
describe problem severity prior treatment/approach success

example: fatigue X elimination diet X
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1101 S. CAPITAL OF TEXAS HWY, BUILDING F STE. 101 phone 512.892.0490 fax 512.892.0589

health goals

what do you hope to achieve in your visit with us? ______________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________

female intake questionnaire
general information

name ____________________________________________ age _____  today’s date ______________ 

date of birth _______________________ email __________________________________________ 

address _______________________________________ city ___________________ state ____  

zip code __________ phone (home) _____________________ (cell) _____________________ 

height _______ weight _______ sRFLal security � BBBBBBBBBBBBBBBBBBBBB �IRU VFKeGXleG rx� 

who is your primary care physician and who did you last see for care? 

__________________________________________________________________________________________ 

emergency contact _______________________________ relationship _____________________ 

phone (home) _____________________ (cell) _____________________

current health concerns

please rank current and ongoing health concerns in order of priority.



1.

2.

3.

4.

5.

type � of times per week time/duration (minutes)

allergies

name of medication/supplement/food: reaction:

do you currently follow any of the following special diets or nutritional programs?
(check all that apply)

lifestyle review

sleep

how many hours of sleep do you get each night on average? _______

do you have problems falling asleep?  y/n

staying asleep?  y/n

do you snore?  y/n

do you feel rested upon awakening?  y/n

do you use sleeping aids?  y/n

if yes, explain: ___________________________________________________________________ 

do you have sleep apnea?  y/n

exercise

current exercise program:

activity

cardio/aerobic 

strength/resistance 

flexibility/stretching 

balance

sports/leisure (i.e. golf)

nutrition

o vegetarian
o low fat
o low carb

o vegan
o low sodium
o high protein

o elimination
o no dairy
o gluten free

other: ___________________________________________

do you have food sensitivities? y/n
if yes, list food/symptoms ________________________________________ 

do you drink caffeinated beverages? y/n
if yes, circle amount:

coffee (cups per day) �  2-� !� tea �cups per day�  � �-�  !�

caffeinated sodas  - regular or diet �cans per day� �   �-�  !�



 e-cig

smoking

do you smoke currently? y/n packs per day: ______ number of years: ______ 
what type? cigarettes  smokeless   pipe  cigar 

 if you smoked previously: packs per day: ______ number of years: ______

alcohol
how many alcoholic beverages do you drink in a week?
�� drink   � ounces wine, �� ounces beer, ��� ounces spirits�

 �²�  �²�  �²��  !�� none

 previous alcohol intake? y es  (mild   moderate    high)   no

 have you ever had a problem with alcohol?  y/n

stress

do you feel you have an excessive amount of stress in your life?  y/n

do you feel you can easily handle the stress in your life?  y/n

relationships

marital status:
single married divorced l ong�term partner  widow/er 

current occupation: ___________________

history
women's history

obstetric history: (check bullet and provide number if applicable)

o pregnancies ____
o miscarriaJes ____
o term births ____

o abortions ____
o livinJ children ____
o premature birth ____

o vaJinal deliveries ____
o cesarean ____

did \ou develop an\ problems in or aIter preJnanc\� Ior e[ample�

hiJh blood pressure� diabetes� depression� issues Zith breast IeedinJ� etc.�   y/n

iI \es� please e[plain BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

mHQVWUXDO hLVWRU\�
aJe at Iirst period BBBBBB date oI last menstrual period BBBBBBBBBBBBBBBBBBBBB
lenJth oI menses BBBBBBBBBBBB time in betZeen c\cles BBBBBBBBBBBB  cramping?��   y/n 
have \ou ever had pms problems (bloatinJ� breast tenderness� irritabilit\� etc.)"  y/n

iI \es� please describe� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

do \ou have other problems Zith \our periods (heav\� irreJular� spottinJ� sNippinJ� 
etc.)�  y/n

iI \es� please describe� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 



condoms  ,8'  

are \ou in menopause"  y/n 

use oI hormonal birth control� birth control pills    patch    IUD (hormonal)

other  BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB hoZ long? BBBBBBBBBBBBBBBBBBBBB 

an\ problems Zith hormonal birth control" yes no

iI \es� e[plain� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

use oI other contraception" (circle all that apply)

diaphra�m partner vasectom\

iI \es� aJe at last period�  BBBBBBBBBBBBBBB
was it surJical menopause"  y/n
iI \es� e[plain surJer\� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

do \ou currentl\ have s\mptomatic problems Zith menopause?
(check all bullets that apply)

are \ou on hormone replacement therap\"

iI \es� Ior hoZ lonJ and Ior Zhat reason? BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

other g\necoloJical s�ymptoms: (check if applicable)

o mood sZinJs
o concentration/memor\ problems
o headaches

o hot Ilashes
o decreased libido
o loss oI control oI urine
o vaJinal dr\ness

g\QHFRORJLFDO sFUHHQLQJ�pURFHGXUHV� (if applicable, provide date)
last mammoJram� BBBBBBBBBBBBBBBB  normal    abnormal
last bone densit\� BBBBBBBBBBBBBBBBB results�  hiJh -  loZ -  within normal ranJe 
other tests/procedures (list t\pe and dates) 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

o palpitations
o weiJht Jain
o joint pain

o endometriosis
o inIertilit\

o fibroc\stic breasts
o vaJinal inIection
o fibroids

o ovarian c\sts
o 3,'
o reproductive cancer



family history:

check family members that have/had any of the following:

Age (if still alive)

Age at death (if deceased)

Cancer o o o o o o o o o o o o o

Heart disease o o o o o o o o o o o o o

Hypertension o o o o o o o o o o o o o

Obesity o o o o o o o o o o o o o

Diabetes o o o o o o o o o o o o o

Stroke o o o o o o o o o o o o o

Autoimmune disease o o o o o o o o o o o o o

Arthritis o o o o o o o o o o o o o

.idney disease o o o o o o o o o o o o o

Thyroid problems o o o o o o o o o o o o o

Sei]ures/epilepsy o o o o o o o o o o o o o

Psychiatric disorders o o o o o o o o o o o o o

Anxiety o o o o o o o o o o o o o

Depression o o o o o o o o o o o o o

Asthma o o o o o o o o o o o o o

Allergies o o o o o o o o o o o o o

Ec]ema o o o o o o o o o o o o o

ADHD o o o o o o o o o o o o o

Autism o o o o o o o o o o o o o

Irritable Bowel Syndrome o o o o o o o o o o o o o

Dementia o o o o o o o o o o o o o

Substance abuse o o o o o o o o o o o o o

Genetic disorders o o o o o o o o o o o o o

Other: o o o o o o o o o o o o o
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Gastrointestinal yes past

Irritable bowel syndrome o o
GERD (reflux) o o
Crohn’s disease/ulcerative colitis o o
Peptic ulcer disease o o
Celiac disease o o
Gallstones o o
Other: o o

Respiratory

Bronchitis o o
Asthma o o
Emphysema o o
Pneumonia o o
Sinusitis o o
Sleep apnea o o
Other: o o

Urinary/Genital

.idney stones o o
Gout o o
Interstitial cystitis o o
FreTuent yeast infections o o
FreTuent urinary tract infections o o
Sexual dysfunction o o
Sexually transmitted diseases o o
Other: o o

Endocrine/Metabolic

Diabetes o o
Hypothyroidism (low thyroid) o o
Hyperthyroidism (overactive thyroid) o o
Infertility o o
Metabolic syndrome/insulin resistance o o
Eating disorder o o
Hypoglycemia o o
Other: o o

Inflammatory/Immune

Rheumatoid arthritis o o
Chronic fatigue syndrome o o
Food allergies o o
Environmental allergies o o
Multiple chemical sensitivities o o
Autoimmune disease o o
Immune deficiency o o
Mononucleosis o o
Hepatitis o o
Other: o o

Musculoskeletal yes past

Fibromyalgia o o
Osteoarthritis o o
Chronic pain o o
Other: o o

Skin

Ec�ema o o
Psoriasis o o
Acne o o
Skin cancer o o
Other: o o

Cardiovascular

Angina o o
Heart attack o o
Heart failure o o
Hypertension (high blood pressure) o o
Stroke o o
High blood fats (cholesterol, triglycerides)o o
Rheumatic fever o o
Arrythmia (irregular heart rate) o o
Murmur o o
Mitral valve prolapse o o
Other: o o

Neurologic/Emotional

Epilepsy/Sei�ures o o
ADD/ADHD o o
Headaches o o
Migraines o o
Depression o o
Anxiety o o
Autism o o
Multiple sclerosis o o
Parkinson’s disease o o
Dementia o o
Other: o o

Cancer

�ung o o
Breast o o
Colon o o
Prostate o o
Skin o o
Other: o o

medical history: illnesses/conditions

yes   a condition you currently have� past   a condition you’ve had in the past.



Date Comments

Bone density

CT scan

Colonoscopy

Cardiac stress test

E�G

MRI

8pper endoscopy

8pper GI series

Chest X�ray

Other X�rays

Barium enema

Other:

In�uries

Broken bone(s)

Back in�ury

Neck in�ury

Head in�ury

Other:

Surgeries

Appendectomy

Dental

Gallbladder

Hernia

Tonsillectomy

-oint replacement

Heart surgery

Other:

Hospitali�ations Date Reason

medical history (cont.) diagnostic studies



medications/supplements

current medications (include prescription and over-the-counter�

medication dosage reason for use

nutritional supplements �vitamins/minerals/herbs etc��

name and brand start date (mo/yr) reason for use

have medications or supplements ever caused unusual side effects or problems?  y/n
if yes, describe: _________________________________________________________

have you used any of these regularly or for a long time:

NSAIDs �advil/motrin/ibuprofen/aspirin�?  y/n
tylenol �acetaminophen�?  y/n
acid-blocking drugs �zantac/prilosec/nexium�?   y/n

please list any medications and supplements you have taken in the past and explain why you 
stopped using them: ___________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________

start date (mo/yr)

dosage



Financial Policy and Assignment of Benefits

Precision Regenerative and Functional Medicine is dedicated to providing the best possible care and service to 
you. We regard your understanding of all your financial responsibilities as an essential element of your 
treatment.

* We have made prior arrangements with many insurers and health plans (HMO & PPO) to accept an assignment of
benefits. We will bill those plans and will only require you to pay the authorized copayment, coinsurance and/or
deductible at the time of service. The office policy is to collect this copayment, coinsurance and/or deductible
when you arrive for your appointment. This amount is an estimate and is based on the most recent insurance
verification obtained by our office staff.

* If your insurance policy requires a referral for Precision Regenerative and Functional Medicine, please
understand we will request this referral from your referring practitioner prior to your appointment, but it is
ultimately your responsibility to obtain this referral. If your services are denied because the referral was not
received, you will be responsible for the full charged amount.

* Private pay patients are required to pay in full at the time of service. A quote will be provided for any and all
procedures prior to your appointment.

* We accept VISA, Mastercard, and Discover. Please be advised that there is a $20 service charge on all returned
checks.

* Your insurance policy is a contract between you and your insurance company. As a courtesy, we will file your
insurance claim for you, if you assign the benefits to our doctor. If your insurance company does not pay our
office within 90 days, you will be responsible for payment. If we later receive a check from your insurer, we will
refund any overpayment.

* All health plans are not the same and do not cover the same services. In the event that your health plan
determines a service to be “not covered” you will be responsible for the complete charge. Payment is due upon
receipt of a statement from our office.

* If you have a medical procedure performed by our physician at a location other than our office you and/or
your insurance company will receive two bills, one from our physician for his professional services and one
from the facility where the procedure was performed.

* For all services rendered to minor patients, the parent and/or legal guardian will be responsible for payment.

* If you receive a statement from Precision Regenerative and Functional Medicine the balance needs to be paid in
full within 30 days of receipt unless prior arrangements have been made. Any remaining balances due after 90
days will be considered delinquent and will be turned over to an outside collection agency. Future appointments
will not be scheduled until balances have been paid in full or a written payment plan has been agreed to by our
office. Please be sure to update any contact changes with our office staff so you can be reached regarding your
balance.

* In order to provide the best possible service and availability to all our patients, please call us as early as
possible if you know you will need to reschedule your appointment. Please see the attached cancelation no show
polices and fees.

* I hereby assign all medical and surgical benefits, to include major medical benefits, to which I am entitled. I
hereby authorize and direct my insurance carrier(s), including Medicare, private insurance and other health/
medical plan, to issue payment check(s) directly to Precision Regenerative and Functional Medicine for medical
services rendered to myself and/ or my dependents regardless of my insurance.  In the event that the insurance
payment is sent directly to me, I realize that I will be billed personally until the balance is paid.

I have read and understand the financial policy and assignment of benefits of the practice and I agree to be 
bound by its terms. I also understand and agree that the practice may amend such terms from time-to-time.

_______________________________________ 

patient/responsible party signature

____________________ 

date



• I authorize the charge of all copays, co-insurance or deductible amounts due for all in office and telemedicine
visits.

• I authorize the charge of all No-Show or Missed appointment fees.  I have reviewed and signed the Cancelation
and No-Show Polices and Fee document.

• I authorize the charge for all clinic lab fees for labs drawn at PRFM.
• I authorize the charge for any peptides, HRT products that are ordered and paid for by PRFM and shipped

directly to my home.

• I authorize the charge for any unpaid balances over 30 days old.

patient signature: ___________________________________________________ date: ______________________________



cancellation and no show policies and fees

This is a reminder of our policy regarding missed appointments.  When one patient misses 
their appointment and does not let us know, or when one patient cancels their 
appointment late (less than 24 hours prior to the appointment), it not only affects our 
staff, but also other patients.

As you know, our patients are in pain.  They like to be seen and treated as soon as possible.  
We do our best to see and treat everybody as soon as we can, but also allow enough time on 
our schedule for every patient to be heard and examined, and for questions to be answered.  
We are respectful of our patients’ time, and we ask our patients to be respectful of our 
time.

When somebody does not call to cancel their appointment and simply just does not 
show up, or calls and cancels their appointment at the last minute, we cannot schedule 
another patient on such short notice.  We lose time that day and somebody else continues 
to wait to see us, while suffering in pain.

Charging for missed appointments is not something we like to do.  It can be avoided with a 
minimum of courtesy and good communication.  Please help us continue to treat you and 
everybody else at the standards you deserve.

follow up appointments

no-show or missed without 24 hours notice will be charged $50.00

canceled with less than 24 hours notice will be charged $25.00

if you arrive more than 15 minutes late for a follow up appointment, your appointment may 
be rescheduled and you will be charged $25.00
(this is at the providers discretions)

procedure appointments

no-show or missed without 24 hours notice will be charged $150.00

canceled with less than 24 hours notice will be charged $50.00

new patient appointments

no-show or missed without 24 hours notice will be charged $50.00

canceled with less than 24 hours notice will be charged $25.00

fees need to be paid in full before appointments will be rescheduled

patient signature: ___________________________________________________ date: ______________________________



 Authorization for Release and Disclosure of Protected Health Information

In accordance with state law and regulatory agency requirement, the health record is the 
property of Precision Regenerative and Functional Medicine (PRFM).  I hereby authorize the PRFM 
Medical Records custodian to release information from the medical records of:

patient name: ____________________________ dob: ______________  ssn: __________________

address: _________________________________________________________ city/state/zip: ______________________

telephone: _____________________________  alternate contact number: ________________________

Facility or Physician:

name:___________________________________ 
address:________________________________
 city/state/zip:__________________________
phone:_______________________

Information may be released to:

Precision Regenerative and Functional Medicine
1101 S. Capital of Texas Hwy
building F, ste. 101
Austin, Texas 78746
(512) 892-0490

Please release the following information:

____problem list 
____progress notes 
____EKG reports

____lab report

____history and physical exam finding
____HIV/AIDS test           ____medication list   
____other reports ____________________

This information is necessary for the following:

____continued patient care     ____personal use     ____attorney/legal     ____insurance

____other (specify)______________________________________________________________

1. I understand that the information in my health record may include
information relating to sexually transmitted diseases, acquired
immunodeficiency syndrome (AIDS) or human immunodeficiency virus (HIV).  It
may also include information about behavioral or mental health services and
treatment for alcohol/drug abuse.

2. I understand that I have a right to revoke this authorization at any time.  I
understand that if I revoke this authorization I must do so in writing and
present my written revocation to the health information that has already
been release in response to this authorization.  I understand that the
revocation will not apply to my insurance company when the law provides my
insurer with the right to contest a claim under my policy.  Unless otherwise
revoked, this authorization will expire on the follow days, event, or
condition: ____________________.  If I fail to specify an expiration date, event or
condition, this authorization will expire in six (6) months.

3. I understand that authorizing the disclosure of this health information is
voluntary.  I can refuse to sign this in order to assure treatment.  I
understand that with certain exceptions, I may inspect or copy the information
to be used or disclosed.  I understand that any disclosure of information
carries with it the potential for an unauthorized re-disclosure and the
information may not be protected by federal confidentiality rules.  If I have
any questions about disclosure of my health information, I can contact the
Health Information Management Manager at (512) 892-0490.

____xray reports
____xray Films

____mental health 
____drugs/alcohol

____outside reports 
____immunizations

__________________________________ 
signature of patient or legal representative

________________________________
relationship to patient

_____________________ 
date

___________________ 
date



acknowledgment of receipt and privacy notice

I, ___________________, understand that as part of my health care, Precision Regenerative 
and Functional Medicine originates and maintains paper and/or electronic records 
describing my health history, symptoms, examination and test results, diagnoses, treatment, 
as well as plans for future care. I understand that this information serves as:

* A basis for planning my treatment;
* A means to facilitate communication among the many healthcare 

professionals who contribute to my care;
* A source of information for applying my diagnosis and surgical 

information to my bill;
* A means by which a third-party payer can verify that services billed 

were actually provided;
* A tool for healthcare operations of Precision Regenerative and 

Functional Medicine such as assessing quality of care and reviewing the 
competence of healthcare professionals.

I understand that as part of Precision Regenerative and Functional Medicine 
treatment, payment, or healthcare operations, it may become necessary to disclose 
my protected health information to another entity for the purposes stated above. 
I understand I have the right to review a notice of privacy practices that provides 
a more complete description of how Precision Regenerative and Functional Medicine 
may use and disclose my protected healthcare information. I further understand 
that Precision Regenerative and Functional Medicine reserves the right to 
change its notice of privacy practices. Should Precision Regenerative and 
Functional Medicine change its notice of privacy practices, an amended copy will 
be posted in a prominent location in the practice site, or, upon my request, an 
amended copy will be sent to the address I have provided. 
I agree that Precision Regenerative and Functional Medicine may do the following 
unless I specifically give direction prohibiting such activity:

* Send visit reminders and test results to the address I have provided.
* Send routine correspondence, such as billing statements, to the address I have provided.
* Leave messages on answering machine or voicemail associated with the telephone numbers
I have provided to either confirm appointments or to request that I call the practice for
medical or billing matters.

* Speak to or leave message with the family members/friends listed below:

_____________________________________________
signature of patient or personal representative

__________________  
date

name: _______________________ relationship to patient: __________________ contact number: __________________

name: _______________________ relationship to patient: __________________ contact number: __________________



informed consent for female hormone therapy

It is important that you understand the potential risks of starting hormone 
replacement therapy, along with the many benefits we have already discussed. There are 
alternatives to hormone therapy for many symptoms women may seek treatment for, which 
have varying degrees of efficacy, that have been discussed with you. If you are not clear 
on alternatives, please follow up with your provider prior to signing this form if you are 
interested in them.

Because of the rapidly changing ideas about the safety and effectiveness of 
hormone therapy for anything other than birth control, it is important that you have 
information about the risks and benefits of hormone therapy before you take the therapy. 
There are various forms of both estrogen, progesterone, and other sex hormones 
available in hormone replacement therapy (HRT). At Precision Regenerative and 
Functional Medicine, we only use bioidentical progesterone and non-oral, bioidentical 
estrogen.

HRT is often prescribed to women during perimenopause (the time from first 
symptoms to up to several years beyond the last period) and menopause (starting one year 
after the last period) for symptoms of hot flashes, vaginal dryness, loss of libido, 
depression, irritability or PMS-like symptoms, bone loss and osteoporosis or their 
prevention, and cardiovascular disease. HRT is approved by the FDA only for hot flashes 
and osteoporosis. Using it for other symptoms or problems is considered 
“off-label” use, and the burden is on the physician to be sure that there is adequate 
science to support the use in a given situation. Needless to say, there will be differences 
of opinion about how much science is necessary.

It is now thought that the combination of estrogen and synthetic progestins 
increases the risk of breast cancer over estrogen alone. Estrogen replacement therapy 
(ERT) is used primarily for women who have had their uterus removed and for whom 
estrogen alone does not cause negative symptoms. Recent literature shows no increased 
risk of breast cancer with the use of transdermal estradiol and micronized bioidentical 
progesterone.

In some instances, testosterone and/or DHEA is added to the HRT for women. There 
is evidence that giving exogenous testosterone to women may increase the risk for 
developing heart disease and cancer, but data are insufficient for a consensus. On the 
contrary, much evidence is available to indicate positive effects of these interventions 
on cardiovascular health and function. History or current acne, abnormal facial hair 
growth, or other signs of hyperandrogenism may indicate a relative contraindication. 
There is also literature on the other side indicating that restoring testosterone to 
physiologic levels is breast protective in addition to increasing cognitive health, hair 
health, sexual function, and overall physical health. In fact, risk for cardiovascular 
disease can be reduced by up to 50% on hormone replacement therapy.

When hormone levels are brought back to “normal” for reproductive age, there is 
much evidence that your overall health will benefit. For example, the risk of 
osteoporosis and fractures decreases, no small thing when accidental falling is the 
leading cause of death in people over 65. HRT is the most effective treatment for hot 
flashes, and there may be other long-term beneficial effects of treatment. However, if 
your sex hormones are already normal, adding additional hormone to address symptoms 
such as hot flashes may increase your risk of diseases like cancer or problems like blood 
clotting.



the following is a list of the potential side effects of hormone therapy in women:

neuropsychological
• Some patients can become more aggressive or have other subtle mental health

changes while on hormone therapy. If you notice negative changes in mood or
overall mental health, contact the office to get a follow up appointment.

§ initial _______

musculoskeletal 
• It is likely that hormone therapy will cause an increase in lean muscle tissue,

which will manifest in a heavier weight. At the same time, weight loss may also
occur due to the reduction in fat mass.

• Bloating and swelling may occur as a result of hormone therapy. This is typically
transitory and should resolve with modification of dosing.

§ initial _______

androgenic 
• Some anabolic agents have been noted to deepen the voice through changes in the

vocal cords. This will initially manifest in hoarseness and/or pitch changes. Such
effects can be permanent if the instigating agent is not stopped.

§ initial _______

genitourinary 
• If you are premenopausal and desiring fertility, some components of hormone

replacement may prevent ovulation from occurring. These changes reverse after
ceasing therapy, or cycling.

• The use of vaginal hormone administration may lead to an increase in yeast
infections. If you are prone to yeast infections, additional compounds, like
lactobacillus acidophilus or boric acid can be added to the vaginal insert.

• Some anabolic agents have been noted to increase clitoral size. Such effects can
be permanent if the instigating agent is not stopped. For some women with
difficulty achieving orgasm, clitoral enlargement may be desired.

o initial _______

hematologic 
• Bone marrow can be stimulated with hormone therapy containing testosterone or

other anabolic steroids, so blood cell counts must be monitored.

• Increased risk for clotting and thromboembolic events has been observed with
hormone replacement containing estrogen and synthetic progestins

§ initial _______

hepatic 
• Orally available anabolic hormones like oxandrolone (Anavar) can irritate the

liver in some people, so your liver function will be tested routinely if you are
prescribed such a formulation.

§ initial _______

dermatologic 

• Because testosterone can metabolize into dihydrotestosterone (DHT), some forms of
anabolic hormone therapy are associated hair loss on the scalp and hair growth on
the face. Acne may also occur.

§ initial _______



cardiovascular 
• Some studies hint at increased risk of heart attack and stroke in women on hormone

replacement. However, there is also a copious amount of data that suggests the
opposite. Lipoprotein, inflammatory, and endothelial parameters will be measured
at least every 6 months to assess for changes.

§ initial _______

oncologic 
• Estrogen, progesterone, and testosterone therapy may increase the risk for

cancers of the breast, ovary, and uterus. While these risks vary according to the
types of hormones used and their route of administration, it is nonetheless a risk
that must be considered.

§ initial _______

continued on next page.



please read the following and sign: 

I have discussed the reasons for taking sex hormones with my provider and 
understand why he is prescribing them. I also discussed the risks associated 
with taking hormones, including but not limited to increased risk of breast, 
ovarian, or endometrial cancer, blood clotting, stroke, or heart attack.

I understand that there are black box warnings indicating increased risk for 
the conditions in bold for the following medications:

1. oxandrolone
a. arteriosclerosis; cardiac disease; coronary artery disease; heart

failure; hypercholesterolemia; myocardial infarction; peripheral
edema.

2. testosterone/anabolic steroid creams
a. virilization of children due to secondary exposure. children

should avoid contact with unwashed or unclothed application
sites.

3. estradiol
a. endometrial cancer; cardiovascular disorders; breast cancer;

probable dementia

I understand that there are different risks if I take synthetic progestins, bio-
identical progesterone, or testosterone alongside estrogen, and they may be 
higher or lower than taking estrogen alone. I have discussed these risks and the 
reasons for taking them with my provider. I understand that my provider will do 
everything they know to decrease and minimize the risks of HRT, but that there 
are no guarantees that these measures will be effective at preventing the 
negative off-target effects mentioned above or others that we do not yet know 
about. I understand the diagnostic tests that are available that would help 
quantify my risk for potential adverse effects and that getting them performed or 
not is my choice. I also acknowledge that this is off label use and is not 
considered the standard of care for my clinical presentation. I accept the risks 
and unknowns of taking hormone therapy and wish to proceed with therapy.

*If you have any questions or concerns about starting therapy, DO NOT SIGN THIS

FORM UNTIL YOU HAVE DISCUSSED THEM WITH YOUR PROVIDER.

________________________________________
patient name

________________________________________
signature

__________________
date

__________________
date
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