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Women’s Health 
Hormone Self-Assessment


_______________________________________________________________________________________________

Patient Name: ______________________________________ Date: ______________________

	How did you hear about Skinny Me’s Hormone Self-Assessment & Consultation Services?

	       Local magazine ad (specify): ___________
	       Word of mouth

	       Physician referral 
	       Social network

	       Search engine
	       Business sign at location

	       Brochure / flyer
	       Other (specify): ______________________



	Personal Information

	Patient name: ________________________________________
	Date: ____________________

	Address: ____________________________________________
	DOB: ____________________

	City / State / Zip: ______________________________________
	Phone: ___________________

	Email address: _______________________________________
	Fax: _____________________

	Primary care physician: ________________________________
	Occupation: _______________



	Family Medical History

	Medical condition
	Relationship

	__________________________________________________
	__________________________

	__________________________________________________
	__________________________

	__________________________________________________
	__________________________



	Medical History

	Personal history
	

	       Blood clots
	       Fibrocystic breasts

	       Uterine fibroids
	       Abnormal vaginal bleeding

	       Ovarian cysts
	       PCOS

	       Smoking history
	       Stroke

	       Impaired liver function
	       Thrombophlebitis

	       Endometriosis
	       Cancer (type): _______________________

	       Diabetes
	       Heart disease

	       High blood pressure
	       Osteoporosis 




Bone density scan results: _______________________________________ Date: _______________
										



To what degree do you experience the following?
	                                                                            None
	 Slightly
	Moderate
	 Severe
	Extreme

	Difficulty concentrating
	
	
	
	
	

	Can’t sleep (insomnia)
	
	
	
	
	

	Depressed or unhappy
	
	
	
	
	

	Anxious
	
	
	
	
	

	Headaches
	
	
	
	
	

	Moodiness / emotional swings
	
	
	
	
	

	Painful or swollen breasts
	
	
	
	
	

	Weight gain / bloating
	
	
	
	
	

	PMS
	
	
	
	
	

	                                                                            None
	 Slightly
	Moderate
	 Severe
	Extreme

	Night sweats
	
	
	
	
	

	Difficulty remembering things
	
	
	
	
	

	Brain fog
	
	
	
	
	

	Hot flashes
	
	
	
	
	

	Vaginal dryness
	
	
	
	
	

	Dry hair / skin
	
	
	
	
	

	Incontinence
	
	
	
	
	

	Frequent urinary tract infections
	
	
	
	
	

	Inability to reach orgasm
	
	
	
	
	

	Painful intercourse
	
	
	
	
	

	Lack of sexual desire
	
	
	
	
	

	Fatigue / loss of energy
	
	
	
	
	



	General Health & Lifestyle

	General Health:       Good       Fair       Poor 
 
 


	

	Height: __________ Weight: __________ Do you exercise? Explain: _________________________

	

	Menstrual Cycle:       None       Regular __________________       Date of last period: ___________ 
 
 


	     Irregular / Explain (heavy, how long, etc.): ____________________________________________ 


	

	Surgery: 
	Date of Surgery:

	       Oophorectomy (Ovaries) 

	__________________

	       Hysterectomy (Uterus) 

	__________________

	       Tubal ligation 

	__________________

	       Other: ______________ 

	__________________

	       None 

	__________________





Current medications & reasons for taking: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current vitamins / minerals / herbal formulas: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Prior Hormone Replacement Therapy history (include dates of use): ________________________________________________________________________________________________________________________________________________________________________

Known allergies (medication, food, environmental, contact): ________________________________________________________________________________________________________________________________________________________________________

Are you currently following a special diet (Gluten Free, Casien Free, Arkins, Paleo, etc.): ________________________________________________________________________________________________________________________________________________________________________
Do you eat / drink soy?______ Caffeine / amount per day: _______ Alcohol / amount per day: _________

Notes / questions:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	Waiver & Privacy Information                                                                                revised September 2015

	Waiver
I hearby release Skinny Me, LLC and all its employees from any and all liability whatsoever associated with or connected to my Biologically Identical Hormone Replacement Therapy (BHRT) consultation and/or use of BHRT.  I acknowledge that I am legally responsible for and aware of the potential side-effects associated with BHRT.  I understand that no practitioner or administrative personnel can guarantee that BHRT will provide the results I seek.  I am participating in this program by my own choice, and assume all responsibility for my use of BHRT.

I fully understand that it is my responsibility to have an annual physical examination along with appropriate laboratory testing.  I am currently under the medical supervision of a primary care physician.  I have been advised in this hormone self-assessment about the increased risks of heart disease, myocardial infarction, stroke, and breast cancer possibly associated with the use of BHRT.  I have answered truthfully all of the questions on this questionnaire.

__________________________________________      ______________________________
Patient Signature (or authorized representative)          Date



	Privacy Agreement
Starting April 14, 2003, healthcare providers must comply with a new set of federal regulations.  The regulations are part of the Health Insurance Portability and Accountability Act of 1996 (HIPAA), which addresses your rights to privacy and handling of Protected Health Information (PHI).

Respect for your privacy is a top priority at Skinny Me, LLC.  Concern for your privacy rights goes hand in hand with our focus on maintaining and improving your health.  One of the regulations requires that all of our patients receive our Notice of Privacy Practices at the time of, or prior to, our providing healthcare services.  We are also required to ask each patient to sign an acknowledgement indicating receipt of this notice.  

In an effort to ensure that there will not be a delay in your care provided by Skinny Me, LLC, we ask that you read our Notice of Privacy Practices, sign the Acknowledgement form at the bottom of this page and return it to us.

For Privacy Agreement Questions, please contact:
Skinny Me, LLC
850 Cherry Road
Rock Hill, SC 29732
Phone: 803.980.8446
Fax:  803.980.8444
Email:  skinnymerockhill@gmail.com

ACKNOWLEDEGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
Skinny Me, LLC | 850 Cherry Rd | Rock Hill, SC 29732

______________________________     ______________________________     _________
Patient Last Name                                    Patient First Name                                   MI

__________________________________________     ______________________________  
Street Address                                                                 City, State, Zip

______________________________     
Telephone Number


My signature below certifies that I have been provided with a copy of the above named practice’s Notice of Privacy Practices.  

__________________________________________      ______________________________

	Patient Signature (or authorized representative)          Date
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