
Patient Forms 
 

Instructions for Filling These Forms 
 
If you have a recent version of the free Adobe Reader, you can use its 
"Typewriter" tool to fill in this form. You can download the free Reader 
here. 
 
1. Open this document in Adobe Reader. 
 
2. From the menu of Reader 10 (your version may vary) click Tools. 
 
3. Click Add or Edit Text Box. 
 
4. The Typewriter toolbar opens. Click where you want to add text and 
begin typing. 
 
5. When done, print the form, sign it where necessary, and bring it in on 
your first appointment. 

http://get.adobe.com/reader/
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W arren M Levin,MD,PLLC
The Blending ofConventionaland A lternative Philosophies

407 C hurch StreetN E,SuiteE
V ienna,V irginia 22180

O ffice:(703)255-0313 Fax:(703)255-0316
info@ W arrenM LevinM D .org

A C K N O W LED G EM ENT

I have read the welcome packet and understand its content. Specifically, I understand

that Dr. Levin does not participate, bill, or provide health insurance services including Medicare

Part B. He does not provide emergency medical services, home, or critical/crisis care and is not

affiliated with any hospital with regards to admissions.

N A M E:_____________________________ D ATE O F BIRTH :__________________

SIG N A TU RE:__________________________________________________________

R ELATIO NSH IP TO PR O SPECTIV E PA TIEN T:___________________________

TO D A Y ’S D A TE:_______________________________________________________

As a reminder, the maintenance of health requires discipline, moderation, and maturity.

The resolution of disease also requires vigilance and patience. We look forward to meeting with

you!

Warren M Levin, MD

FAAFP (retired), FACN, FAAEM

A PH O TO C O PY O F TH IS A G R EEM EN T W ILL BE C O N SIDER D ED A S EFFEC TIV E

A N D V A LID A S TH E O R IG IN AL.

*Pleasenotethatfeesaresubjecttochangewithoutnotice
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W arren M Levin,MD,PLLC
The Blending ofConventionaland A lternative Philosophies

407 C hurch StreetN E,SuiteE
V ienna,V irginia 22180

O ffice:(703)255-0313 Fax:(703)255-0316
info@ W arrenM LevinM D .org

U R G EN T R EQ U EST FO R R ELEA SE O F

M ED IC A L R EC O R D S

Dear Prospective Patient,

Please fill out this form, sign it, and forward it to your treating physician(s) and/or to the

hospital(s) where you were treated. Please do this as soon as possible to insure that your records

are forwarded to Dr. Warren M Levin prior to your appointment.

DEAR HOSPITAL/PHYSICIAN:

PLEASE RELEASE AND FORWARD A COPY OF MY MEDICAL RECORDS AS SOON AS

POSSIBLE TO:

W arren M Levin,M D

407 C hurch StreetN E,Suite E

V ienna,V irginia 22180

O ffice:(703)255-0313 Fax:(703)255-0316

I hereby give my permission to release my medical records to Dr. Warren M Levin. Thank you!

[Print]: Name _________________________________________________________

Address _______________________________________________________

City _____________________________ State _______ Zip _____________

Social Security # ____________________ Date of Birth ________________

Signature _______________________________ Date ________________
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W arren M Levin,MD,PLLC
The Blending ofConventionaland A lternative Philosophies

407 C hurch StreetN E,SuiteE
V ienna,V irginia 22180

O ffice:(703)255-0313 Fax:(703)255-0316
info@ W arrenM LevinM D .org

Pharm acyForm :__________________________________ DO B:_____________
LastNam e,FirstNam e m m /dd/yyyy

Please listinform ation forthe pharm acies which you use m ostfrequentlyforyour
prescriptions.Please advise us to which pharm acyyou wish to have a new prescription
orrefillfaxed.Ifthe pharm acies have the sam e nam e,you m ustadvise Pharm acyA,B,
orC. Should you change pharm acies,please update this form (available atourfront
deskorfrom ourwebsite under“New PatientForm ”).

A)
Pharm acyNam e ___________________________________________________

Address __________________________________________________________

City________________________________ State _______________________

Phone (_____)________________________ Fax (____)___________________

B)
Pharm acyNam e ___________________________________________________

Address _________________________________________________________

City________________________________ State _______________________

Phone (_____)________________________ Fax (____)___________________

C)
Pharm acyNam e ___________________________________________________

Address __________________________________________________________

City________________________________ State _______________________

Phone (_____)________________________ Fax (____)___________________
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W arrenM Levin,MD,PLLC

PLEA SE PR IN T

PA TIENT IN FO RM ATIO N
N AM E: LA ST FIRST M ID D LE DR IVER’S LICENSE:

STA TE: #:

SEX:

M F

D ATE O F BIR TH : AG E: M ARITA L STA TUS:

S M W D

SO C IA L SEC UR ITY NUM BER: H O M E PH O NE #:

( )

A DD RESS: STREET C ITY STATE ZIP

C ITY O R CO U NTY O F R ESIDENC E (SPECIFY):

CELL PH O NE #:

( )

FAX #:

( )

A RE YO U:

EM PLO YED O U T O F W O RK /RETIRED FU LLTIM E/PAR TTIM E STU DENT

O C CUPATIO N: W O RK PH O N E #:

( )

EM PLO YER ’S AD DR ESS: STREET C ITY STATE ZIP

R EFERED BY: FAM ILY DO CTO R ’S NAM E: FAM ILY DO C TO R ’S PH O N E #:

EM ERG EN CY CO NTAC T: RELA TIO N SH IP TO PATIEN T: PH O NE #:

( )

C R ED IT C A R D PA Y M EN T A U TH O R IZA TIO N
I, _____________________ hereby authorize W arren M Levin,M D and/or the staff at 407
Church Street NE, Suite E, Vienna, Virginia 22180 to charge my credit card for services
rendered and/or products supplied for a period of one year from the date below. It is my
responsibility to notify W arren M Levin,M D of any changes regarding the card authorization.

N A M E:(as it appears on credit card): ________________________________________
M asterC ard V isa A m erican Express D iscover

Credit Card Number: Expiration: Security Code:

Signature: Date:

Billing Address:

City: State: Zip Code:

PER SO N FIN A N C IA LLY R ESPO N SIBLE (IF D IFFER EN T FR O M A BO V E)
N AM E: PA TIENT’S RELA TIO NSH IP TO R ESPO N SIBLE

PA RTY:

CH ILD SPO USE O TH ER

O CC UPATIO N:

A DD RESS: STR EET SO CIAL SECU R ITY #: H O M E PH O NE #:

( )
C ITY STA TE ZIP EM PLO YER ’S NAM E: EM PLO YER ’S PH O N E #:

( )

SIG N A TU R E:_________________________________________ D A TE:_____________________
(A U TH O R IZED PER SO N )

Your email: _______________________________________
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W arren M Levin,MD,PLLC
The Blending ofConventionaland A lternative Philosophies

407 C hurch StreetN E,SuiteE
V ienna,V irginia 22180

O ffice:(703)255-0313 Fax:(703)255-0316
info@ W arrenM LevinM D .org

Patientsthathavebeen previously diagnosed w ith Lym e D iseaseand/or other
tick-bornediseases,w eask thatyou com pletethisform and bring itto your
firstofficevisit.

I, ______________________________________________, have been previously diagnosed by

Dr.____________________________ of (City, State) _____________________________ with:

____ Lyme disease

____ Amebiasis

____ Ehrlichiosis

____ Giardiasis

____ Rocky Mountain spotted fever

____ Other (specify) _______________________________________________

on or about (month and year) _______________________________________________.

Patient Signature: _________________________________ Date of Birth: ____________

Patient Address: __________________________________________________________

City, State, Zip Code: _____________________________________________________

City or County of Residence (specify): ________________________________________

Date: ___________________
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W arrenM Levin,MD,PLLC
The Blending ofConventionaland A lternative Philosophies

407 C hurch StreetN E,SuiteE
V ienna,V irginia 22180

O ffice:(703)255-0313 Fax:(703)255-0316
info@ W arrenM LevinM D .org

INSTRUCTIONS FOR V ISUAL CONTRAST SENSITIVITY TEST

“THE VCS TEST”

1. On a computer with a clear, bright screen, go to www.ChronicNeurotoxins.com

2. At the upper left of the screen click on “register” and fill out the form. At the end it asks you for

a “user id” and “password” – you choose your own and be sure to memorize it or write it down

for future use.

3. Now you must “log in”, using that “user id” and “password” (button at upper left).

4. Click on “purchase vision test” – also on upper left. Choose one of the options. If you are sure

you have Lyme Disease, purchase at least 3 tests.

5. Click on Preliminary Test and complete Parts A and B. Wait for confirmation of payment by

e-mail (approximately one day) before attempting to take the VCS vision test.

6. After receiving e-mail confirmation, click “Take Vision Tests”. You should be 18” (eighteen

inches) from the screen and wearing glasses, if needed, to have the best possible vision.

7. Follow the instructions on the screen. If you can read them easily, your vision is OK.

8. Somewhere during this process you will be asked if you want your physician to get a copy of the

results. Please say “yes” and provide Dr. Levin’s E-mail: info@WarrenMLevinMD.org

9. When you have completed the VCS test, you will immediately be given a report – it is either

“positive”, “negative”, or “equivocal”.

10. You will then be given the opportunity to “view details”. Please be sure you look at both the

preliminary tests and the graph of the VCS test.

PLEA SE PR IN T O U T TW O C O PIES O F TH E PR ELIM IN A RY TESTS A N D TH E

G R A PH O F TH E V C S TEST – O N E FO R Y O U ,A N D O N E FO R D R .LEV IN .

11. Bring or send or fax one copy to Dr. Levin, just in case the E-mail doesn’t work.

12. The info on the website is fascinating, and if your VCS graph is “positive” you should take the

opportunity to learn about it!

http://www.biotox
www.ChronicNeurotoxins.com
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PatientN am e:_________________________________________ D ate:_________________

TH YR O ID SYM PTO M SU R VEY

IN STR U C TIO N S:G rade yoursym ptom s according to the follow ing:

Idon’thave this. M ild. M oderate. Severe.
0 1 2 3

H YPO TH YR O ID SYM PTO M S

________ 1. M ore tired and sluggish than norm al
________ 2. Drierskin orhairthan norm al
________ 3. Sleep m ore than usual
________ 4. W eakerm uscles
________ 5. Colderthan others
________ 6. M uscles cram p m ore than usual
________ 7. Poorerm em ory
________ 8. M ore depressed
________ 9. Slowerthinking
________ 10. Eyes are puffier
________ 11. M ath is m ore difficult
________ 12. Hoarserordeepervoice
________ 13. Constipated m ore often
________ 14. Coarserhair
________ 15. Puffyhands and feet
________ 16. Unsteadygait
________ 17. G ain weighteasily
________ 18. O uterthird ofeyebrows thin

The next2 questions apply to M enstruating Fem ales O nly
________ 19. M enses m ore irregular
________ 20. Heavierm enses

________ Total

H YPER THYR O ID SYM PTO M S

________ 1. Tachycardia (fastpulse,heartracing)
________ 2. Palpitations (Skipping ofpulse ofheart)
________ 3. Insom nia (can’tsleep)
________ 4. Shakiness (trem ors)
________ 5. Increased sweating
________ 6. Brittle nails
________ 7. Loss ofappetite

________ Total
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W arren M Levin,MD,PLLC
The Blending ofConventionaland A lternative Philosophies

407 C hurch StreetN E,SuiteE
V ienna,V irginia 22180

O ffice:(703)255-0313 Fax:(703)255-0316

N am e: ___________________________________________ Today’sD ate: ________________________
H ave you had any ofthe follow ing in relation to this illness? (CIRCLE “NO ” OR “YES”)
Tick bite- N Y “EM ” rash (discrete circle)- N Y AC A rash- N Y
Spotted rash overlarge area- N Y Linear,red streaks- N Y

C U R R EN T SEVER ITY C U R R EN T FR EQ U EN C Y
S Y M P T O M O R S IG N N O N E M IL D M O D E R A T E S E V E R E N A N E V E R O C C A S IO N A L O F T E N C O N S T A N T

Persistentswollen glands
Sore throat
Fevers
Sore soles,especiallyin the AM
Jointpain

Fingers,toes
Ankles,wrists
Knees,elbows
Hips,shoulders

Jointswelling
Fingers,toes
Ankles,wrists
Knees,elbows
Hips,shoulders

Unexplained backpain
Stiffnessofthe jointsorback
M uscle pain orcram ps
O bviousm uscle weakness
Twitching ofthe face orother
m uscles
Confusion,difficultythinking
Difficultywith concentration,
reading,problem absorbing new
inform ation
W ord search,nam e block
Forgetfulness,poorshortterm
m em ory,poorattention
Disorientation:getting lost,going
to wrong places
Speech errors-wrong word,
m isspeaking
M ood swings,irritability,
depression
Anxiety,panic attacks
Psychosis(hallucinations,
delusions,paranoia,bipolar)
Trem or
Seizures
Headache
Light sensitivity
Sound sensitivity
Vision:double,blurry,floaters
Dentalpain
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C U R R EN T SEVER ITY FR EQ U EN C Y
S Y M P T O M O R S IG N N O N E M IL D M O D E R A T E S E V E R E N A N E V E R O C C A S IO N A L O F T E N C O N S T A N T

Hearing:buzzing,ringing,
decreased hearing
Increased m otion sickness,
vertigo,spinning
O ffbalance,“tipsy” feeling
Lightheadedness,wooziness,
unavoidable need to sitorlie
Tingling,num bness,burning or
stabbing sensations,shooting
pains,skin hypersensitivity
Facialparalysis-Bell'sPalsy
Neck creaksand cracks,
stiffness,neck pain
Fatigue,tired,poorstam ina
Insom nia,fractionated sleep,
earlyawakening
Excessive nighttim e sleep
Napping during the day
Excessive daytim e sleepiness
Unexplained weightgain
Unexplained weightloss
Unexplained hairloss
Pain in genitalarea
Unexplained m enstrual
irregularity
Unexplained m ilk production;
breastpain
Irritable bladderorbladder
dysfunction
Erectile dysfunction
Lossoflibido
Q ueasystom ach ornausea
Heartburn,stom ach pain
Constipation
Diarrhea
Low abdom inalpain,cram ps
Heartm urm urorvalve prolapse?
Heartpalpitations,pulse skips
“Heartblock” on EKG
Chestwallpain orribssore
Head congestion
Breathlessness,“airhunger”,
unexplained chronic cough
Nightsweats
Exaggerated sym ptom sorworse
hangoverfrom alcohol
Sym ptom flareseveryfourweeks
Degree ofdisability

N am e: ___________________________________________ Today’sD ate: ________________
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W arren M Levin,MD,PLLC
C onfidentialPatientH ealth H istory

Patient Name: ____________________________________ Date of Birth: _______________ Date: _______________
What is your primary complaint today? ________________________________________________________________
________________________________________________________________________________________________
How long have you had this condition? _____________ How long has it been since you really felt good? ___________
Please list any previous diagnoses and treatments received for this condition. __________________________________
________________________________________________________________________________________________

A llergies– pleaselistand includeany known allergiesto anym edications,supplem ents,foodsand environm ents. Attach
additionalsheetifneeded. ____ Check hereifnone

Substance R eaction
________________________ ________________________________________________________
________________________ ________________________________________________________
________________________ ________________________________________________________
________________________ ________________________________________________________

PastM edicalH istoryand R eview ofSym ptom s– Please check if you have had or presently experiencing any of the following
(Please check one):
**C – C urrent P – Past
C P C P C P C P C P

High blood pressure Bronchitis Heart disease Arthritis Tuberculosis
Head or neck
radiation

Abdominal
discomfort

Unexplained
weight gain/loss

Low back
problems

Hepatitis or
jaundice

Change in bowel
habits

Diabetes Asthma Skin disease Ulcers

Kidney disease Palpitations Nausea Blood disorders Colitis
Chest pain/tightness Hay fever Difficulty

urinating
Venereal disease Headache

Shortness of breath Indigestion Constipation Anxiety Blood in stool
Frequent urination Cancer Swollen ankles Depression Kidney stones
Gall bladder disease Gout Thyroid disease Anemia Hemorrhoids
Lightheadedness Vomiting Pneumonia Alcohol abuse
Persistent cough Drug abuse Rheumatic fever Diarrhea

________________________________________________________________________________________________________

________________________________________________________________________________________

W om en O N LY:G ynecologicaland O bstetric H istory:
Age at onset of periods: _________________ Frequency: _________________ Length of Period: _________________
Pregnancies: _____________________ Births: ______________________ Miscarriages: _______________________

No Yes
Prolonged or abnormal bleeding Please describe:
Leakage of urine Please describe:
Pelvic pain Please describe:
Abnormal discharge Please describe:
History of abnormal Pap Smear Type of treatment:

F am ilyH istory -H asany m em berofyourfam ily(including parents,grandparentsand siblings)everhad thefollow ing:
IL LN E SS FA M ILY M EM B ER ILLN ESS FA M IL Y M E M BE R

Cancer (describe type) Heart disease
Hypertension (high blood
pressure)

Diabetes

Mental disease (anxiety,
depression, etc.)

Strokes

Drug or alcohol addiction Arthritis
Glaucoma Bleeding diseases
Other Other
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W arren M Levin,MD,PLLC
C onfidentialPatientH ealth H istory

Please Listand Supply the D atesof:

Surgeries: ___________________________________________________________________________________________________

____________________________________________________________________________________________________________

Hospitalizations other than for surgery: ____________________________________________________________________________

____________________________________________________________________________________________________________

Have you ever had chiropractic care? (C ircleone) No Yes When? __________ By Whom? ______________________________

For what? ____________________________________ Successful? No Yes

W hen wasyourlast:

Pap smear? ___________________ Breast Exam? ____________________ Stool check for blood? ________________

Mammogram? ________________ Cholesterol Check? ________________ Prostate Exam? ______________________

Supplem entsand M edications(includeA LL supplem ents,over-the-counterand prescription m edications. A ttach listif
necessary.)

SU PPLEM E N T/D R U G N A M E D O SE/FR EQ U E N C Y SU PPLE M EN T/D R U G N A M E D O SE/FR EQ U EN CY

Prevention:

Do you wear seat belts? No Yes If no, why not? _______________________________________

Do you wear bike helmets? No Yes N/A

Do you exercise regularly? No Yes If yes, type, duration and number of times per week: _________

____________________________________________________________________________________________________

Do you smoke? No Yes If yes, how many packs per day? _________________________

Do you drink alcoholic beverages? No Yes If yes, how many packs per day? _________________________

Do you drink coffee? No Yes If yes, how many cups per day? __________________________

Do you drink tea? No Yes If yes, how many cups per day? __________________________

If there is a gun in your home, do you keep it unloaded and out of children’s reach? No Yes N/A

Have you engaged in any activity that has put you at risk of getting AIDS? No Yes If yes, explain: _______

____________________________________________________________________________________________________

Do you wish to be tested for AIDS? No Yes

Have you ever worked with chemicals, paints, asbestos or other hazardous materials? No Yes

If yes, explain: _______________________________________________________________________________________

Do you feel afraid of your partner? No Yes N/A

Method of birth control? _______________________________________________________________________________
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PatientM edicareN otice

This agreement is between Dr. Warren M. Levin, MD (the Physician), whose place of business is 407 Church Street,
NE, Vienna, VA 22180 and (Patient) _______________________________________ (who resides at)
__________________________________, who is a Medicare Part-B beneficiary seeking services covered under
Medicare Part-B pursuant to Section 4507 of the Balanced Budget Act of 1997. The Physician has informed the
patient that the physician has opted out of the Medicare program effective 10/18/06 for a period of at least two years,
and is not excluded from participating in Medicare Part-B under sections 1128, 1156, 1892, or any other section of
the Social Security Act.

Physician agrees to provide the following medical services to Patient:

C om plem entary and A lternativeM edicalC are

The Patient agrees to make payments to Physician in exchange for the services. Patient also agrees, understands and
expressly acknowledges the following: (initial)

___ Patient agrees not to submit a claim (or request that Physician submit claim) to the Medicare program with
respect to the services, even if covered by Medicare Part-B

___ Patient is not currently in an emergency or urgent care situation.

___ Patient acknowledges that neither Medicare’s fees limitations not any other Medicare reimbursement
regulations apply to charges for the services.

___ Patient acknowledges that Medicare-supplemental plans will not provide payment or reimbursement for the
services because payment is not under the Medicare program and other supplemental insurance plans may likewise
deny reimbursement.

___ Patient acknowledges that he has a right, as a Medicare beneficiary, to obtain Medicare-covered items and
services from physicians and practitioners who have not opted-out of Medicare, and that the patient is not compelled
to enter into private contracts that apply to other Medicare-covered services furnished by other physicians or
practitioners who have not opted-out.

___ Patient agrees to be responsible, whether through insurance or otherwise, to make payment in full for services,
and acknowledges that Physician will not submit a Medicare claim for the services and that no Medicare
reimbursement will be provided.

___ Patient understands that Medicare payment will not be made for any items or services furnished by the
physician that would have otherwise been covered by Medicare if there were no private contract and a proper
Medicare claim were submitted.

___ Patient acknowledges that a copy of this contract has been made available to him.

___ Patient agrees to reimburse Physician for any cost and reasonable attorneys’ fees that result from a violation of
this Agreement by Patient or his beneficiaries.

Executed on ____________________ by ______________________________________
(Date) (Patient)

Patient Signature_______________________________________________
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