
PATIENT NAME:

DOB: TEL:

ADDRESS:

CITY: STATE: ZIP:

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

MALE HORMONE QUESTIONNAIRE
STARK PHARMACY:

DO YOU HAVE PRESCRIPTION DRUG INSURANCE?

□
□

YES
NO

HEIGHT (IN) WEIGHT (LBS)

INSURANCE COMPANY NAME

INSURANCE ID #

RX BIN #

RX GROUP #

DOCTOR’S NAME

DOCTOR’S OFFICE PHONE NUMBER

DOCTOR’S OFFICE FAX NUMBER

IS THE PATIENT THE PRIMARY CARDHOLDER, SPOUSE OR DEPENDENT?

RX PCN #



HAVE YOU HAD ANY OF THE FOLLOWING SURGERIES?

□
□

Radical Prostatectomy

Turp

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

LIST ANY PREVIOUS HORMONE THERAPY YOU HAVE TRIED:

ARE YOU TAKING HORMONES? IF SO WHAT IS YOUR REGIMEN?

WHAT ARE YOUR MAIN REASONS FOR SEEKING CARE?



IS THERE A FAMILY HISTORY OF...?

□ Thyroid Disease
□ Prostate Problems
□ Low Sperm Count
□ Atherosclerosis
□ High Blood Pressure
□ High Cholesterol
□ None of the Above

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

DO YOU USE TOBACCO PRODUCTS?
□
□

YES
NO

IF YOU SMOKE IS YOUR DOCTOR AWARE?
□
□

YES
NO

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

□ Thyroid disease

□ Low Sperm Count

□ High Blood Pressure

□ Heart Disease

□ Fibromyalgia/autoimmune disease

□ Cancer

□ Prostate Problems

□ Atherosclerosis

□ High Cholesterol

□ Sleep Apnea

□ Osteoporosis

□ OTHER



5701 WEST 119TH STREET OVERLAND PARK, KS 66209• (913) 345-3800• starkpharmacy.com
Please fax form to 913-345-3803

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.

IF YOU HAVE ANY QUESTIONS PLEASE ASK THEM HERE:

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

0 NONE 1 MILD 3 MODERATE 4 SEVERE

Sleep disruption/Insomnia □ □ □ □
Decreased libido (sex drive) □ □ □ □
Weakness □ □ □ □
Depression □ □ □ □
Fatigue □ □ □ □
Erectile Dysfunction □ □ □ □
Slow wound healing □ □ □ □
Irritability □ □ □ □
Reduced muscle mass □ □ □ □
Nervousness/anxiety □ □ □ □
Mood Swings □ □ □ □
Weight Gain □ □ □ □
Short term memory loss □ □ □ □
Other □ □ □ □


