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Patient Procedure/Treatment Consent Form
Biote Pellet Insertion (Female)

Patient Name: DOB:

I hereby authorize and direct and assistants, as
necessary to perform quality care, to perform the following procedure/treatment on me:

v Biote Pellet Insertion (Female)

Bio-identical hormone pellets are concentrated hormones, biologically identical to the
hormones you make in your own body prior to menopause. Estrogen and testosterone were
made in your ovaries and adrenal gland prior to menopause. Bio-identical hormones have
the same effects on your body as your own estrogen and testosterone did when you were
younger, without the monthly fluctuations (ups and downs) of menstrual cycles.

Bio-identical hormone pellets are made from yam and are FDA monitored but not approved
for female hormonal replacement. The pellet method of hormone replacement has been
used in Europe and Canada for many years and by select OB/GYNs in the United States. You
will have similar risks as you had prior to menopause, from the effects of estrogen and
androgens, given as pellets. Patients who are pre-menopausal are advised to continue
reliable birth control while participating in pellet hormone replacement therapy.
Testosterone cannot be given to pregnant women.

My birth control method is: Abstinence Birth control pill Hysterectomy
IUD Menopause Tubal ligation Vasectomy Other

I consent to the insertion of testosterone and/or estradiol pellets in my hip. I have been
informed that I may experience any of the complications to this procedure as described
below. These side effects are similar to those related to traditional testosterone and/or
estrogen replacement. Surgical risks are the same as for any minor medical procedure.

The nature and purpose of the procedure/treatment, alternative methods of treatment, and
potential risks and complications have been fully explained to me, including but not limited
to:

Bleeding, bruising, swelling, infection and pain.

Possible xtrusion of pellets

Lack of effect (typically from lack of absorption)

Breast tenderness and swelling especially in the first 3 weeks (estrogen pellets only)
Hair growth on face



e increased growth of estrogen dependent tumors (endometrial cancer, breast cancer);
safety of any of these hormones during pregnancy cannot be guaranteed. Notify your
provider if you are pregnant, suspect that you are pregnant or are planning to
become pregnant during this therapy

Hyper sexuality (overactive libido)

Change in voice (which is reversible)

Clitoral enlargement (which is reversible)

The estradiol dosage that I may receive can aggravate fibroids or polyps, if they

exist, and can cause bleeding.

e Testosterone therapy may increase one’s hemoglobin and hematocrit, or thicken
one’s blood. This problem can be diagnosed with a blood test. Thus, a complete blood
count (Hemoglobin and Hematocrit) should be done at least annually. This condition
can be reversed simply by donating blood periodically.

A significant hormonal transition will occur in the first four weeks after the insertion of
your hormone pellets. Therefore, certain changes might develop that can be bothersome.

e Fluid retention: Testosterone stimulates the muscle to grow and retain water which
may result in a weight change of two to five pounds. This is only temporary. This
happens frequently with the first insertion, and especially during hot, humid weather

conditions.
e Swelling of hands and feet: This is common in hot and humid weather. It may be

treated by drinking lots of water, reducing your salt intake, taking cider vinegar
capsules daily, (found at most health and food stores) or by taking a mild diuretic,
which the office can prescribe.

e Mood swings/irritability: These may occur if you were quite deficient in hormones.
They will disappear when enough hormones are in your system.

e Facial breakout: Some pimples may arise if the body is very deficient in testosterone.
This lasts a short period of time and can be handled with a good face cleansing
routine, astringents and toner. If these solutions do not help, please call the office for
suggestions and possibly prescriptions.

e Hair loss: Is rare and usually occurs in patients who convert testosterone to DHT.
Dosage adjustment generally reduces or eliminates the problem. Prescription
medications may be necessary in rare cases.

BENEFITS OF TESTOSTERONE PELLETS INCLUDE: Increased libido, energy, and sense
of well-being. Increased muscle mass and strength and stamina. Decreased frequency and
severity of migraine headaches. Decrease in mood swings, anxiety and irritability.
Decreased weight. Decrease in risk or severity of diabetes. Decreased risk of heart disease.
Decreased risk of Alzheimer’s and dementia.

I agree to immediately report to my practitioner’s office any adverse reaction or problems
that might be related to my therapy. Potential complications have been explained to me and
I agree that I have received information regarding those risks, potential complications and
benefits, and the nature of bio-identical and other treatments and have had all my
questions answered. Furthermore, I have not been promised or guaranteed any specific
benefits from the administration of bio-identical therapy. I accept these risks and benefits
and I consent to the insertion of hormone pellets under my skin. This consent is ongoing for
this and all future insertions.

I understand that payment is due in full at the time of service. I also understand that it is
my responsibility to submit a claim to my insurance company for possible reimbursement. I
have been advised that most insurance companies do not consider pellet therapy to be a



coverage. I acknowledge that my provider has no contracts with any insurance company
and is not contractually obligated to pre-certify treatment with my insurance company or
answer letters of appeal.

I have carefully read and fully understand this informed Consent Form and have had the
opportunity to discuss my condition and the above procedure(s) with the care provider. All
my questions have been answered.

I acknowledge that no guarantees have been made to me as to the outcome of

procedure(s) and/or treatment(s). I grant this consent without duress, confusion, or
pressure from my physician and/or staff, associates, or colleagues.

Patient/Representative Signature: Date:

Witness Signature: Date:




