
Taché Pharmacy

PCCA Confidential Hormone Evaluation

Amended & Updated June 2011
--------------------------------------------------------------------------------------------
As you fill out the information below, please be as detailed as possible.

Should you have any questions, feel welcome to contact us at tachebhrt@mts.net.
--------------------------------------------------------------------------------------------
Goals 
Please fill in the blanks
How did you arrive at the decision to consider BHRT (friend/book/Dr)?

	


My goal with Bioidentical Hormone Replacement Therapy is to:
	


Patient Information
Please fill in the blanks

	Date:
	

	Name:
	

	Birth Date:
	

	Age:
	

	PHIN:  
	

	Address:
	

	City:
	

	Province:
	

	Postal Code:
	

	Phone Number:
	

	E-mail Address:
	

	Gender:
	

	Height:
	

	Weight:
	


	Do you have a family doctor?
	

	Doctors Name:
	

	Doctors Address:
	

	Doctors Phone Number:
	

	Date of Last Physical:
	

	Discussed BHRT with Dr?
	

	Is Dr open to HRT?
	

	Last DENTAL appointment:
	


General Medical History

Allergies:

Please fill in the blanks
	                                                                        MEDICATION/DRUG 

	Allergic to:
	
	
	

	Reaction Description
	
	
	

	Date it occurred

	
	
	

	                                                                          ENVIRONMENTAL

	Allergic to:
	
	
	

	Reaction Description

	
	
	

	Date it occurred

	
	
	


*(If more space is needed, please discuss during consultation appointment.)

Medical Conditions:

Please put an X next to all that apply

	
	Heart Disease

	
	High Blood Pressure

	
	Stroke

	
	High Cholesterol/Lipids

	
	Blood Clotting Problem

	
	Diabetes

	
	Cancer

	
	Thyroid Condition

	
	Gastrointestinal Condition
(e.g. Crohn’s, Colitis, Ulcers, Reflux) 

	
	Endometriosis

	
	Ovarian Cysts

	
	Uterine Fibroids

	
	Depression

	
	Lung Condition (e.g. Asthma, COPD)

	
	Arthritis/Joint Problems

	
	Headaches/Migraines

	
	Epilepsy (Seizures)

	
	Other neurological condition 
(e.g. MS, Lupus)

	
	Eye Disease (e.g. glaucoma)

	
	Other


Surgery:

Please fill in the blanks

	Type of Surgery  
	Year of Surgery

	
	

	
	

	
	


Bone Health:

Please fill in the blanks

	Have you broken any bones?
	

	       Which ones?
	

	       Date:

	

	       How:
	

	Have you had a bone density test?
	

	       Date:
	

	       Results:

	


Obstetrical & Gynecological History

Please fill in the blanks
	How many pregnancies have you had?
	

	Any interrupted pregnancies?
	

	       Abortion or miscarriage?
	

	How many children (ages)?
	


	Have you had a hysterectomy?
	

	       Ovaries removed?
	

	       Date:
	

	Have you had a tubal ligation? 
	

	       Date:
	


Have you ever had any of the following tests performed? 

Please note the date of the last test, and whether results were always normal or date(s) if results were ever abnormal.

	Test
	Date
	Result

	Mammography
	
	

	PAP Smear
	
	


Menstrual History

Please fill in the blanks
	When was your last period?
	

	How many days did it last?
	


Since you first began having periods, have you ever had what YOU would consider to be abnormal cycles? 




	Date:


	

	Explain: (cycle length, spotting, etc.)

	


Do you have, or have you ever had premenstrual Syndrome (PMS)?  
(For reference, possible symptoms could include PMS, bloating, breast tenderness, headaches, irritability, fatigue, aches and pains, menstrual cramping)

	“X” if yes
	

	If yes, explain (symptoms):
	


Recent menstrual changes (please fill in this section only if applicable) 
	Age when change began:
	

	Any known cause of change?
	

	Type of change 
(please X  all that apply):
	
	Longer period duration

More frequent periods

Heavier period flow
	
	Spotting between periods
Sporadic periods
Painful periods

	
	
	
	
	

	
	
	
	
	


*(If more space is needed, please discuss during consultation appointment.)

Family Medical History

Please fill in the blanks

Do you have a family history of any of the following? If so, at what age was your family member first diagnosed?
	Medical Condition
	Comments
	Family Member(s)
	Age of Diagnosis

	Uterine Cancer
	
	
	

	Ovarian Cancer
	
	
	

	Fibrocystic Breast
	
	
	

	Breast Cancer
	
	
	

	Heart Disease
	
	
	

	Osteoporosis
	
	
	

	Other: 
	
	
	

	
	
	
	

	
	
	
	


Medications
Please fill in the blanks

Current Prescription Medication:
	Drug
	Dose
	Directions
	Date started

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Current Nonprescription Medication:
	What non-prescription medications (OTC medications) do you take for:

	Pain?



	

	       How often?

	

	Digestive aids?


	

	       How often?

	

	Cough & Cold medications?
	

	       How often?
	

	Other(s)?
	

	
	


Natural Supplements: 
	“X” category that applies
	

	Vitamin
	Mineral
	Herbal
	Name/Ingredients
	Strength
	Frequency

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	If you are taking specific formulations of natural products, please list their components.


Previous Hormone Medications:

Please fill in the blanks

Please list the products you were taking and the dates they were started and stopped.

	Product
	Started
	Stopped (if applicable)

	
	
	

	
	
	

	
	
	


	Have you ever used oral contraceptives?
	

	       Which ones? 

	

	       How did you feel while taking them?  
	

	       Any problems? 



	

	       If so, please describe.

	


Symptom History
Step 1 – Rank the following symptoms in terms of severity by placing a check or an “X” in the appropriate column (severe, moderate, mild or absent).
Step 2 – Describe any symptoms you experience in further depth by typing below in each symptom box.   Specific details might include: onset, frequency, duration, measures that help to relieve symptoms, variables that worsen symptoms, other factors.
Sample - 

	SYMPTOMS


	ABSENT


	MILD
	MODERATE
	SEVERE

	Cramps

-Begin at start of period

-Occur every month, but worse since period has become heavier
-Last for 1-2 days

-Tried ibuprofen which only helps reduce the pain a bit

-Feels like it is worse with stress or more sugar

-Affects my quality of life because I even have to miss work due to pain
	
	
	
	X


	SYMPTOMS
	ABSENT
	MILD
	MODERATE
	SEVERE

	Hot Flashes
     How many per day? 
     Do they occur every day?



	
	
	
	

	Night Sweats
     How many per night?
     Do they occur every night?



	
	
	
	


	SYMPTOMS
	ABSENT
	MILD
	MODERATE
	SEVERE

	Memory Lapses



	
	
	
	

	Foggy Thinking



	
	
	
	

	Fatigue



	
	
	
	

	Energy Level
(0 to 10 – 0 being no energy and  10 being highest imaginable energy level)
     Upon awakening?  ____ 

     Before lunch (~ noon)? ____

     Before supper (~ 4pm)? ____

     Before bed? ____
	
	
	
	

	Morning Sluggishness


	
	
	
	

	Sleep Disturbances/Insomnia
      How many hrs per night?

      Trouble falling asleep? 

      Trouble staying asleep?  


	
	
	
	

	Depression



	
	
	
	

	Anxiety



	
	
	
	

	Mood Swings



	
	
	
	

	Irritability



	
	
	
	


	SYMPTOMS
	ABSENT
	MILD
	MODERATE
	SEVERE

	Tearfulness/Weepiness


	
	
	
	

	Headaches/Migraines



	
	
	
	

	Joint/Muscle aches/pains/stiffness



	
	
	
	

	Poor Exercise Tolerance


	
	
	
	

	Muscle Mass Decrease


	
	
	
	

	Cramps


	
	
	
	

	Breast Tenderness



	
	
	
	

	Fibrocystic (Lumpy) Breasts


	
	
	
	

	Frequent or Urgent Urination


	
	
	
	

	Urine Leakage

	
	
	
	

	Pain or Burning When Urinating

	
	
	
	

	SYMPTOMS
	ABSENT
	MILD
	MODERATE
	SEVERE

	Vaginal Dryness/Thinning

	
	
	
	

	Dry Skin and/or Dry Hair


	
	
	
	

	Feeling “Burned Out”


	
	
	
	

	Feeling “Tired but Wired”


	
	
	
	

	Feeling “Unable to Cope”


	
	
	
	

	Heart Palpitations


	
	
	
	

	Brittle nails

	
	
	
	

	Cold Body Temperature


	
	
	
	

	Cold Hands/Feet


	
	
	
	

	Constipation

	
	
	
	

	Diarrhea

	
	
	
	


	SYMPTOMS
	ABSENT
	MILD
	MODERATE
	SEVERE

	Low Blood Sugar


	
	
	
	

	Facial and/or Body Hair Increased


	
	
	
	

	Loss of Scalp Hair


	
	
	
	

	Oily Skin 

	
	
	
	

	Acne
 
	
	
	
	

	Decreased Sex Drive


	
	
	
	

	Harder to Reach Climax


	
	
	
	

	Fluid Retention/Bloating

	
	
	
	

	Weight Gain

	
	
	
	

	OTHER:


	
	
	
	


Circumstantial & Lifestyle Factors
Please fill in the blanks

	Do you use?
	“X” if applicable
	How often/how much?

	Tobacco
	
	

	Alcohol
	
	

	Caffeine 
	
	


Nutrition:

Please list typical meal items on an average day
	Breakfast
	

	Lunch 
	

	Dinner
	

	Snack(s)
	

	WHEN do you snack?
	


Exercise/Hobbies:
	Activity
	How often/long?
	Do you find it enjoyable?

	
	
	

	
	
	

	
	
	

	
	
	


Stress
On a 10-point scale, 10 representing very high stress and 0 representing no stress, what level of stress would you say you have in your life?  
	


Please list any day-to-day stressors that come to mind:






	

	

	

	


Please list any major stressors over the past 5-10 years that come to mind:

(Stressors may include moving, job changes, deaths or births, relationship stress, job stress, caregiver stress, surgeries, illnesses or others)
	Year
	Stressor/Event

	
	

	
	

	
	

	
	


Thank-you for taking the time to complete your confidential hormonal evaluation.

We look forward to meeting with you for your personal consultation.

Taché Pharmacy



400 Taché Ave Winnipeg, MB
Phone: (204) 233-3469
Fax: (204) 231-1739
Email: tacheBHRT@mts.net
SUMMARY (FOR PHARMACIST USE):

Saliva Test Info

Test purchased?

Which test?

Which lab?
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