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Female Health and Hormone Assessment Questionnaire

Name________________________________________
Date ______________________________

Address______________________________________        Date of Birth_______________________

City__________________________________________         State____________ Zip Code_________

Phone_______________________________________
Alt Phone__________________________

Fax__________________________________________
Email______________________________

Height____________________Weight_________________________Bodyframe_________________

Have you ever had any of these gynecological issues or surgeries?_____________________

Dates?_______________________________________________________________

· Hysterectomy (uterus only)

· Oopherectomy (uterus and ovaries)

· Tubal ligation

· Endometrial ablation

· Miscarriage

· D&C

· Early pregnancy termination

· Abdominal laproscopy

· Endometriosis

· Uterine Fibroids

· Ovarian Cysts

· Polycystic Ovarian Syndrome

· Irregular or Abnormal Uterine bleeding

· P.M.S

· Fibrocystic Breasts

· Other_____________

Have you had any other surgeries?

___________________________ Date________     ______________________________Date_________

___________________________ Date________     ______________________________Date_________

Medical Conditions and History


Self
Family Member        

· Cancer (type)________________
______
________________

· Heart Disease ________________
______
________________

· High blood pressure _____/ _____
______
________________

· Blood clots____________________
______
________________

· Thrombophlebitis______________
______
________________

· Liver Disease: Type____________
______
________________

· Diabetes______Onset___________
______
________________

· Hypoglycemia _________________

· Osteoporosis_________Date last scanned_____________Results_______________

· Thyroid disease: Onset_________  

· Hypothyroidism

· Hyperthyroidism

· Hashimoto’s Thyroiditis

· Thyroid Cancer

· Other endocrine diseases:_________________________________________________

· Weight gain: _______ When?________________ How much?_____________________

· Around the middle

· Below the waist

· Evenly over the body

· Auto immune disease (arthritis, lupus, etc) _________________________________

· High cholesterol:   Date________ Total_____, HDL_____,LDL______,VLDL_______ 

                                            Triglycerides______, Ratio_______

· I.B.S (Irritable Bowel Syndrome): 

· Constipation

· Diarrhea

· Both

· Do you smoke?  How Much___________, How long_________, Quit______________

· Other______________________________________________________________________

Your current medications (Rx, OTC, Natural Meds, Nutritionals)

____________________________________________________________________________________________________________________________________________________________________________

Allergies (drug, food, environmental)__________________________________________________

Have you been pregnant? ________How many times?______

Your age at each pregnancy___________________________________________________________

Did you have any post partum depression?_______

If so, with which child?____________________Severity_______________Duration_____________

Did you breastfeed?______ How long?___________________

At what age did you start your periods?_________________

Describe your periods:

In your 20’s  

· Light

· Medium

· Heavy with clots

· Long

· Short 

· Menstrual cramps

· PMS

· Regular 

· Irregular

In your 30’s   

· Light

· Medium

· Heavy with clots

· Long

· Short 

· Menstrual cramps

· PMS

· Regular 

· Irregular

In your 40’s

· Light

· Medium

· Heavy with clots

· Long

· Short 

· Menstrual cramps

· PMS

· Regular 

· Irregular

Did you take birth control pills?_____ How long?________________________________________


Which ones?__________________________________________________________________

How did you feel while on them?_______________________________________________________


Adverse reaction______________________________________________________________

Have you taken HRT?_______ Which ones?_____________________________________________


How long?_________ How did you feel?__________________________________________

Description of body type at AGE 25

· Tall, thin small breasted

· Short, full figure and bust

· Combination – explain ___________________________________________________________________________

Exercise Habits

· Frequent / intense

· Frequent / less intense

· Infrequent / intense

· Infrequent / casual

· None

Hormone Symptoms Checklist – Symptoms have been grouped according to the hormone.  Please bear with us as some symptoms may be similar or redundant.

Check the box if you have any of the following:


Mild
      Moderate
  Severe

· Difficulty falling asleep
______
__________
_______

· Forgetfulness
______
__________
_______

· Mental fogginess
______
__________
_______

· Minor anxiety
______
__________
_______

· Mood change
______
__________
_______

· Hot flashes
______
__________
_______

· Night sweats
______
__________
_______

· Temperature swings
______
__________
_______

· Day long fatigue
______
__________
_______

· Reduced stamina
______
__________
_______

· Decreased sense of sexuality and sensuality
______
__________
_______

· Lessened self-image and attention to appearance
______
__________
_______

· Dry eyes, skin and vagina
______
__________
_______

· Loss of skin radiance
______
__________
_______

· Sense of normalcy only during second
______
__________
_______

week of cycle

· Sagging breasts and loss of breast fullness
______
__________
_______

· Pain with sexual activity
______
__________
_______

· Weight gain with increasing lack of concern about it
______
__________
_______

· Increased back and joint pain
______
__________
_______

· Episodes of rapid heartbeat with or without anxiety
______
__________
_______

· Headaches and migraines
______
__________
_______

· Gastrointestinal discomfort
______
__________
_______

· Decreased bladder control
______
__________
_______

· Water retention
______
__________
_______

· Tender breasts especially in the central area
______
__________
_______

        around the nipple

· Feeling uptight and irritated but with a clear mind
______
__________
_______

· Pelvic cramps with or without uterine bleeding
______
__________
_______

· Nausea
______
__________



Mild
Moderate
Severe

Lack of period or amenorrhea
______
__________
_______

· Infrequent period – oligomenorrhea
______
__________
_______

       every 3-4 months

· Heavy and frequent periods
______
__________
_______

· Spotting a few days before period
______
__________
_______

· PMS
______
__________
_______

· Cystic breasts
______
__________
_______

· Painful breasts
______
__________
_______

· Breasts with lumps
______
__________
_______

· Endometriosis, fibroids and adenomyosis
______
__________
_______

· Anxiety, irritability and nervousness
______
__________
_______

· Water retention
______
__________
_______

· Drowsiness, dizziness, physical instability
______
__________
_______

· Flabbiness and muscular weakness
______
__________
_______

· Loss of hair
______
__________
_______

· Lack of energy and stamina
______
__________
_______

· Loss of coordination and balance
______
__________
_______

· Loss of sense of security
______
__________
_______

· Indecisiveness
______
__________
_______

· Decreased sex drive
______
__________
_______

· Poor body image
______
__________
_______

· Decreased armpit, pubic and body hair
______
__________
_______

· Aggressiveness
______
__________
_______

· Bossiness
______
__________
_______

· Oily skin
______
__________
_______

· Acne
______
__________
_______

· Growth of facial hair
______
__________
_______

· Stressed
______
__________
_______

· Lack of stamina
______
__________
_______

· Intolerance to loud noises
______
__________
_______

· Constant fatigue
______
__________
_______

· Poor mood
______
__________
_______

· Decreased immunity
______
__________
_______

· Memory loss
______
__________
_______

· Loss of pubic hair
______
__________
_______

· Poor abdominal muscle support
______
__________
_______

· Dry skin and eyes
______
__________
_______

· Poor sex drive
______
__________
_______


Mild
Moderate
Severe

· Tachycardia
______
__________
_______

· Heart palpitations
______
__________
_______

· Nervousness and/ or anxiety
______
__________
_______

· Insomnia
______
__________
_______

· Weight loss
______
__________
_______

· Weight gain
______
__________
_______

· Fatigue
______
__________
_______

· Headache
______
__________
_______

· Fluid retention
______
__________
_______

· Scalp hair loss
_____
__________
_______

· Dry skin
_____
__________
_______

· Depression
______
__________
_______

· Decreased memory and concentration
______
__________
_______

· Decreased sex drive
______
__________
_______

· Weak or ridged nails
______
__________
_______

· Hair Loss – Outside eyebrows
______
__________
_______

· Muscle Weakness
______
__________
_______

· Low Basal Body Temperature
______
__________
_______

· Difficulty swallowing
_____
__________
_______

· Cold hands and feet 
_____
__________
_______

· Hoarseness
______
__________
_______

· Intolerance to cold 
______
__________
_______

· Low blood pressure
______
__________
_______

· Puffy eyes and swollen eyelids
______
__________
_______

· Scalp hair loss
______
__________
_______

· Increased facial, arm, and leg hair
______
__________
_______

· Edema
______
__________
_______

· Increased acne and skin reddiness
______
__________
_______

· Decreased fertility and increased miscarriages
______
__________
_______

· Increased musculature and weight gain
______
__________
_______

· Insulin resistance
______
__________
_______

· Other symptoms – bothersome but not addressed_______________________________

_______________________________________________________________________________

What issues do you want addressed during your consultation?__________________________
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