
OCCUPATION: ____________________________________

POLICY HOLDER NAME: ________________________________________________   DOB: ___________________
(If different from patient)

MEDICAL BILLING/CLAIMS ADDRESS: PO BOX__________________________________________________________
City State Zip Code



EMAIL













PREFERRED PHARMACY: ___________________________________   PHONE #: ____________________________

STREET ADDRESS: _______________________________________________________________________________   

CITY: _________________________________________       STATE: ______________       ZIP: __________________

CURRENT PRESCRIBED MEDICATIONS:

CURRENT VITAMINS/SUPPLEMENTS:

1. ____________________________________________

2. ____________________________________________

3. ____________________________________________

4. ____________________________________________

5. ____________________________________________

6. ____________________________________________

7. ____________________________________________

8. ____________________________________________

9. ____________________________________________

10. ____________________________________________

1. ____________________________________________

2. ____________________________________________

3. ____________________________________________

4. ____________________________________________

5. ____________________________________________

6. ____________________________________________

7. ____________________________________________

8. ____________________________________________

9. ____________________________________________

10. ____________________________________________



Tara A. Solomon, M.D.

CONSENT FOR HORMONE REPLACEMENT THERAPY

I have been informed of the risks of natural and/or synthetic hormone replacement 
therapy by Dr. Tara A. Solomon. These risks include, but are not limited to: stroke, 
heart attack, breast cancer, breast cancer recurrence, deep venous thrombosis, 
pulmonary embolus, endometrial cancer.

I understand and agree to stay up to date on my routine wellness screenings which are 
performed annually. I am required to provide my annual mammogram screening 
reports and pap smear results.

I understand and agree to have my blood tested for any hormone levels Dr. Tara 
Solomon may request.

I understand and agree that if I fail to stay up to date on my annual wellness screenings 
and/or have the requested blood tests completed within the specific timeframes, any 
prescriptions I have been prescribed by Dr. Tara Solomon will be discontinued.

***ONLY FILL THE FOLLOWING FORMS OUT IF THEY APPLY TO YOU***



The Women's Wellness Center of South Florida, LLC 
Tara A. Solomon, MD 

3850 Coconut Creek Pkwy, Ste 1 
Coconut Creek, FL 33066 

Ph. 954-984-8892     Fax 954-984-8810 

RECORDS RELEASE

WITNESS: ____________________________ 

TO: ____________________________________________________________________________ 

ADDRESS: ______________________________________________________________________ 

PHONE: _________________________________    FAX: _________________________________

Please release the above records via email or fax for the following patient to: 
Tara A. Solomon, MD 
3850 Coconut Creek Pkwy, Ste 1, Coconut Creek, FL 33066 
Ph. 954-984-8892      Fax 954-984-8810      Email: drtsolomon5@gmail.com

PATIENT NAME:  __________________________________________  DOB: ______________ 

ADDRESS: ___________________________________________________________________ 

PHONE #: _________________________      SSN: _________________________

PATIENT SIGNATURE: __________________________________  DATE: _________________

PELVIC/BREAST EXAM OFFICE NOTES

PAP SMEAR REPORT

BIOPSY/COLPOSCOPY REPORTS

BONE DENSITY REPORTS

PROGRESS NOTES

_______________________________

_______________________________

_______________________________
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