
	Date:
	_____/_____/_____

	
	

	
	

	Medical History Questionnaire

	Please return your completed form to the pharmacy. The pharmacist will meet with you to review your information.

All questions contained in this questionnaire are strictly confidential. 

	Name:
(Last, First, M.I.)
	( Female

​          Age
	DOB:  _____/_____/_____
Height:_____ft _____ inches

Weight:__________ lbs.
Optional 

(For prescription insurance processing.)
SSN#  _____-_____-_____

	Address:
	
	

	City:
	State:
	Zip Code:
	
	

	Home Phone: (       )
	Work Phone: (       )
	

	Cell Phone:    (        )
	

	Email Address:

	Impairments:              ( Physical        ( Visual       ( Hearing

	PERSONAL HEALTH HISTORY

	List Any Medical Problems That Doctors Have Diagnosed:

	

	

	

	

	Surgeries:

	Year
	Reason
	Hospital

	

	

	

	

	Doctor Information: 
Are you currently under the care of a physician? ( Yes     ( No

If yes, please list each doctor from whom you seek care, including the phone number, if known:

	Name
	Address
	Phone

	

	

	

	

	

	

	

	

	List Your Prescribed Drugs and Over-the-Counter Drugs, such as vitamins and other supplements

	Drug
	Strength/Frequency
	Drug
	Strength/Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Do you take a calcium supplement? ( Yes     ( No                         Name of product:_________________

                                                                                                            How many mg/day____      _________
Do you take a magnesium supplement? ( Yes     ( No                   Name of product:____     ___________           
                                                                                                            How many mg/day______     ________


	Allergies to Medications:

	Name the Drug
	Reaction You Had

	

	

	

	HEALTH HABITS AND PERSONAL CHOICES

	Exercise:
	( Sedentary (No exercise)
( Mild Exercise (i.e., climb stairs, walk 3 blocks, golf)

( Occasional Vigorous Exercise (i.e., work or recreation, less than 4x/week for 30 min.)

( Regular Vigorous Exercise (i.e., work or recreation 4x/week for 30 minutes)

	Diet:
	Are you dieting?
( Yes     ( No
If yes, are you on a physician prescribed medical diet? 
( Yes     ( No

	Caffeine:
	( None     ( Coffee    ( Tea     ( Cola     # of Cups/Cans Per Day? ______

	Alcohol:
	Do you drink alcohol? 
( Yes     ( No
How many drinks per week? _____

	Tobacco:
	Do you use tobacco? 
( Yes     ( No
How many years have you smoked?                                                          _
(  Cigarettes - Pks/day_____  or number of cigarettes/day                 _

	Personal Questions:
	How did you arrive at the decision to have a women’s health consult?   

( Doctor Referral     ( Self     ( Family/Friend     ( Pharmacist     ( Advertisement

Have you ever used oral contraceptives?
( Yes     ( No
If “Yes” any problems? 
  Years of Use:                _
Have you every used hormone replacement therapy?..........................( Yes     ( No
If so for how many years and which product(s)?  ________________________________                                              
________________________________________________________________________                              

Are you taking any hormone replacement now?........................................( Yes     ( No
If so which product(s) _____________________________________________________
_______________________________________________________________________
Did you have any bothersome side effects from your therapy?................ ( Yes     ( No
If so, what were they? ____________________________________________________
______________________________________________________________________

Have you had a hysterectomy?.......................If so date:                      
( Yes     ( No
Did they remove the ovaries? 
( Yes     ( No
Have you had a tubal ligation? 
( Yes     ( No
Do you have a normal menstrual cycle? 
( Yes     ( No
Do you have, or did you ever have Premenstrual Syndrome (PMS)? 
( Yes     ( No

Do you have any irregular bleeding? 
( Yes     ( No
If so please describe:

	

	


	FAMILY HISTORY

	Family History:
Do you have a family history of any of the following? (check all that apply):

( Uterine cancer    ( Ovarian cancer    ( Stroke    ( Heart attack    ( Liver problems
( Breast cancer      ( Osteoporosis       (  Ulcers (stomach)  ( Blood clotting Problems

( Thyroid disease  ( Lung conditions (ex: asthma, emphysema, COPD)      ( Arthritis

( Diabetes Type:             ( High blood pressure     ( High cholesterol  ( Eye disease

( Other (please explain):                                                                                                      .

Has your mother had breast cancer? ( Yes     ( No          If so age of diagnosis            .
Have any aunts on her mother’s side had breast cancer?.......................... ( Yes     ( No
Have your sister(s), if any, had breast cancer? ………………………….( Yes     ( No


	OTHER HISTORY

	Have you had any of the following tests performed:
Mammography? ……………………………………..Date:                        ……………
( Yes     ( No

Results:
PAP Smear? …………………………………………Date:                      ……………….…..
( Yes     ( No

Results:
DEXA bone scan? 
( Yes     ( No
Results:

Thyroid Levels? 
( Yes     ( No

Results:

Endometrial biopsy Results? 
( Yes     ( No

Cholesterol/Triglycerides.................HDL____….LDL____..   Triglycerides                 
( Yes     ( No

Liver function tests? …………………………Results………………….
( Yes     ( No

Hepatitis?...................................................................................................................................... ( Yes     ( No          
Number of pregnancies 
Number of live births 
Any problems with control of urination? 
( Yes     ( No
Any hot flashes or sweating at night? 
( Yes     ( No
How do you respond to average doses of prescription or over the counter medication?   
(Check the statements that most accurately describe your reactions in the past.)
   (   I usually take the recommended or average dose of medications.
   (   I usually need to take a little more than the average dose.
   (   I usually need to take a little less than the average dose.
   (   I can take medication without very many adverse effects.
   (   I am sensitive to medication and get adverse effects frequently.
   (   I frequently get an upset stomach or nausea when I take medication.
   (   I get headaches triggered by medication.
  (   I get diarrhea easily from medication.
  (   I get constipated easily from medication.


	OTHER PROBLEMS

	Check if you have, or have had, any symptoms in the following areas to a significant degree and briefly explain.

	( Skin


( Head/Neck


( Ears


( Nose


( Throat


( Lungs


( Chest/Heart

	( Back


( Intestinal


( Bladder


( Bowel


( Circulation


Recent Changes In:

( Weight

	( Energy Level


( Ability to Sleep


Other Pain/Discomfort:





	Hormone Replacement Therapy Patient Information Sheet

Have you experienced any of the following symptoms recently? Please circle the number that best describes your experiences, with one being Extremely Mild and ten being Extremely Severe….

	Sleep Disruptions………………………..
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Fatigue…………………………………...
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Vaginal Dryness…………………………
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Nervousness/Irritability………………….
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Breast Tenderness……………………….
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Hot Flashes/Night Sweats……………….
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Bruising………………………………….
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Mood Swings……………………………
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Joint Pain………………………………...
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Loss of Memory/Difficult Concentrating
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Weight Gain……………………………..
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Decreased Sex Drive…………………….
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Depression……………………………….
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Fluid Retention…………………………..
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Headaches……………………………….
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Hair Loss………………………………...
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Bladder Symptoms………………………
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Yeast Infections………………………….
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Urinary Tract Infections…………………
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	Heart Palpitations………………………..
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


	QUESTION DOCUMENTATION FORM
Please write down any questions you may have about prescription Natural Hormone Replacement Therapy (Rx NHRT), other medications, or any other questions that come up as you read through the materials you have received. Bring this question sheet with you to your consultation, so you can discuss this information with the pharmacist. Thank you. 
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2.
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	5.





Consultation Visit Notes
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