ask Dr. T MD: Medical Advice Hour is for educational and advisory purposes
only.
This session does not include diagnosis, prescriptions, or treatment and does not establish a 
doctor–patient relationship.
I understand that Dr. T will review my request to determine if this session is appropriate and that not
all requests can be accepted.
I agree to the $175 session fee once scheduled and acknowledge that all information I provide is
accurate to the best of my knowledge.

SESSION DETAILS:

ACKNOWLEDGMENT & AGREEMENT:

(Signature)

(Print) (Date)

(Date)


