STARK PHARMACY:

FEMALE HORMONE QUESTIONNAIRE

PATIENT NAME:

DOB: TEL:
ADDRESS:
CITY: STATE: ZIP:

ALLERGIES TO MEDICATIONS OR FOODS (DRUG/FOOD NAME & REACTION EXPERIENCED)

HEIGHT (IN) WEIGHT (LBS)

INSURANCE COMPANY NAME

DO YOU HAVE PRESCRIPTION DRUG INSURANCE?

O

O

YES

NO

INSURANCEID #

RX BIN #

RXPCN #

RX GROUP #

IS THE PATIENT THE PRIMARY CARDHOLDER, SPOUSE OR DEPENDENT?

DOCTOR’'S NAME

DOCTOR’S OFFICE PHONE NUMBER

DOCTOR’S OFFICE FAX NUMBER




WHAT ARE YOUR MAIN REASONS FOR SEEKING CARE?

LIST YOUR PRESCRIBED DRUGS AND OVER-THE-COUNTER DRUGS SUCH AS VITAMINS, NUTRITIONAL OR NATUAL
PRODUCTS YOU ARE CURRENTLY TAKING:

WHICH OF THE FOLLOWING HORMONE-RELATED
TREATMENTS HAVE YOU USED IN THE PAST OR CURRENTLY USING? PLEASE SPECIFY IF APPLICABLE.

O | HORMONAL IUD (e.g. Mirena, Skyla)

NON-HORMONAL IUD (e.g. Paragard)

BIRTH CONTROL TABLETS

HORMONAL PATCHES (e.g. Xulane, Vivelle Dot, Estradiol)

VAGINAL RING (e.g. Nuvaring)

HORMONAL PELLETS

HORMONE CREAMS OR GELS

HORMONE CAPSULES

HORMONE INJECTIONS (e.g. Estrogen, Depo Provera, Testosterone)

BIOIDENTICAL HORMONE THERAPY

NONE OF THE ABOVE

O o ojojooloooogold

OTHER (Please specify)




HYSTERECTOMY DATE: PARTIAL OR TOTAL
(IF APPLICABLE)

MONTH DAY YEAR

TUBAL LIGATION (IF APPLICABLE)

MONTH DAY YEAR

OVARY REMOVAL DATE: SINGLE ORBOTH

(IF APPLICABLE)
MONTH DAY YEAR

ENDOMETRIAL ABLATION DATE (IF APPLICABLE)

MONTH DAY YEAR

MASTECTOMY: SINGLE OR DOUBLE

(IF APPLICABLE)
MONTH DAY YEAR

CHECK ANY OF THE FOLLOWING CONDITIONS YOU HAVE HAD PREVIOUSLY OR CURRENTLY

O

THYROID DISEASE

HIGH CHOLESTEROL

OSTEOPOROSIS

BLOOD CLOTTING DISORDER

LUPUS/FIBROMYALGIA/AUTOIMMUNE DISEASE

FIBROCYSTIC BREAST DISEASE

HEART DISEASE

CANCER

HIGH BLOOD PRESSURE

TYPE 1 DIABETES

TYPE 2 DIABETES

ENDOMETROSIS

STROKE

HEADACHES/MIGRANES

Oojooooooooooooo

OTHER




IS THERE A FAMILY HISTORY OF...?

D | UTERINE CANCER

OSTEOPOROSIS

BREAST CANCER

OVARIAN CANCER

HEART DISEASE

Ooloo oo

NONE OF THE ABOVE

IF YOU HAVE A FAMILY HISTORY OF ABOVE WHAT IS THEIR RELATION TO YOU?

DO YOU STILLHAVE YOUR PERIOD?

IF YOU STILLHAVE REGULAR PERIODS, WHAT WAS THE
DATE OF YOUR LAST PERIOD?

MONTH DAY YEAR

HAVE YOU HAD A MAMMOGRAM?

O |ves

U INno

IF YOU HAVE HAD A MAMMOGRAM, WITHIN THE LAST 12
MONTHS, WHEN WAS THE DATE? (IF YOU HAVE NOT HAD
AMAMMOGRAM AND NEED TO BYPASS THIS QUESTION,
PLEASE INDICATE FIELD WITH DATE OF 01/01/1900.)

MONTH DAY YEAR

HAVE YOU HAD A BONE DENSITY TEST WITHIN THE LAST 3 YEARS?

O |yes

U INno

DO YOU USE ALCOHOL? IF YES HOW MUCH?




DO YOU USE TOBACCO PRODUCTS?

O | ves

O INno

DO YOU GET PHYSICAL EXERCISE? IF YES, WHAT TYPE AND HOW OFTEN?

DO YOU HAVE ANY QUESTIONS, COMMENTS OR CONCERNS REGARDING NATURAL HORMONE REPLACEMENT THERAPY?




RATE THE FOLLOWING IF YOU HAVE EXPERIENCED ANY OF THE FOLLOWING SYMPTOMS

Decreased muscle mass

Bleeding changes or disorders

Heart palpitations

Brittle or breaking nails

RECENTLY.
0 NONE TMILD 3 MODERATE 4 SEVERE
Sleep disruption/Insomnia O O O O
Decreased libido (sex drive) m| O O O
Night sweats O O O O
Depression O O O O
Fluid retention O O O O
Vaginal dryness O O O O
Migraines/headaches O O O m|
Irritability O O O O
New facial hair O O O O
Nervousness/anxiety O O O O
Decreased quality of orgasm or O | O O
intercourse
Hot flashes O O O O
Breast tenderness | | O O
Dry skin | | O O
Mood swings m| m| O O
Crying easily O O O O
Weight gain | | O O
Short term memory loss O O O O
Painful intercourse O O O O
Poor concentration O O O O
Food cravings O O O O
Backaches | | O O
Hair loss O O O O
Fatigue | | O O
Acnhe O O O |
Oily skin O O O O
Dry eyes O O O O
O O O O
O O O O
O O O O
O O O O
O O O O

Thinning of skin

Please fax form to 913-345-3803

5701 WEST 119TH STREET OVERLAND PARK, KS 66209+ (913) 345-3800- starkpharmacy.com S St I

This fax transmission may contain confidential information belonging to the sender, which is greatly privileged. This information is intended for the use of the recipient named above. If you are not the intended recipient, you are hereby notified that any disclosure,
copying, distribution, or taking of any action in reliance on the contents of this faxed information is strictly prohibited. Notify us by phone to arrange for the return of the original documents. No claims are made as to the safety, efficacy or quality of these formulations.



