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FEMALE PATIENT QUESTIONNAIRE & HISTORY

   My sex life has suffered 

or 
or 
or 
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FEMALE QUESTIONNAIRE & HISTORY  CONTINUED 
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FEMALE PATIENT QUESTIONNAIRE & HISTORY  CONTINUED 

HIGH BLOOD PRESSURE OR HYPERTENSION   STROKE AND/OR HEART ATTACK 

HEART DISEASE  HIV OR ANY TYPE OF HEPATITIS 

ATRIAL FIBRILLATION OR OTHER ARRHYTHMIA HEMOCHROMATOSIS 

BLOOD CLOT AND/OR A PULMONARY EMBOLISM PSYCHIATRIC DISORDER 

DEPRESSION/ ANXIETY THYROID DISEASE 

CHRONIC LIVER DISEASE  DIABETES 

   (HEPATITIS, FATTY LIVER, CIRRHOSIS) BREAST CANCER  

ARTHRITIS OVARIAN CANCER 

SLEEP APNEA UTERINE CANCER 

LUPUS OR OTHER AUTOIMMUNE DISEASE HAIR THINNING 

HIGH CHOLESTEROL  

REVIEW OF SYMPTOMS 

CONSTITUTIONAL SYMPTOMS:   FEVER        NIGHT SWEAT.  FATIGUE     WEIGHT GAIN     WEIGHT LOSS 

EYES:       BLURRED VISION            DOUBLE VISION        EYE DISCHARGE 
HEENT:       HEARING LOSS RINGING IN EARS         DIZZINESS     VERTIGO NOSEBLEEDS BLEEDING GUMS 

      LACK OF SMELL OR TASTE SINUSITIS 
RESPIRATORY:  CHRONIC COUGH          COUGHING UP BLOOD  WHEEZING          SHORTNESS OF BREATH 
CARDIOVASCULAR:         CHEST PAIN  IRREGULAR HEARTBEAT  SHORTNESS OF BREATH 
GASTROINTESTINAL:        LOSS OF APPETITE        BLOOD IN STOOLS NAUSEA  VOMITING        REFLUX  RECTAL BLEEDING 

GENITOURINARY:                   URINARY FREQUENCY          BLOOD IN URINE       PAINFUL URINATION 
INTEGUMENTARY: 

ABDOMINAL PAIN 
URINARY URGENCY 

 ITCHING              CHANGE IN SKIN COLOR          CHANGE IN HAIR OR NAILS 
MUSCULOSKELETAL:

  SKIN RASH 
         JOINT PAIN        JOINT STIFFNESS       JOINT SWELLING  BACK PAIN       NECK PAIN      COLD EXTREMITIES 

ENDOCRINE: HEAT OR COLD INTOLERANCE EXCESSIVE THIRST OR URINATION 
HEMATOLOGIC/LYMPHATIC: ENLARGED NODES OR GLANDS   BLEEDING TENDENCY    ANEMIA 
PSYCHIATRIC:    ANXIETY LOW MOOD FEAR PANIC ATTACKS 
NEUROLOGICAL:       HEADACHE WEAKNESS       STIFFNESS        NUMBNESS SEIZURES        TINGLING    TREMORS 

      DIFFICULTY WALKING    FALLS         CONFUSION         TROUBLE CONCENTRATING  SNORING 



OC HEALTH

Name:  Date of birth: _ 

4 

Female 
Please mark the appropriate box for each symptom you may be experiencing. 

SYMPTOMS NONE MILD MODERATE  SEVERE  VERY 
SEVERE 

Physical Exhaus-on (fa-gue, lack of energy, stamina or 
mo-va-on) 

Sleep Problems (difficulty falling asleep or sleeping through the night) 

Irritability (mood swings, feeling aggressive, angers easily) 

Anxiety (feeling overwhelmed, feeling panicky, or feeling nervous) 

Decline in drive or interest (loss of “zest for life,”  feeling down or 
sad) 

Joint and muscular symptoms (joint pain, muscle weakness, poor 
recovery aIer exercise) 

Difficul-es with memory (concentra-on, finding the right word, or 
retaining informa-on) 

Vaginal dryness or difficulty with sexual intercourse 

Sexual Problems (change in desire, ac-vity, orgasm and/or 
sa-sfac-on) 

Swea-ng (night sweats or increased episodes of swea-ng) 

Hot Flashes (burst that starts in chest and lasts  for short 
dura-on) 

Hair loss, thinning or change in texture of hair 

Feeling cold all the -me, having cold hands or feet 

Headaches or migraines (increase in frequency or intensity) 

Weight (difficulty losing weight despite diet/exercise) 

Bladder problems (difficulty in urina-ng, increased  need to urinate, 
incon-nence) 



OC HEALTH

Name:  Date of birth: _ 

5 

HIPAA INFORMATION AND CONSENT FORM 
The Health Insurance Portability and Accountability Act (HIPAA) 
provides safeguards to protect your privacy. ImplementaXon of 
HIPAA requirements officially began on April 14, 2003. Many of 
the policies have been our pracXce for years. This form is a 
“friendly” version. A more complete text is posted  in the office.  

What this is all about: Specifically, there are rules and 
restricXons on who may see or be noXfied of your Protected 
Health InformaXon (PHI). These restricXons do not include the 
normal interchange of informaXon necessary to provide you 
with office services. HIPAA provides certain rights and 
protecXons to you as the paXent. We balance these needs with 
our goal of providing you with quality professional service and 
care. AddiXonal informaXon is available from the  U.S. 
Department of Health and Human Services,  www.hhs.gov. 

We have adopted the following policies: 

1. PaXent informaXon will be kept confidenXal except as is 
necessary to provide services or to ensure that all 
administraXve maeers related to your care are handled 
appropriately. This specifically includes the sharing of 
informaXon with other health-care providers, laboratories, 
health insurance payers as is necessary and appropriate for 
your care. PaXent files may be stored in open file racks and 
will not contain any coding which idenXfies a paXent’s 
condiXon or informaXon which is not already a maeer of 
public record. The normal course of providing care means 
that such records may be leh, at least temporarily, in 
administraXve areas such as the front office, examinaXon 
room, etc. Those records will not be available to persons 
other than office staff. You agree to the normal procedures 
uXlized within the office for the handling of charts, paXent 
records, PHI, and other documents or informaXon. 

2. It is the policy of this office to remind paXents of their 
appointments. We may do this by telephone, e-mail, U.S. 
mail, or by any means convenient for the pracXce and/or as 
requested by you. We may send you other communicaXons 
informing you of changes to office policy and new 
technology that you might find valuable or informaXve. 

3. The pracXce uXlizes a number of vendors in the conduct of 
business. These vendors may have access to PHI but must 
agree to abide by the confidenXality rules of HIPAA. 

4. You understand and agree to inspecXons of the office and 
review of documents which may include PHI by government 
agencies or insurance payers in normal performance of their 
duXes. 

5. You agree to bring any concerns or complaints regarding 
privacy to the aeenXon of the office manager or the doctor. 

6. Your confidenXal informaXon will not be used for the 
purposes of markeXng or adverXsing of products, goods, or 
services. 

7. We agree to provide paXents with access to their records in 
accordance with state and federal laws. 

8. We may change, add, delete, or modify any of these 
provisions to beeer serve the needs of both the pracXce and 
the paXent. 

9. You have the right to request restricXons in the use of your 
protected health informaXon and to request change in 
certain policies used within the office concerning your PHI. 
However, we are not obligated to alter internal policies to 
conform to your request. 

I do hereby consent and acknowledge my agreement to the 
terms set forth in the HIPAA INFORMATION FORM and any 
subsequent changes in office policy. I understand that this 
consent shall remain in force from this Xme forward. 

 

I ACKNOWLEDGE THAT I HAVE RECEIVED A COPY AND UNDERSTAND THE INSTRUCTIONS ON THIS FORM. 

Print name:                   _ 
 
Signature:        Date:           _ 
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HORMONE REPLACEMENT FEE ACKNOWLEDGMENT & 
INSURANCE DISCLAIMER 

The hormones used in the pellets are made at a compounding pharmacy. Compounding drugs, as defined by 
the FDA, is “the process of combining, mixing, or altering ingredients to create a medica?on tailored to the 
needs of an individual pa?ent. Compounding includes the combining of two or more drugs. The FDA does 
not approve these individualized compounded medica?ons. In most cases, insurance does not cover 
bioiden?cal compounded pellets.  

We require payment at the ?me of service and, if you choose, we will provide a form to send to your 
insurance company with a receipt that you paid out of pocket. This form and receipt serve as evidence of 
your treatment. Our office does not submit these forms to your insurance company.  

For pa?ents who have access to a Health Savings Account, you may pay for your treatment with that credit 
or debit card. Some of these accounts require that you pay in full ahead of ?me, however, and request 
reimbursement later with a receipt and leKer. Please request the receipt and paperwork to submit for 
reimbursement if needed. 

New Pa?ent Office Fee . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . $125.00 
Includes Ini?al Consulta?on and Telehealth Follow-Up Appointment 

Female Hormone Pellet Inser?on Fee  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $400.00 

We accept the following forms of payment: Visa, Mastercard, Checks and Cash 

Print Name:              _ 

Signature  :              _ 
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