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Male 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 had any other surgeries?

___________________________ Date________     ______________________________Date_________

___________________________ Date________     ______________________________Date_________

Medical Conditions and History 

Self


Family Member

· Cancer (type) _____________


______


____________

· Heart Disease_____________


______


____________

· Blood clots _______________


______


____________

· High blood pressure____/____


______


____________

· Thrombophlebitis __________


______


____________

· Liver diease: 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) ____________________________________________

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

· 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
______
__________
_______

· Difficulty swallowing
_____
__________
_______

· Cold hands and feet 
_____
__________
_______

· Hoarseness
______
__________
_______

· Intolerance to cold 
______
__________
_______

· Low blood pressure
______
__________
_______

· Puffy eyes and swollen eyelids
______
__________
_______

 
_____________________________________________________________________

· Other symptoms – bothersome but not address ___________________________________

__________________________________________________________________________

What issued do you want address during our consultation? _______ (30 to 60 min)

NOTE: copies of current or recent labs are helpful in our assessment of your case.
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