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    MALE PATIENT INFORMATION: 

Last Name:      First Name:    Middle Initial:      

Street Address     ________________________________________________________  

City: State:  Zip:     Telephone Number: Home 

    Cell:  Work:      Date of Birth:   

Do you have an Email address you can share with us:      ______________________________ 

We would like to stay in contact with you at all times.  If you have a second residence, please provide us with that 

information. 

Street Address     ________________________________________________________  

City: State:  Zip:       

Marital Status (please circle):    Married    Divorced    Single    Widow    Living with Significant Other   

In the event we are unable to contact you by the means you’ve provided above, we would like to have the ability to 

contact you through your spouse.  Please provide the necessary information about your spouse below. 

Spouse’s Last Name:   ________First Name:     __________  Middle Initial:      

Spouse’s Employer:     Business Telephone: ____________________________ 

 

PATIENT EMPLOYER INFORMATION 

Employer: __                                                   

Employer Address:      City: _____________________________ 

State:_______  Zip: Business Telephone:    _____________________________ 

 

In Case of an emergency, whom should we notify? Contact Name:     _________________ 

Home Telephone:  _________ Cell:     ____________ Email: _______________________________ 

Relationship:   ____________________________________________________________ 

Signature:      _____________________________________ Date:        __________ 

What is the reason for your visit today? Please describe the symptoms and be specific:   

__________________________________________________________________________________________________________ 

           

 ________________________________________________________________________________  

How did you hear about us:   

__________________________________________________________________________________________________________ 
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Are you suffering from the following (please check all that apply) 

 

    Fatigue:        YES  NO 

    Decrease in energy level:       YES  NO 

    Decrease in sexual desire:      YES  NO 

    Anxiety:        YES  NO 

    Irritability:        YES  NO 

    Mood Swings:        YES  NO 

    Migraines:        YES  NO 

    Memory loss:        YES  NO 

    Foggy thinking:        YES  NO 

    Muscle loss:        YES  NO 

    Poor response to exercise:      YES  NO 

    Poor recovery from exercise:      YES  NO 

 

Please describe the way in which these issues have been dealt with:   

__________________________________________________________________________________________________________ 

           

            

 

    Do you initiate intercourse:      YES  NO 

    Is intercourse satisfying:       YES  NO 

    Do you achieve orgasm:       YES  NO 

    Do you suffer from premature ejaculation:      YES  NO 

    How often do you have intercourse:     _________________ 

    Is your sex drive similar as it was five years ago:      YES  NO 

 

Please describe:   

__________________________________________________________________________________________________________ 

           

            

 

List any other sexual dysfunctions:   

__________________________________________________________________________________________________________ 
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MEDICAL HISTORY  

 

    Do you have diabetes:        YES  NO 

    Do you have or have you ever had hypertension:      YES  NO 

    Do you have heart disease:      YES  NO 

    Have you ever had a heart attack or stroke:      YES  NO 

If yes, please describe treatment used:   

__________________________________________________________________________________________________________ 

            

    Have you ever had colon polyps:      YES  NO 

If yes, please describe treatment used:   

__________________________________________________________________________________________________________ 

            

    Have you ever had stomach/intestinal cancer:      YES  NO 

If yes, please describe treatment used:   

__________________________________________________________________________________________________________ 

            

    Have you ever had leukemia or lymphoma:      YES  NO 

If yes, please describe treatment used:   

__________________________________________________________________________________________________________ 

            

    Do you have a heart murmur:      YES  NO 

    Do you have or have you ever had kidney disease:     YES  NO 

    Have you ever been treated for psychiatric disorder:     YES  NO 

    If yes, please name the disorder: _________________________________________________________________________________ 

    Have you ever had rheumatic fever:      YES  NO 

    Do you have mitral valve prolapse:      YES  NO 

    Have you ever had a urinary tract infection:      YES  NO 

    Have you ever had hepatitis:       YES  NO 

    If yes, please check which type: 

     Hepatitis A        Hepatitis B         Hepatitis C        Other 

    Have you ever had liver disease:      YES  NO 

    Have you ever had varicose veins:      YES  NO 

    Have you ever had phlebitis:      YES  NO 
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Please list the medications you are currently taking and the dosing amount:   

__________________________________________________________________________________________________________ 

            

    Have you ever been had your cholesterol checked:     YES  NO 

    If yes, what was the date it was it checked:  ________________________________________________________________________ 

    How was your cholesterol: 

     Low        Normal         High        

 

SOCIAL HISTORY  
 

    Do you smoke cigarettes:       YES  NO 

    If yes, please try to list the number you smoke per day on average:______________________________________________________ 

Please list the number of years you have been smoking: ____________________________________________________________ 
     

    Do you use recreational drugs:      YES  NO 

    Do you drink alcohol:        YES  NO 

    If yes, what type of alcohol do you drink:___________________________________________________________________________ 

How many drinks per week, on average, do you drink: _____________________________________________________________ 

    Are you using any form of Testosterone or Hormone Therapy:    YES  NO 

    If yes, please check which type: 

     Gel         Cream         Shots        Pellets         Other 
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Symptom Questionnaire 

 

Patient Name:      Today’s Date:     

Date of Birth: ______________________________________ 

 

Please rank each symptom’s severity from zero (0) to five (5) (i.e., 0,1,2,3,4,5) 

0 = you never experience the symptom 

5 = you experience the symptom severely and all the time 

 

Dermatological    Dryness    Cardiovascular/Respiratory  

Dry Skin     ___ /5  Dry eyes     ___ /5  Chest pain    ___ /5 

Course Skin     ___ /5  Dry skin     ___ /5  Palpitations    ___ /5 

Itchy Skin     ___ /5  Dry mouth    ___ /5  Atrial fibrillation    ___ /5 

Dry, course hair    ___ /5  Dry nose    ___ /5  Chronic cough of     

Thinning/loss of hair    ___ /5  Dry sinuses    ___ /5  unknown reason    ___ /5 

Thinning eyebrows    ___ /5  TOTAL      ___ /25 Airflow obstruction 

Brittle or ridges on nails  ___ /5      (non smokers)    ___ /5 

Excess was in ears     ___ /5  Gastrointestinal   Shortness of breath on 

Decreased sweat     ___ /5  Constipation    ___ /5  physical exertion   ___ /5 

Paleness of skin or lips     ___ /5  Diarrhea     ___ /5  Shortness of breath in 

TOTAL      ___ /50 Irritable bowel   general      ___ /5 

Syndrome    ___ /5  TOTAL      ___ /35 

     GERD (reflux 

Metabolism    disease)     ___ /5  Swelling 

Lethargy (low energy)    ___ /5  TOTAL      ___ /20 Swollen ankles     ___ /5 

Sensation of cold    ___ /5      Swollen wrists     ___ /5 

Heat intolerance (not hot  Reproductive   Swollen eyelids    ___ /5 

flashes      ___ /5  Impotence     ___ /5  Swollen thick       

Slow speech (non    TOTAL      ___ /5  tongue     ___ /5  

memory)       ___ /5      Swollen face    ___ /5 

Weight gain with little   Mental/Emotional Well-being TOTAL      ___ /25 

food intake      ___ /5  Depression    ___ /5   

Intake       ___ /5  Irritability/   Musculoskeletal 

Lack of appetite    ___ /5  mood swings    ___ /5  Muscle weakness    ___ /5 

Lack of libido     ___ /5  Nervousness     ___ /5  Unexplained tingling 

TOTAL      ___ /35 Anxiety     ___ /5  or numbness    ___ /5 

     Impaired memory ___ /5  Body aches       ___ /5 

     Impaired focus    ___ /5  Muscle pain    ___ /5 

     TOTAL      ___ /30 Joint pain    ___ /5 
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Symptom Questionnaire -Continued 

 

Musculoskeletal -continued    

Carpal tunnel        

syndrome     ___ /5   

Plantar fasciitis     ___ /5   

TOTAL      ___ /35    

 

Sleep 

Difficulty getting to        

sleep      ___ /5   

Difficulty staying asleep  ___ /5       

Wake unrefreshed     ___ /5   

Sleep apnea      ___ /5   

Snoring      ___ /5   

TOTAL      ___ /25  

      

Past Medical Diagnosis of: 

___ Hypertension        

___ High cholesterol 

___ Infertility       

___ Anemia      

___ Hypothyroidism          

___ Thyroid Nodules      

___ Goiter            

___ Hashimoto’s thyroiditis     

___ Fibromyalgia       

___ Chronic Fatigue Syndrome       

___ Lupus      

___ Diabetes Type I          

___ Insulin resistance       

___ Celiac’s disease          

___ Multiple Sclerosis  

___ Rheumatoid arthritis       

___ Srogren’s disease       

___ Positive ANA      

___ Live, work, or grow up near a nuclear power plant          

___ Currently taking Lithium or amiodarone (Cordarone)     
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Informed Consent for Male Testosterone Insertion 

 

This consent form provides written confirmation that a discussion regarding bio-identical hormone insertion has 
occurred, and I agree to proceed. 

 

General: Bio-identical hormone pellets are comprised of naturally derived concentrated hormones.  These hormones 
are designed to be biologically identical to the hormones a man makes in his own body but to a lesser degree with 
age.  Bio-identical hormones have the same effects on the body as one’s own hormones. 

 

Benefits: Advantages of testosterone therapy for men include: a) behavioral changes including decreased depression, 
decreased anxiety and irritability, increased energy and motivation, mood stabilization, better coping, improved self-
image and self-worth, and enhanced stamina; b)improved cognitive function so one is no longer operating “in a fog,” 
improved short-term memory and greater focus on tasks; c)physical effects such as decreased total body fat, 
increased lean body mass, increased muscle mass, and increased bone mass; and, d) sexual benefits such as increased 
libido, increased early morning erections, increased firmness and duration of erections. 

 

Risks: I understand that the potential benefits come with some risks.  Certain hormone pellets are FDA approved and 
others regulated and monitored. 

Other risks include, but are not necessarily limited to: increased growth of existing prostate cancer.  For this reason, a 
rectal exam and prostate specific antigen blood test must done before starting testosterone and each year thereafter.  
If there is any question about possible prostate cancer, a follow-up with an ultrasound of the prostate gland may be 
required as well as a referral to a qualified specialist. 

 

While urinary symptoms typically improve with testosterone, rarely they may worsen, or worsen before improving. 

 

Testosterone therapy may cause an increase in hemoglobin and hematocrit, or “thickening of the blood.”  A complete 
blood count (Hb & Het.) should be done at least annually to monitor and diagnose this problem.  This condition can 
be reversed by donating blood periodically. 

 

I also understand the additional concern, especially in younger men, of suppressed sperm development and sperm 
count with a dramatic reduction while a person is on testosterone therapy.  Based on information known to date, this 
appears to be reversible.  In most cases, once the testosterone is discontinued, the sperm count is restored, usually in 
3-6 months.  This is extremely important in younger men taking testosterone therapy.  I understand that I have been 
encouraged to produce samples and have them frozen, just in case there is any permanent long-term effect on my 
sperm count.  I have also been encouraged that, if I am concerned about future fertility, I should have semen analysis 
prior to initiation of testosterone therapy.  Testosterone administration is not to be used as a form of male 
contraception. 


