
Name: __________________________________________________________DOB______________ Age__________  Marital Status_____________________ 
 
Social Security #: ______________________________ Religion__________________ Race_____________________ Ethnicity _________________ 
 
Mailing Address: ______________________________________________________________________City, St, Zip_____________________________________ 
 
Circle Primary Phone#   Home__________________________________ Cell___________________________________ Work ____________________________ 
 
Email:___________________________________________________________________________________________________________________________________ 
 
Employer_____________________________________________________ Occupation___________________________________________________________ 
 
Spouse/Guardian __________________________________________________Home#__________________________ Cell#_________________________  
 
Employer_______________________________________________________Occupation___________________________________________________________ 
 
 

 
 

   
 

                                                                                                                                                                          
 

                                          Revised 1-26-2022 
 
                                                                                      PATIENT DEMOGRAPHICS      

                                          
  

Date: ______________ 

 
◻ Cash Pay   ◻ Primary Insurance Company   Insurance Company Name___________________________________________ 
 
Name of Insured______________________________________________ Relationship_________________________________DOB________________________ 
 
Social Security #_______________________________________________ Home #_________________________  Cell#_______________________________ 
 
 
Primary Care Physician_________________________________________________________ Referred by__________________________________________ 
 
How did you hear about us?________________________________________________________________________________________________ 
 
Preferred Pharmacy_________________________________________________________ Phone____________________________________ 
Pharmacy Benefit Management (PBM) Consent 
E-Prescribing is defined as a physician’s ability to electronically send an accurate, error free and understandable prescription directly to a 
pharmacy.  Medication History Transactions provides the physician with information about medications that the patient is already taking 
prescribed by any provider.    Select One ◻   I Consent    ◻ I Deny Consent 
 
Notify in Case of Emergency: 
 
Name_______________________________________________________Relationship___________________________Phone______________________________________ 
 
May we call you at:    Home:   YES   NO      Cell:   YES   NO     Work:   YES   NO 
 
May we leave a message at:  Home:   YES   NO      Cell:   YES   NO     Work:   YES   NO 
 
◻ I hereby authorize Dr. Stefanie A Schultis and/or her staff to communicate my test results and/or my medical records to 
the following: 
 
Name___________________________________________________________ Relationship____________________________Phone__________________________________ 
 
Name___________________________________________________________ Relationship____________________________Phone__________________________________ 
 
*Patient/Responsible Party Signature____________________________________________________________________________Date_________________________ 



 
Stefanie A. Schultis, M.D                                                                                        Revised 1-20-22 
110 Lakeview Drive  Ste 100   Covington, LA  70433 
985-898-1940 
www.stefanieaschultismd.com 
  

Men Medical Health Information Sheet 
Social 
(  )   I am sexually active. 
(  )   I want to be sexually active. 
(  )   I have completed my family. 
(  )   I have used steroids in the past for athletic purposes. 
 
Habits 
(  )   I smoke cigarettes or cigars.  How many per day?_______ 
(  )   I drink alcoholic beverages.  How many per week?______ 
(  )   I drink more than 10 alcoholic beverages a week. 
(  )   I use caffeine. How much per day? ______ 
 
Medical History 
Any known drug allergies____________________________________________________________________________ 
 
Have you ever had issues with anesthesia? (  ) Yes    (  ) No      If yes, please explain______________________________ 
 
_________________________________________________________________________________________________ 

 
Medications Currently Taking:________________________________________________________________________ 
 
Current Hormone Replacement Therapy:_______________________________________________________________ 
 
Past Hormone Replacement Therapy:__________________________________________________________________ 
 
Nutritional or Vitamin Supplements:___________________________________________________________________ 
 
Surgeries: List all and when:__________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Other pertinent information:_________________________________________________________________________ 
 
Medical Illnesses: 
(  )   High Blood Pressure   (  )   Testicular or prostate cancer 
(  )   High Cholesterol    (  )   Elevated PSA 
(  )   Stroke and/or heart attack   (  )   Prostate enlargement 
(  )   Heart Disease    (  )   Trouble passing urine or take Flomax or Avodart 
(  )   Blood clot and/or pulmonary emboli (  )   Chronic liver disease (hepatitis, fatty liver, cirrhosis) 
(  )   Hemochromatosis    (  )   Diabetes 
(  )   Depression/Anxiety    (  )   Thyroid disease 
(  )   Cancer (type)_________________  (  )   Arthritis 
        Year________________________  
 
I understand that if I begin testosterone replacement with any testosterone treatment, including testosterone pellets, that I 
will produce less testosterone from my testicles and, if I stop replacement, I may experience a temporary decrease in my 
testosterone production.  Testosterone Pellets should be completely out of my system in 12 months. 
 
 
Signature_______________________________________Print Name_____________________________Date_____________ 







 
   

   Stefanie A. Schultis, M.D. 

   110 Lakeview Drive  Ste 100 Covington, LA  70433     

   985-898-1940   www.stefanieaschultismd.com     

                                                                           Revised 9-9-21 

 

Priapus-Shot™ Pre and Post Care Instructions 

The P-Shot™ should not be used in patients who have areas of active inflammation or infection (cysts, pimples, rash), 

sexually transmitted diseases or blood-borne infections.  Ideally a urological exam within the last 1-2 years by a primary care 

physician or urologist is recommended. 

Pre-Care Instructions 

• Stop or reduce all anti-inflammatories, i.e., ibuprofen, advil, aleve, aspirin, steroids for 48 hours prior to your 

procedure if medically acceptable. We want inflammation to occur! 

• Stop or reduce non-prescription blood thinning agents, i.e., vitamin E, A, Ginkgo, Garlic, Flax for 48 hours prior to 

your procedure if medically acceptable. 

• DO NOT STOP PRESCRIPTION ANTI-COAGULANTS. 

• Iron, Vitamin D and other supplements are ok to continue. 

• Stop or limit smoking for 72 hours prior to your procedure.  The longer the better as we find it impacts the healing 

process. 

• Take all other regular medications as prescribed. 

• Come with clean genitalia and clipped short pubic hair. 

 

• Increase your fluid intake the day before your procedure just by simply drinking more water. 

 

 

• On the day of your procedure, EAT AND DRINK PLENTY OF WATER. We will be drawing a large amount of 

blood.  

 

• Please bring a book, e-reader or any other device to use while the numbing cream takes effect. 

• If you haven’t already signed the consents and filled out the sexual health survey, you can download from our 

website, https://www.stefanieaschultismd.com/patient-resources and bring with you the day of the procedure. 

 

Post-Care Instructions  

• Discomfort/ redness/swelling/numbness/bruising and tenderness to the touch is normal for a few days to a week or 

more. 

• You may notice reaction from mild to intense sexual sensitivity, want/need for sex, sexual drive/libido, increase in 

erection, ability to maintain erection and length/girth/firmness in the first 3-5 days which will be due to the swelling. 

• Bath or showers are fine. Clean treatment area twice daily with mild soap and water. 

• Sexual activity maybe engaged immediately. 

• You may have no effect at all in the first few weeks. 

• Real benefits may not present for 4-12 weeks or not at all. 

• You should use the vacuum penis pump for 10 minutes two times per day and keep the pressure between 5-10.  

You should stop using the pump if you have excessive swelling or discoloration. 

• Please stop or reduce any anti-inflammatories, aspirin or steroids if medically able for 5-7 days.  

• Continue to limit above listed non- prescription blood thinners and anti-inflammatories if medically able for 5-7 

days. We want inflammation to occur! 

• Avoid smoking for as long as possible for better results and healing! 

• Notify Dr. Schultis’ office with any extreme reactions. 

http://www.stefanieaschultismd.com/
https://www.stefanieaschultismd.com/patient-resources






 
  
   

 
 

www.stefanieaschultismd.com 
 

Stefanie A. Schultis, M.D. 
110 Lakeview Drive  Suite  100  

Covington, LA 70433 
985-898-1940     

 
           HIPAA Revised 2_6_22 

 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION  ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, 
payment or health care operations (TPO) and for other purposes that are permitted and required by law. It also describes your rights to 
access and control your protected health information. "Protected Health Information" is information about you, including demographic 
information, that may identify you and that relates to your past, present or future physical or mental health or condition and related 
health care services. 
 
Uses and Disclosures of Protected Health Information 
Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are 
involved in your care and treatment for the purpose of providing health care services to you, or your child, to pay your health care bill, to 
support the operation of the physician's practice, and any other use required by law. 
 
Treatment 
We will use and disclose your/your child's protected health information to provide, coordinate, or manage your health care and any 
related services. This includes the coordination or management of your health care with a third party. For example, we would disclose your 
protected health information, as necessary, to a home health agency that provides care to you. For example, your protected health 
information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information 
to diagnose or treat you. 
 
Payment 
Your protected health information will be used, as needed, to obtain payment for your health care services. For example, obtaining 
approval for a hospital surgery may require that you relevant protected health information be disclosed to the health plan to obtain 
approval for the hospital admission. 
 
Healthcare Operations 
We may use or disclose, as needed, your protected health information in order to support the business activities of your physician's 
practice. These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical 
students, licensing, and conducting or arranging for other business activities. For example, we may disclose your protected health 
information to medical school students that see patients at our office. In addition, we may use a sign-in sheet at the registration desk 
where you will be asked to sign your name and indicate your physician. We may also call you by name in the waiting room when your 
physician is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of 
your appointment. 
 
We may use or disclose your protected health information in the following situations without your authorization. These situations 
include, as  Required by Law, Public Health issues as required by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food and 
Drug Administration requirements : Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: 
Criminal Activity: Military Activity and National Security: Workers Compensation: Inmates: Required Uses and Disclosures: Under the law, we 
must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or 
determine our compliance with the requirements of Section 164.500. 
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Other Permitted and Required Uses and Disclosures 
Will be made only with your consent, authorization or opportunity to object unless required by law. You may revoke this 
authorization, at any time, in writing except to the extent that you physician or the physician's practice has taken an action 
in reliance on the use or disclosure indicated in the authorization. 
 
Your Rights 
Following is a statement of your rights with respect to your protected health information. 
 
You have the right to inspect and copy your protected health information 
Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information 
compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected 
health information that is subject to law that prohibits access to protected health information, 
 
You have the right to request restriction of your protected health information. 
This means you may ask us not to use or disclose any part of your protected health information for the purposes of 
treatment, payment or healthcare operations. You may also request that any part of your protected health information not 
be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this 
Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction 
to apply. 
 
Your physician is not required to agree to a restriction that you may request. If your physician believes it is in your best 
interest to permit use and disclosure of your protected health information, your protected health information will not be 
restricted. You then have the right to use another Healthcare Professional. 
 
You have the right to request to receive confidential communications from us by alternative means or at an alternative 
location. You have the right to obtain a paper copy of this notice from us. upon request, even if you have agreed to accept 
this notice alternatively ( i.e.,  electronically). 
 
You may have the right to have your physician amend your protected health information  
If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare 
a rebuttal to your statement and will provide you with a copy of any such rebuttal. 
 
You have the right to receive an accounting of certain disclosures we have made. if any. of your protected health information.  
 
We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the right 
to object or withdraw as provided in this notice, 
 
Complaints 
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been 
violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate 
against you for filing a complaint. 
 
This notice was published and becomes effective on/or before APRIL 14, 2013 
 
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy 
practices with respect to protected health information.  If you have any objections to this form, please ask to speak to our 
HIPAA Compliance Officer, Heather Harris in person or by phone at 985-898-1940 
 
Signature below is only acknowledgement that you have received this Notice of our Privacy Practices: 
 
 
Signature_________________________________________________________________________________________________ 
 
Print Name_____________________________________________________________________________________Date_______ 




