Confidential Female Hormone Evaluation
Innovative Rx Compounding Pharmacy
416 W 48th Street Suite 20, Kearney, NE 68845
Phone: (308) 708-5070 Fax: (308) 210-2494
info@innovativerx.com

To allow enough time to review evaluation, please return at least two days prior to your consultation.

From a clinical management point of view, it is very useful to gain a detailed history of possible hormone
deficiencies. The answers provided in the questions below will allow the pharmacist to maintain your medical
history and will help in advising about current medical therapies. All information provided will be kept confidential.

Medical History
Name: Birth date: Age:
Address:
City: State: Zip:
Phone: E-Mail Address:
(primary) (secondary)

Height: Weight:
Your Occupation:
Practitioner(s) currently seeing:
Name: Address: Phone:

How did you arrive at the decision to consider Bio-ldentical Hormone Replacement Therapy (BHRT)?
L] Doctor L] Self L] Friend/Family Member L] Other

Who Referred You?:

Current Medical Conditions:




Allergies: Please check all that apply

___Penicillin ____Morphine ___Dye Allergies ___Pet Allergies
___Codeine ____Aspirin ___Nitrate Allergy ____Seasonal Allergies
___SulfaDrug ____Food Allergies ___ No Known Allergies Other:

Please describe the allergic reaction you experienced and when it occurred.

Over the counter (OTC) medications:
Please check all products that you use occasionally or regularly. Check all that apply.

____Painreliever ___Sleep aids

____Aspirin ____Anti-Diarrheals
____Acetaminophen (example Tylenol®) ____Laxatives

___Ibuprofen (example Motrin®, Advil®) ___Diet Aids/Weight Loss Products
____Naproxen (example Aleve®) ____Antacids

____Ketoprofen (example Orudic KT®) ____Acid Blockers

____Cough Suppressant (example Robitussin DM®) ____Other (please list)

____Antihistamine product (example Benadryl®)
____Decongestant product (example Sudafed®)

Nutritional /Natural Supplements: Please list the products you are using

Vitamins:

Minerals:

Herbs:

Enzymes:

Nutritional /Protein Supplements:

Other:

Current Prescription Medications (Star the Medications that have been added within the last 6
months):
Medication Name Strength Date Started How often per day




List Hormones previously taken

Hormone Date Started/Stopped=>»Reason

Does anybody else in your household use hormones?
Have you ever used oral contraceptives?

Current form of birth control

Any problems with your current birth control?

If YES, describe any problem(s)

] Yes ] No
] Yes ] No
] Yes ] No

Habits:

Dietary Restrictions:

Meal Choices: Breakfast:

Lunch:

Dinner:
Do you use tobacco? [ Yes (1 No
Do you use alcohol? [ Yes (1 No
Do you use caffeine? [ Yes (1 No

How many ounces of water do you drink a day?

How often and how much?

Do you get regular exercise? [ Yes I No

How often do you have a bowel movement?

What type and how often?




Are you fearful of anything?

Rank your stress level on a typical day (0-none, 1-mild, 2-moderate, 3-severe)

List any major stressors or stressful events in the last 3 to 5 years

Medical conditions/diseases: Please check all that apply to you.

Heart Disease High Blood Pressure Chronic Fatigue

Stroke High Cholesterol Eating Disorder

Clotting Defect Diabetes Thyroid Disease

Kidney Trouble Epilepsy Headaches

Fractures Arthritis Cancer

Colitis Gallbladder Trouble Varicose Veins

Irritable Bowel Asthma Depression

Ulcers Autoimmune Disorder Eye Disease
Fibromyalgia Osteoporosis Others: please list below

Age your mother went into menopause:

When was your last period? How many days did it last?

What is your average cycle length? Breakthrough Bleeding?

(i.e. 26 days, 28 days)

Explain typical cycle (i.e. clotting, dark discharge, heavy/light flow):

Age your sister(s) went through menopause:

Any bleeding between periods?: When?:

Do you ovulate? O0Yes ONo Please explain:

Fertility issues past or present? [0Yes [1No Please explain:

How many pregnancies have you had? How many children? Ages of children

Any problems with your pregnancies?




Any interrupted pregnancies?

Please explain

O Yes O No

Are you suffering/Have you suffered from postpartum depression? [ Yes 0 No
Please explain

Have you had a hysterectomy? 0 Yes 0 No Date: Age:
Ovaries removed? O Yes 0O No

Have you had a tubal ligation? 0 Yes 0 No Date:

Do you have a family history of any of the following?

Uterine Cancer
Ovarian Cancer
Colon Cancer

Fibrocystic Breast

Breast Cancer
Heart Disease
Osteoporosis

Thyroid Disorder

Autoimmune
Other

Family member(s)

Family member(s)

Family member(s)

Family member(s)

Family member(s)

Family member(s)

Family member(s)

Family member(s)

Family member(s)

Family member(s)

Have you had any of the following tests performed? Check those that apply and note the date.

Mammography
Pap Smear
Bone Density

Thyroid tested

Have any of these test results been abnormal? If YES, please explain:

O Yes 0O No Date:
O Yes O No Date:
O Yes 0O No Date:
O Yes 0O No Date:




List any surgeries you have had and approximate date(s):

Since you first began having a period, have you ever had what YOU would consider to be an abnormal
cycle? 0 Yes 0 No

If YES, please explain (i.e. the approximate date, age when this occurred, and symptoms experienced)

Do you have, or did you ever have Premenstrual Syndrome (PMS)? [ Yes 0 No
If YES, please explain symptoms:

Examine breasts monthly? O Yes 0 No
Ever experience breast pain, discomfort, etc?: O Yes ] No
Ever been diagnosed with lumps, fibroids, breast cancer, etc?: [ Yes ] No

What are your goals with taking Bio-Identical Hormone Replacement Therapy?

Do you understand the concept of Bio-Identical Hormone Replacement Therapy?

Please write down any questions you have about Bio-Identical Hormone Replacement Therapy.




Patient Symptoms

Rate your current status for each symptom by checking the appropriate modifier. Please feel free to use
additional space to describe any symptoms. This section may be repeated upon subsequent visits.

Today’s Date:

*If you mark YES, please rank mild, moderate or severe

SYMPTOM Yes or No 1 - Mild 2 - Moderate 3 - Severe

Fibrocystic Breast

Nipple Sensitivity

Breast Tenderness

Heavy/Irregular Menses

Breakthrough Bleeding

Abnormal Bleeding

Cramps

Pelvic Pain

Pelvic Pressure

Pelvic Fullness

Fluid Retention/Bloating

Vaginal Dryness




SYMPTOM

Yes or No

1 - Mild

2 - Moderate

3 - Severe

Bladder Symptoms

Urinary Frequency

Frequent Urinary Tract
Infections (UTIs)

Harder to Reach Climax

Decreased Sex Drive

Uncomfortable Intercourse

Loss of Vitality

New Facial Hair

Dry Skin/Hair

Weight Gain/Increased
Appetite

Food/Sweets/Salt Cravings

Fluid Retention

Hot Flashes

Night Sweats

Headaches




SYMPTOM

Yes or No

1 - Mild

2 - Moderate

3 - Severe

Backaches

Joint Pains

Muscle Pains

Arthritis

Heart Palpitations

Crawling Feeling Under
Skin

Swelling of Hands

Swelling of Ankles

Swelling of Breasts

Tightness in
Neck/Shoulders

Depression

Confusion/Difficulty
Concentrating

Anxiety

Mood Swings




SYMPTOM

Yes or No

1 - Mild

2 - Moderate

3 - Severe

Crying Easily

Angry
Outbursts/Arguments or
Violent Tendencies

Fatigue

Loss of Memory

Diminished Sense of Taste

Decreased Vision

Difficulty Falling Asleep

Difficulty Staying Asleep




	Text_1: 
	Text_2: 
	Date_1: 
	Text_3: 
	Text_4: 
	Text_5: 
	Text_6: 
	Text_7: 
	Text_8: 
	Text_9: 
	Text_10: 
	Text_11: 
	Text_12: 
	Text_13: 
	Text_14: 
	Text_15: 
	Text_16: 
	Text_17: 
	Text_18: 
	Checkmark_1: Off
	Checkmark_2: Off
	Checkmark_3: Off
	Checkmark_4: Off
	Checkmark_5: Off
	Checkmark_6: Off
	Checkmark_7: Off
	Checkmark_8: Off
	Checkmark_9: Off
	Checkmark_10: Off
	Checkmark_11: Off
	Checkmark_12: Off
	Checkmark_13: Off
	Checkmark_14: Off
	Checkmark_15: Off
	Text_19: 
	Text_20: 
	Text_21: 
	Text_22: 
	Text_23: 
	Text_24: 
	Text_25: 
	Text_26: 
	Checkmark_16: Off
	Checkmark_17: Off
	Checkmark_18: Off
	Checkmark_19: Off
	Checkmark_20: Off
	Checkmark_21: Off
	Checkmark_22: Off
	Checkmark_23: Off
	Checkmark_24: Off
	Text_27: 
	Text_28: 
	Text_29: 
	Text_30: 
	Text_31: 
	Text_32: 
	Text_33: 
	Text_34: 
	Checkmark_25: Off
	Checkmark_26: Off
	Checkmark_27: Off
	Checkmark_28: Off
	Checkmark_29: Off
	Checkmark_30: Off
	Checkmark_31: Off
	Text_35: 
	Checkmark_32: Off
	Checkmark_33: Off
	Checkmark_34: Off
	Checkmark_35: Off
	Checkmark_36: Off
	Checkmark_37: Off
	Checkmark_38: Off
	Checkmark_39: Off
	Checkmark_40: Off
	Checkmark_41: Off
	Checkmark_42: Off
	Checkmark_43: Off
	Checkmark_44: Off
	Checkmark_45: Off
	Text_36: 
	Text_37: 
	Text_38: 
	Text_39: 
	Text_40: 
	Text_41: 
	Text_42: 
	Text_43: 
	Text_44: 
	Text_45: 
	Text_46: 
	Text_47: 
	Text_48: 
	Text_49: 
	Text_50: 
	Text_51: 
	Text_52: 
	Text_53: 
	Text_54: 
	Text_55: 
	Text_56: 
	Text_57: 
	Text_58: 
	Text_59: 
	Text_60: 
	Text_61: 
	Checkmark_46: Off
	Checkmark_47: Off
	Checkmark_48: Off
	Checkmark_49: Off
	Checkmark_50: Off
	Checkmark_51: Off
	Checkmark_52: Off
	Checkmark_53: Off
	Checkmark_54: Off
	Checkmark_55: Off
	Checkmark_56: Off
	Checkmark_57: Off
	Checkmark_58: Off
	Checkmark_59: Off
	Checkmark_60: Off
	Checkmark_61: Off
	Checkmark_62: Off
	Checkmark_63: Off
	Checkmark_64: Off
	Checkmark_65: Off
	Checkmark_66: Off
	Checkmark_67: Off
	Checkmark_68: Off
	Checkmark_69: Off
	Checkmark_70: Off
	Checkmark_71: Off
	Checkmark_72: Off
	Text_62: 
	Text_63: 
	Text_64: 
	Text_65: 
	Text_66: 
	Text_68: 
	Text_69: 
	Text_70: 
	Text_71: 
	Text_72: 
	Text_73: 
	Text_74: 
	Checkmark_73: Off
	Checkmark_74: Off
	Checkmark_75: Off
	Checkmark_76: Off
	Text_75: 
	Text_76: 
	Text_134: 
	Text_77: 
	Text_78: 
	Text_79: 
	Checkmark_77: Off
	Checkmark_78: Off
	Checkmark_79: Off
	Checkmark_80: Off
	Checkmark_81: Off
	Checkmark_82: Off
	Checkmark_83: Off
	Checkmark_84: Off
	Checkmark_85: Off
	Checkmark_86: Off
	Text_80: 
	Text_81: 
	Text_82: 
	Text_83: 
	Text_84: 
	Text_85: 
	Text_86: 
	Text_87: 
	Text_88: 
	Text_89: 
	Text_90: 
	Text_91: 
	Text_92: 
	Text_93: 
	Text_94: 
	Text_95: 
	Text_96: 
	Text_97: 
	Text_98: 
	Text_99: 
	Text_100: 
	Text_101: 
	Text_102: 
	Text_103: 
	Text_104: 
	Text_105: 
	Text_106: 
	Text_107: 
	Text_108: 
	Checkmark_87: Off
	Checkmark_88: Off
	Checkmark_89: Off
	Checkmark_90: Off
	Checkmark_91: Off
	Checkmark_92: Off
	Checkmark_93: Off
	Checkmark_94: Off
	Text_109: 
	Text_110: 
	Text_111: 
	Text_112: 
	Text_113: 
	Text_114: 
	Text_115: 
	Text_116: 
	Text_117: 
	Text_118: 
	Text_119: 
	Text_120: 
	Text_121: 
	Text_122: 
	Text_123: 
	Text_124: 
	Text_125: 
	Text_126: 
	Text_127: 
	Text_128: 
	Text_129: 
	Text_130: 
	Text_131: 
	Checkmark_95: Off
	Checkmark_96: Off
	Checkmark_97: Off
	Checkmark_98: Off
	Checkmark_99: Off
	Checkmark_100: Off
	Checkmark_101: Off
	Checkmark_102: Off
	Checkmark_103: Off
	Checkmark_104: Off
	Text_133: 
	Checkmark_106: Off
	Checkmark_107: Off
	Checkmark_108: Off
	Checkmark_110: Off
	Checkmark_111: Off
	Checkmark_112: Off
	Checkmark_123: Off
	Checkmark_124: Off
	Checkmark_125: Off
	Checkmark_126: Off
	Checkmark_127: Off
	Checkmark_128: Off
	Checkmark_129: Off
	Checkmark_130: Off
	Checkmark_131: Off
	Checkmark_132: Off
	Checkmark_133: Off
	Checkmark_134: Off
	Checkmark_135: Off
	Checkmark_136: Off
	Checkmark_137: Off
	Checkmark_138: Off
	Checkmark_139: Off
	Checkmark_140: Off
	Checkmark_141: Off
	Checkmark_142: Off
	Checkmark_143: Off
	Checkmark_144: Off
	Checkmark_145: Off
	Checkmark_146: Off
	Checkmark_147: Off
	Checkmark_148: Off
	Checkmark_149: Off
	Checkmark_150: Off
	Checkmark_151: Off
	Checkmark_152: Off
	Date_2: 
	Text_135: 
	Text_136: 
	Text_137: 
	Text_138: 
	Text_139: 
	Text_140: 
	Text_141: 
	Text_142: 
	Text_143: 
	Text_144: 
	Text_145: 
	Text_146: 
	Checkmark_168: Off
	Checkmark_169: Off
	Checkmark_170: Off
	Checkmark_171: Off
	Checkmark_172: Off
	Checkmark_173: Off
	Checkmark_174: Off
	Checkmark_175: Off
	Checkmark_176: Off
	Checkmark_177: Off
	Checkmark_178: Off
	Checkmark_179: Off
	Checkmark_180: Off
	Checkmark_181: Off
	Checkmark_182: Off
	Checkmark_183: Off
	Checkmark_184: Off
	Checkmark_185: Off
	Checkmark_186: Off
	Checkmark_187: Off
	Checkmark_188: Off
	Checkmark_189: Off
	Checkmark_190: Off
	Checkmark_191: Off
	Checkmark_192: Off
	Checkmark_193: Off
	Checkmark_194: Off
	Checkmark_195: Off
	Checkmark_196: Off
	Checkmark_197: Off
	Checkmark_198: Off
	Checkmark_199: Off
	Checkmark_200: Off
	Checkmark_201: Off
	Checkmark_202: Off
	Checkmark_203: Off
	Checkmark_204: Off
	Checkmark_205: Off
	Checkmark_206: Off
	Checkmark_207: Off
	Checkmark_208: Off
	Checkmark_209: Off
	Checkmark_210: Off
	Checkmark_211: Off
	Checkmark_212: Off
	Text_147: 
	Text_148: 
	Text_149: 
	Text_150: 
	Text_151: 
	Text_152: 
	Text_153: 
	Text_154: 
	Text_155: 
	Text_156: 
	Text_157: 
	Text_158: 
	Text_159: 
	Text_160: 
	Text_161: 
	Checkmark_227: Off
	Checkmark_228: Off
	Checkmark_229: Off
	Checkmark_230: Off
	Checkmark_231: Off
	Checkmark_232: Off
	Checkmark_233: Off
	Checkmark_234: Off
	Checkmark_235: Off
	Checkmark_236: Off
	Checkmark_237: Off
	Checkmark_238: Off
	Checkmark_239: Off
	Checkmark_240: Off
	Checkmark_241: Off
	Checkmark_242: Off
	Checkmark_243: Off
	Checkmark_244: Off
	Checkmark_245: Off
	Checkmark_246: Off
	Checkmark_247: Off
	Checkmark_248: Off
	Checkmark_249: Off
	Checkmark_250: Off
	Checkmark_251: Off
	Checkmark_252: Off
	Checkmark_253: Off
	Checkmark_254: Off
	Checkmark_255: Off
	Checkmark_256: Off
	Checkmark_257: Off
	Checkmark_258: Off
	Checkmark_259: Off
	Checkmark_260: Off
	Checkmark_261: Off
	Checkmark_262: Off
	Checkmark_263: Off
	Checkmark_264: Off
	Checkmark_265: Off
	Checkmark_266: Off
	Checkmark_267: Off
	Checkmark_268: Off
	Text_162: 
	Text_163: 
	Text_164: 
	Text_165: 
	Text_166: 
	Text_167: 
	Text_168: 
	Text_169: 
	Text_170: 
	Text_171: 
	Text_172: 
	Text_173: 
	Text_174: 
	Text_175: 
	Checkmark_277: Off
	Checkmark_278: Off
	Checkmark_279: Off
	Checkmark_280: Off
	Checkmark_281: Off
	Checkmark_282: Off
	Checkmark_283: Off
	Checkmark_284: Off
	Checkmark_285: Off
	Checkmark_286: Off
	Checkmark_287: Off
	Checkmark_288: Off
	Checkmark_289: Off
	Checkmark_290: Off
	Checkmark_291: Off
	Checkmark_292: Off
	Checkmark_293: Off
	Checkmark_294: Off
	Checkmark_295: Off
	Checkmark_296: Off
	Checkmark_297: Off
	Checkmark_298: Off
	Checkmark_299: Off
	Checkmark_300: Off
	Text_176: 
	Text_177: 
	Text_178: 
	Text_179: 
	Text_180: 
	Text_181: 
	Text_182: 
	Text_183: 


