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Tito Balbino, M.D.

Welcome to the Mandarin Wellness Center, office of Raphael Tito Balbino, MD.
Unlike many other medical practices our goal is to provide each patient ample time and personalized medical treatment to help you Get & Stay Well.
Here are a few ways our office operates differently to provide you that level of care.
Office Operations

Our office is open from 8am – 4pm, Monday through Thursday and Friday from 8am – 12pm. We are closed on most major holidays. Dr. Balbino specializes in holistic functional medicine as well as treating some of the more complex medical conditions. We are happy to serve as your primary care clinic, however Dr. Balbino does not have privileges at any hospital and the office does not offer on-call or after-hours services. If you have an emergency, go to the nearest emergency department. 
Appointments
The standard follow-up appointment is 1-hour of one-on-one time with the doctor; not 15 minutes as with most offices. Our schedule is designed to allow plenty of time for the doctor to address all the issues you are having. Plus, time to explain the next steps in your care and answer any questions you may have.
Medications

For prescription refills, contact your pharmacy first. The pharmacy will then contact us. This ensures the accuracy of the type of medication and dosage. Patients should request refills at least 2 business days prior to running out to allow sufficient.
Lab work and Test Results

Patient results can be obtained directly from the lab using one of their portals. It will be necessary to schedule an appointment to go over your lab results and discuss modifications to your protocol. A copy of your results will be provided during your visit during review.  If you already have an appointment with the doctor, the results will be discussed at that time. 
Medicare









   

Dr. Balbino has opted out of Medicare participation. Medicare and/or secondary insurance will not pay or reimburse ANY visits to our office. No claim form will be generated. Patients must sign a private contract with our office thereby agreeing to these terms. We do offer a 10% discount to all Medicare patients for doctor visits and Frequency Specific MicroCurrent treatments.
We look forward to helping you soon!

Mandarin Wellness Center; Tito Balbino, M.D.

Email: office@mwcjax.com  







Phone (904) 268-5826

9283 San Jose Boulevard - Suite 201 Jacksonville, Florida 32257 


     Fax (904) 268-5873

Office Policy & Procedures
Insurance






Dr. Balbino does not participate with any insurance companies, including Medicare. If you have an insurance policy that allows “out of network” benefits, you can ask our staff at the end of your visit to provide a “paid invoice” which includes all codes needed to submit your doctor visit to insurance for reimbursement. 

Fees and Payments

Payment is due in full at the time of service. Patients are billed based on the time spent with the doctor, not the length of the appointment slot. We accept check, credit card or you can pay your bill through your patient portal. No checks will be accepted for the initial visit and if a check is returned for non-sufficient funds, checks will no longer be accepted for payment. 

Missed Appointments 

Since we designate an hour for each patient it only allows Dr. Balbino to only see a max of 8 patients per day. There are times where his schedule is booked out for weeks. If you’re unable to attend your upcoming appointment, please be sure to cancel 24 business hours before your scheduled appointment to allow time for that appointment to be given to another patient. If an appointment is missed without 24 hours’ notice, there will be a $250 fee assessed to your account. 

Medical Requests outside of a visit
Your patient portal is the best way to send a message to the doctor. However, do keep in mind, if your request requires professional time by the doctor there will be a charge for the time spent responding to your message appropriately.  For prescriptions requested between visits, there is a $20 charge for processing. If your medication requires a Prior Authorization, there is a $30 charge for the form to be filled out by the doctor. This fee does not guarantee the medication will be approved by your insurance company. If your medication coverage is rejected by insurance, Dr. Balbino recommends you look up Goodrx.com. 

New Patients

There are 5 different types of new patient appointments. Patients that are exceptionally healthy, looking for some dietary recommendation or a pediatric patient, we have a 60-minute appointment for $299. Most new patient appointments are scheduled in a 2-hour ($499) or 3-hour ($699) time slot. The most comprehensive new patient appointment is 4 hours for $899 which includes a detailed medical history, thorough discussion of treatment options, physical evaluation, and individualized treatment plan. It will be the doctor himself that will determine the amount of time needed for the first visit based on the information provided to us in the attached packet. So please be as detailed as you can on your health and wellness concerns so we can be as thorough and effective as possible.

I have read, understand, and agree with the above-stated office policies and have had adequate opportunity to have any questions answered.  My signature on this form confirms acceptance of these policies.

Patient Name (Print)       
   

Signature 


      

Date


Thank you for your full cooperation in these matters

Mandarin Wellness Center; Tito Balbino, M.D.
 





06/2023

LEGAL NAME: 






       

DOB: 

    


ADDRESS: 














CITY: 





         STATE: 


           ZIP:




PHONE: 




Home / Mobile        ALT: 





EMAIL: 













What is your preferred method of communication?       ___ _TEXT       ___ _EMAIL         ___ _CALL     

OCCUPATION: 





     MARITAL STATUS:     S    /    M    /    D    /    W 


REFERRED BY: 













EMERGENCY CONTACT:  














     Name



Phone



Relation


Please briefly describe your medical conditions &/or what type of medical guidance you’re looking for:
AGE: ______    WEIGHT: 
       HEIGHT: 


GENDER:  ____Male   __  _Female   

Medication Allergies & Type of reaction: 


Food Allergies & Type of reaction: 
1 







1  






2 







2 






3 







3 






Please list all medications, dose per day & length of time taken you’ve been taking it:

1 













2 













3 













4 













5 













6 













7 













8 













Please list all vitamins / herbs / homeopathic supplements you are currently taking: 

1 






6  






2 






7  






3 






8  






4 






9  






5 






10 












Medical History: (check all that apply)

Family History: (check all that apply)

 Heart disease, angina, or murmur


 Heart disease, angina, or murmur

 Heart attack





 Heart attack

 Stroke
 





 Stroke


 High blood pressure




 High blood pressure

 Cancer
Type: 




 Cancer
Type: 




 Diabetes
Type: 




 Diabetes
Type: 




 Asthma or allergies




 Asthma or allergies
Other: 






Other: 






Hospitalizations: (Month/Year & Problem)

Surgical History: (Month/Year & Procedure)

Diet Summary 
Please list everything you eat and drink for 2-3 days including beverages:
Time: 
       Breakfast           Snack           Lunch 
         Snack            
 Dinner   
Snack  
Day 1















Day 2















Functional Medicine Assessment 
Patient Questionnaire

Genetics/Family & Birth History
A1) What is your blood type? 

A 
B 
AB 
O 
Do Not Know
A2) Were there any significant problems associated with your gestation
 
 Yes

 No
      (your mother’s pregnancy with you)?
A3) Were there any problems at your birth? 




 Yes

 No

Nutrition
B1) Do you eat 7 or more meals per week away from home?


 Yes

 No
B2) Do you eat 3 or more portions each of fruits & vegetables every day?
 Yes

 No
B3) Do you principally eat whole-grain (not white flour) products?


 Yes

 No
B4) Do you regularly consume more than 2 portions of whole-fat dairy

 Yes

 No
        products/day (whole milk, cheese, ice cream, butter)?
B5) Would you like to increase or decrease your weight? 



 Yes

 No
B6) Do you battle your weight with routine dieting?




 Yes

 No
B7) Are you on a special diet (macrobiotic, vegetarian, vegan, etc.?)

 Yes

 No
       If so: What type of diet? 





B8) Do you react adversely to any food?





 Yes

 No
B9) Do you consume caffeine on a daily basis? 




 Yes

 No

Exercise/Aerobic Conditioning
C1) Do you regularly exercise 3 or more times/week for 20 min or more?

 Yes

 No
C2) Does your present physical condition limit your physical activity? 

 Yes

 No
C3) Do you feel unusually fatigued after exercise? 




 Yes

 No

Psycho-Social
D1) Are you happy? 








 Yes

 No
D2) Do you feel your life has meaning and purpose? 



 Yes

 No
D3) Do you believe stress is presently reducing the quality of your life?

 Yes

 No
D4) What are the major stress factors in your life? 








D5) Are you currently in psychotherapy?





 Yes

 No
D6) Have you ever been hospitalized for mental or emotional illness? 

 Yes

 No
D7) Have you ever experienced major losses in your life? 



 Yes

 No
D8) Would you describe your childhood as happy and secure?


 Yes

 No
Lifestyle Choice
E1) How many hours of sleep do you get each night? 

 Do you wake rested? 

    
E2) When was your last eye exam? 

    Do you wear contacts?               Hard or soft? 


E3) Do you like the work you do? 






 Yes

 No
E4) Do you spend the majority of your time & money fulfilling obligations?
 Yes

 No
E5) Does your home environment have a supportive effect on your health?
 Yes

 No
E6) Do you practice any form of stress reduction, yoga or meditation?

 Yes

 No
E7) What are your favorite recreational activities?  








E8) Are you presently sexually active? 
      ; Any difficulties? 
             ; Method of B.C.? 
   

E9) How often do you use a seat belt? 
      Always   
           
 
 Mostly  

 Never
E10) Do you regularly drink two or more alcoholic beverages per day?

 Yes

 No
E11) Do you use any form of tobacco?





 Yes

 No
         If so: How many packs/times per day? 



I Quit 

 years ago
E12) Do you use any type of recreational drugs (e.g. Marijuana)?


 Yes

 No
         If so: what drug(s)? 



 


How often? 




Environment
F1) Do perfumes/colognes, cigarette smoke, or auto exhaust affect you?

 Yes

 No
F2) Are you bothered by fluorescent lights?





 Yes

 No
F3) Are you exposed to chemicals or electromagnetic radiation?


 Yes

 No
F4) Do you have amalgam (silver) fillings? 





 Yes

 No

Women Only
G1) Do you regularly have problems with menstrual cramps? 


 Yes

 No
G2) Do you experience irregular menstrual cycles? 



 Yes

 No
G3) Do you experience heavy menstrual periods? 




 Yes

 No
G4) Do you experience premenstrual bloating, breast tenderness, 

 Yes

 No
        irritability, or depression around your menstrual cycle?

G5) Have you entered menopause? 





 Yes

 No
G6) Do you regularly experience breast problems, pain, lumps,


 Yes

 No
        or nipple discharge?
G7) Do you experience vaginal discharge or itching?



 Yes

 No
G8) Are you pregnant?







 Yes

 No
G9) How many pregnancies 

, Children 

, have you had?




Men Only
H1) Do you have trouble starting your urine, frequent urination pain,

 Yes

 No
        blood in urine, or pain in the area of your prostate gland?
H2) Do you experience sexual dysfunction?





 Yes

 No
 



DETOXIFICATION QUESTIONNAIRE
Rate each of the following symptoms based on your typical health profile or the specified duration:
Based on the: 

 Past Month   

 Past Week   

 Past 48 Hours
Point Scale: 
0 - Never or almost never have the symptom


 

1 - Occasionally have it, effect is not severe
2 - Occasionally have it, effect is severe

 

3 - Frequently have it, effect is not severe
4 - Frequently have it, effect is severe
	Head      ____ Headaches
               ____ Migraines
               ____ Faintness
               ____ Dizziness
               ____ Insomnia                     
                                                           Total  ______
	Digestive  ____ Intestinal/Stomach pain   
Tract                  Belching, passing gas
                  ____ Nausea/Vomiting        ____ Heartburn                  
                  ____ Constipation               ____ Diarrhea                  
                  ____ Bloated Feeling        

                                                                Total  ______

	Eyes     ____ Watery or Itchy
              ____ Swollen, reddened, or sticky eyelids
              ____ Bags or dark circles under eyes
              ____ Blurred or tunnel vision      
                                                           Total  ______
	Joints/      ____ Stiffness or limitation of movement
Muscles   ____ Feeling of weakness or tiredness
                 ____ Pain or ache in muscles
                 ____ Pain or aches in joints
                 ____ Arthritis                         Total  ______

	Ears      ____ Ringing in ears, hearing loss
              ____ Earaches, Ear Infections 
              ____ Drainage from Ear
              ____ Itchy Ears
                                                             Total  ______
	Weight      ____ Binge Eating or Drinking
                  ____ Craving certain foods
                  ____ Compulsive Eating   
                  ____ Excessive weight
                  ____ Water retention            Total  ______

	Nose     ____ Excessive mucus foundation 
              ____ Stuffy nose
              ____ Sinus problems
              ____ Sneezing attacks
              ____ Hay fever                     Total  ______
	Energy/     ____ Fatigue, sluggishness
Activity     ____ Apathy, lethargy
                  ____ Hyperactivity 
                  ____ Restlessness                   
                                                                 Total  ______

	Mouth/  ____ Chronic coughing
Throat  ____ Gagging, frequent need to clear throat
             ____ Sore throat, hoarseness, loss of voice
             ____ Swollen/discolored tongue, gums, lips
             ____ Canker Sores                 Total  ______
	Emotions  ____ Anger, irritability, aggressiveness
                  ____ Anxiety, fear, nervousness
                  ____ Depression    
                  ____ Mood Swings                  
                                                                 Total  ______

	Skin    ____ Acne
            ____ Hives, rashes, dry skin
            ____ Hair loss
            ____ Flushing, hot flashes
            ____ Excessive sweating        
                                                             Total    ______
	Mind  ____ Poor memory      ____ Learning disabilities
          ____ Slurred speech    ____ Poor concentration

          ____ Confusion, poor comprehension       
          ____ Poor physical coordination 

          ____ Difficulty in making decisions 
          ____ Stuttering/Stammering          Total   ______

	Heart   ____ Irregular/skipped heartbeat
            ____ Rapid or pounding heartbeat     
            ____ Chest Pain
                                                            Total     ______
	Other ____ Frequent Illness
          ____  Frequent/Urgent Urination
          ____  Genital Itch/Discharge      
                                                                Total  ______

	Lungs ____  Chest congestion      
            ____ Shortness of breath
            ____ Asthma, bronchitis    
            ____ Difficulty breathing            Total   ______
	Grand Total      ____________


System Review (please check any which apply to you recently)


 Decrease in vision or blind spots


 Black or bloody stools

 Frequent headache 



 Frequent or painful urination

 Ear pain or drainage  



 Urine is dark or cloudy

 Nasal congestion or drainage 


 Decreased force when urinating

 Sneezing, hay fever, allergies  


 Feeling that voiding is not completed

 Mouth sores  




 Swollen feet or hands

 Neck swelling or lumps 



 Bloating

 Hoarseness or change in voice


 Skin lesion, rashes, irregularities

 Difficulty swallowing   



 Arthritis; pains or aches in joints

 Cough 





 Weight loss

 Shortness of  breath 



 Weight gain

 Asthma or wheezing 



 Night sweats or chills

 Chest pain  





 Low energy level or fatigue

 Palpitations, skipped heartbeats 


 Poor appetite

 Abdominal pain 




 Trouble falling or staying asleep

 Nausea and/or vomiting 



 Moodiness or irritability

 Constipation and/or diarrhea 


 Loss of sex drive
SYMPTOM CHARTING
Please circle your area of pain. List the pain level inside the circle with:
0 - None  
10 - Highest
 [image: image1.jpg]



Mandarin Wellness Center







Tito Balbino, M.D.

9283 San Jose Blvd. Suite 201






(904) 268-5826

Jacksonville, Fl. 32257







(904) 268-5873 Fax

RELEASE OF MEDICAL INFORMATION
I authorize the above physician or office staff representative to release pertinent medical information on my behalf to the friend(s) or family member(s) listed below. This may include appointment information, lab test results, medications, correspondence, and treatment plans. I understand that it is my right to amend this authorization at any time by contacting the above office personnel to add or remove authorized person(s). 

Name




Phone Number


Relation
1 














2 














3 














4 














5 














	As part of the medical record, the following information will be released unless stricken:

	· Psychiatric Information
	· Drug & Alcohol Abuse Information

	· AIDS or HIV Information
	· Child Abuse/Neglect Information

	· Sexual Orientation Information
	· Sexual Abuse Information


Patient Name: 






DOB: 




Signature: 







Date: 





RELEASE OF MEDICAL RECORDS

Please send requested medical records to:

Mandarin Wellness Center





Tito Balbino, M.D.
9283 San Jose Blvd. Suite 201




(904) 268-5826

Jacksonville, Fl. 32257






(904) 268-5873 Fax

Records to be received from: 

Physician/Facility: 











Office Number: 





Fax: 






Release the following medical Records: 


Date(s)

 Discharge Summary










 History & Physical



  3 months or most recent


 Operative/Procedure Report(s)


6-12 months



 Laboratory Reports




6-12 months



 Imaging Reports





6-12 months



 Medication Record




Current




 Lyme Specific Records




All; If any




 Other, please specify document(s) 







 






*Please do not send entire medical record
	As part of the medical record, the following information will be released unless stricken:

	· Psychiatric Information
	· Drug & Alcohol Abuse Information

	· AIDS or HIV Information
	· Child Abuse/Neglect Information

	· Sexual Orientation Information
	· Sexual Abuse Information


I have carefully read this consent, understand its contents, and authorize the release of the above-specified information. This information is for the person/facility to which it is addressed only. 
Patient Name: 







DOB: 





Signature: 








Date: 





Please fill out one form for each doctor you would like your records sent from

Dr. Balbino reviews every packet personal to determine the appropriate time needed for the New Patient Appointment. Please be as detailed as you can on what 


Your Health and Wellness concerns are so we can be as effective as possible.





Preferred Pharmacy: 					   	Phone: 				





Preferred Pharmacy Location: 	  								
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