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IDENTIFICATION 

 
 
 
 
 
 
 
 

 

PREPAYMENT 

Payment. Thank you for your prepayment to book an Initial or Follow-Up Appointment.  
All appointments are nonrefundable.  

Please enter your payment Reference Number here: R    
 
 
 
 
 
 
 
 
 
 
 

NEW WOMEN’S  
AGE MANAGEMENT INTAKE 

 

 
 
 
 

Place ID Picture Here, Fit to Scale 
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LAST: __________________ FIRST: _______________ DATE OF BIRTH: _____/ _____/ ______  AGE: ____ 
TODAY’S DATE: ______, 2022  
 
 
WOMEN: 
As women age, menopause gradually sets in, marked by the end of menstrual cycles and the ability to get 
pregnant. As much as women may look forward to stop having monthly periods, the transition may take 
one year or longer for periods to finally stop. During this time, the perimenopause or menopause transition 
time may cause other uncomfortable symptoms like hot flashes, insomnia and irritability. Even if a woman 
has no menopause symptoms, her body will still undergo changes of aging that affect her overall health.  
 
This is a questionnaire developed by the North American Menopause Society and developed to help your 
doctor understand and be informed about your general health and experience with menopause and aging. If 
any questions make you feel uncomfortable, they can be answered during your appointment.  
 
 
 

1. PERSONAL INFORMATION   
 
HOME TELEPHONE: (         )   _______________ CELL: (         ) _______________   ______ 
ETHNIC/CULTURE:  
�Caucasian. �Black � Asian     �Native American       �Biracial � Hispanic 
� Other:  _________ _       � Decline        
Marital status:  _�_ Single _�_ Married __ Divorced     Committed relationship __ Widowed  
Primary Support Person: _________________________________ Relationship:     
Primary Support Person Phone Number: (           ) _ _____ - ___      
Employment Status:  � Unemployed     � Employed    � Retired  � Disabled    
 If employed, Occupation:          
Name of Primary Healthcare Provider:           
Address:             
City, State, Zip:       Phone:       
Name of Obstetrician/Gynecologist:           
Address:             
City, State, Zip:       Phone:       
 
 
 
 
 
 

2. TODAY’S OFFICE VISIT  
 

Why are you here today?            
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What are your main concerns or question you would like to have answered during your visit?    
             
             
             
             
              
Referred by:             
             
              
 
 

3. VITAL SIGNS 
 

What is your height? ___ ft ___ inch Maximum height ever: ___ ft ___ inch Age at that time? ____ 
What is your weight? ______ lbs Maximum weight ever: _____ lbs  Age at that time? ____ 
What is your lowest minimum weight as an adult? ____ lb   Age at that time? ____ 
TEMPERATURE: ______ F  BLOOD PRESSURE: _______/_______ mm Hg  
HEART RATE:      ______ Beats/min BREATHS PER MINUTE: _____ 
OXYGEN SATURATION: ______ %          
 

4. MEDICAL HISTORY 
 

Please check if you have had problems with: 
__ Migraines  __  Colitis    __ Diabetes __ Fatigue 
__ Blood pressure __  Diarrhea    __ Thyroid __ Sleeping 
__ Stroke  __  Constipation   __ Asthma __ Dizziness 
__ Cholesterol  __ Bloody or black bowel movements  __ Arthritis __ Mood swings 
__ Chest pain  __ Liver    __ Back pain __ Teeth or gums 
__ Blood clots  __ Gallbladder    __ Seizures __ Hair loss or growth 
__ Varicose veins __ Incontinence (urine or feces) __ Eyesight __ Skin 
__ Easy bruising __ Macular degeneration  __ Breasts __ Frequent falling 
__ Anemia  __ Endometriosis   __ Cataracts __ Losing height 
__ Indigestion  __ Fibroids    __ Depression __ Broken bones 
__ Frequent nausea __ Infertility    __ Anxiety  __ Weight loss or gain 
     or vomiting  __ Cancer    __ Stress  
 
Other health problems (describe):           
 

5. MAJOR ILLNESSES AND INJURY HISTORY    USE SEPARATE SHEET IF NEEDED 
 

YEAR OPERATIONS, HOSPITALIZATIONS, PSYCHOLOGIC THERAPY, 
INJURIES AND ILLNESSES (EXCLUDE PREGNANCY) 
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6. GYNECOLOGIC HISTORY 

 
How would you describe your current menstrual status? 
� Premenopause (before menopause; having regular periods) 
�Perimenopause or menopause transition (changes in periods, but have not gone 12 months in             
row without a period) 
�Postmenopause (after menopause) 
 Was your menopause: 
  �!Spontaneous (“natural”) 
  �Surgical (removal of both ovaries) 
  �!Due to chemotherapy or radiation therapy; reason for therapy (with dates):   
             
  �Other (explain):           
Age at first menstrual period: _________ 
Are your periods (or were your periods) usually regular?        �Yes �No 
Do you have a uterus?            �Yes � No �!Don’t know 
Do you have both ovaries?           �Yes � No �!Don’t know 
Do you have a cervix?            �Yes � No �!Don’t know 
If not still having periods, what was your age when you had your last period?  _____ 
If still having periods, how often do they occur?        

GYNECOLOGIC HISTORY (Continued) 
 
How many days does your period last?          
Are your periods painful? �Yes. �No   If yes, how painful?  �Mild     �Moderate  �Severe 
Do you have spotting or bleeding between periods?                  �Yes �No 
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Is there a recent change in how often you have periods?         �Yes �No 
Is there a recent change in how many days you bleed?           �Yes �No 
Has your period reently become very heavy?          �Yes �No 
Do you think you have a problem with your period?         �Yes �No 
 If yes, explain:             
Do you have any problems with PMS (PMS is having mood 
 Swings, bloating headaches just prior to your period? �Yes �No 
Do you examine your breasts?  �Yes �No If yes, how often?       
Did your mother take DES when she was pregnant with you?  �Yes �No __ Don’t know 
Do you douche?             �Yes �No 
What is the date and results (if known) of your last test regarding: 
 Pap Smear:__________   Any abnormal Pap tests?      �Yes �No If yes, when?   
 Mammogram:________   Any breast biopsies?            �Yes �No If yes, when?    
 Thyroid: ____________   Any abnormal thyroid tests?�Yes �No If yes, when?    
 Cholesterol test: _________________ Colonoscopy: _____________________ 
 Blood sugar test: ________________ Sigmoidoscopy: ___________________ 
 Fecal occult blood test: ___________ Bone density test: __________________   
 

7. OBSTETRIC HISTORY 
Please indicate the method of birth control, if any, that you are currently using or have used previously:  
              Using Now        Previously Used                   Using Now       Previously Used    
None         �  � Implantable hormone     �  � 
Sterilization (tubes tied)       �  � Diaphragm      �  �  
Male partner had vasectomy      �  � Foam/gel      �  � 
Birth control pill, ring, or skin patch     �  � Condoms      �  � 
IUD         �  � Natural family planning     �  � 
Injectable hormone       �  � Other       �  �  
How many times have you been pregnant?         
How many children do you have?          How many adopted children?    
How old were you when your first child was born?          How old were you when your last child was born?   
Please provide the number of your: 
      Full-term births:   Premature births:       Miscarriages:       Abortions:      Living children:   
Any complications during pregnancy, delivery, or postpartum?    � Yes   � No 
      If yes, please describe:          
              
 

8. SEXUAL HISTORY 
Are you currently sexually active? …………………………………… � Yes � No 
If yes, are you currently having sex with: � A man (or men) � A woman (or women)    � Both 
How long have you been with your current sex partner?      
Are you in a committed, mutually monogamous relationship? …….…� Yes � No 
If no, do you use condoms (practice safe sex)? ……………….……… � Yes � No 
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In the past, have you had sex with: ……  � A man (or men) � A woman (or women)  
Have you had any sexually transmitted infections? ……………..…… � Yes � No 
Do you have concerns about your sex life?..................................... ...... � Yes � No 
Do you have a loss of interest in sexual activities (libido, desire)?.... ....� Yes � No 
Do you have a loss of arousal (tingling in the genitals or breasts; 
 vaginal moisture, warmth?......................................................... � Yes � No 
Do you have a loss of response (weaker or absent orgasm)?.................. � Yes � No 
Do you have any pain with intercourse (vaginal penetration)?............... � Yes � No 
If yes, how long ago did the pain start?           
Please describe the pain:  � Pain with penetration  � Pain inside  � Feels dry  
 

9. ALLERGY INFORMATION USE ADDITIONAL SHEET IF NEEDED 
Are you allergic to any medications?  � Yes  � No � Don’t know.    If yes, please indicate which one(s):  
Medication:    Reaction:        
Medication:    Reaction:        
Medication:    Reaction:        
Do you have any other allergies?         � Yes  � No � Don’t know.    If yes, please indicate: 
To what?     Reaction:        
To what?     Reaction:         
To what?     Reaction:         
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

10. SUPPLEMENT AND MEDICATION INFORMATION 
 

Supplements. Please indicate supplements (such as vitamins, calcium, herbs, soy) purchased without a 
prescription that you are currently using. The I-MASK+ Protocol Supplements are listed for you. 
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MEDICATION DOSE FREQUENCY DATE 
STARTED 

DATE 
STOPPED 

WHY 
STOPPED 

Vitamin C 1000 – 2000 mg Daily    
 

Vitamin D 1000 - 2000 IU Daily    
 

Zinc 25 – 50 mg Daily    
 

Quercetin 250 mg Daily    
 

Melatonin 3-6 mg At sunset    
 

      
 

      
 

      
 

      
 

      
 

      
 

      
 

      
 

      
 

      
 

      
 

      
 

      
 

 
SUPPLEMENT AND MEDICATION INFORMATION (Cont’d) 

 
 
Prescription Medications. Are you currently using hormone therapy for menopause?      
� Yes � No 



Margaret Aranda, MD  Aranda MD Enterprises 
22122 Sherman Way, Ste 106  O: 800.992.9289 
Canoga Park, CA 91303  F: 888.434.0960 

 10 

If no, why not?             
If yes, for what reasons?           
              
Include prescription drugs. Also include all hormone therapy you have used in the past (examples include 
contraceptives, thyroid hormones, and hormone therapy for menopause, even if you are no longer taking 
it). 
 
USE ADDITIONAL SHEET IF NECESSARY 
 
MEDICATION DOSE FREQUENCY DATE  

STARTED 
DATE 

STOPPED 
WHY 

STOPPED 
      

 
      

 
      

 
      

 
      

 
      

 
      

 
      

 
      

 
      

 
      

 
      

 
Have you used any other therapy for menopause (such as acupuncture or yoga)?    � Yes  � No 
 If yes, please indicate: 
Of these, what are you currently using?          
Is this therapy helpful? � Yes � No          
 

11. FAMILY HISTORY 
 
Please list family member (i.e., mother, father, sister, brother, grandparent) who currently has or once had 
the following:  
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High blood pressure:       Colorectal cancer:    
Heart attach (indicate age):     Ovarian cancer:     
Stroke (indicate age):       Other cancer:     
Blood problems,      Depression:     
(including sickle cell trait):     Other emotional problems:   
Blood clots:       Alzheimer’s disease:    
Bleeding tendency:      Domestic violence victim:   
Glaucoma:       Domestic violence person:   
Osteoporosis:       Sexual abuse victim:    
Hip fracture:       Sexual abude person:    
Diabetes;       Alcoholism:     
Breast cancer (indicate age):     Drug abuse:     
Uterine or uterus cancer:     Blood clot to lungs::    
Blood clots in leg:      Other blood clot:    
 
Is there anything about your family’s health that concerns you, or that you would like to discuss? 
� Yes  � No  If yes, what?         
              
             
              
  
 

12. PERSONAL  
 
Do you consider your health to be: � Excellent � Good  � Fair  � Poor   
 
Exercise 
How often do you exercise? � Almost daily  � At least 3x/week � Occasionally � Rarely � Never 
If you extercise, what do you do?          
For how long, and how often?           
 
Diet 
How many meals do you consume each day?  � One  � Two  � Three  � Four  � Five � Other:   
Do you try to eat a special diet?  � Los-fat.  � Low carbohydrate  � High protein  � Vegetarian 
 � Ketogenic � Other:           
What dairy products do you consume each day? 
 � Milk  How much?     � Yogurt  How much?     
 � Cheese How much?     � Other:       
Are you lactose intolerant (diarrhea or gastrointestinal/GI upset after dairy products)? � Yes � No 
How many servings of fruit to you consume each day?          

PERSONAL (Continued) 
 
How many servings of vegetables to you consume each day?         
How many servings of soy foods to you consume each week?         
How many servings of fish to you consume each week?          
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Tobacco Use 
Do you currently smoke cigarettes?  � Yes � No 
If yes, how many packs per day?   At what age did you start?   Total years smoked:    
How do you feel about quitting smoking?          
If you currently do not smoke cigarettes, have you ever smoked? � Yes � No 
If yes, at what age did you start?     How many per day?  _____    Total years smoked:    
Do you use any other type of tobacco?  � Yes � No.  If yes, what?       
 
Caffeine Use 
Do you consume drinks with caffeine (coffee, tea, soda drinks)?  � Yes � No 
If yes, how many drinks each day?          
 
Alcohol and Drug Use 
Do you drink alcohol?       � Yes � No 
If yes, how many drinks do you have each week?   
Do you ever have a drink in the morning to keep you going? � Yes � No 
Have you ever tried to cut down on your drinking?  � Yes � No 
Have you ever felt guilty about the amount you drink?  � Yes � No 
Have you ever been an alcoholic?    � Yes � No 
Do you use illegal drugs?     � Yes � No     
 
Abuse 
Within the last year, have you been hit, slapped, kicked 
or physically hurt by someone?     � Yes � No 
Within the last year, has anyone ever forced you to  
have sexual activities?      � Yes � No 
Do you feel you are verbally or emotionally abused by someone? � Yes � No 
Have you had counseling for these issues?   � Yes � No     
   If yes, for how long?             
   If yes, was it helpful?            
 
Stress Management 
What are the current major stressors or life changes in your life?  
              
Any major changes in the family health during the past year? � Yes � No 
If yes, explain:             
How do you handle stress? � Very well � Moderately well � Poorly    
What do you to do relax?           
 
 

13. SYMPTOMS 
 

Please indicate how bothered you are now and in the past few weeks by any of the following: 
 
   Not at all         A little bit         Quite a bit          Extremely  
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I have fevers or chills   �  �  �  �   
I have fevers    �  �  �  �   
I have nausea or vomiting   �  �  �  �   
I have a runny nose or cough   �  �  �  �   
I have recently lost or gained 10 lbs �  �  �  �   
I have hot flashes   �  �  �  �   
I have night sweats   �  �  �  �   
I have difficulty going to sleep  �  �  �  �   
I have difficulty staying asleep  �  �  �  �   
I get heart palpitations or a sensation of 
Butterflies in my chest or stomach �  �  �  �   
I feel like my skin is crawling  �  �  �  �   
I feel more tired than usual  �  �  �  �   
I have difficulty concentrating  �  �  �  �   
My memory is poor    �  �  �  �   
I am more irritable than usual  �  �  �  �   
I feel more anxious than usual   �  �  �  �   
I have more depressed moods   �  �  �  �   
I am having mood swings   �  �  �  �   
I have crying spells    �  �  �  �   
I have headaches   �  �  �  �   
I need to urinate more than usual  �  �  �  �   
I leak urine    �  �  �  �   
I have pain or burning while urinating  �  �  �  �   
I have bladder infectins   �  �  �  �   
I have uncomfortable loss of stoor or gas �  �  �  �   
My vagina is dry   �  �  �  �   
I have vaginal itching   �  �  �  �   
I have an abnormal vaginal discharge  �  �  �  �   
I have vaginal infections  �  �  �  �   
I have pain during intercourse   �  �  �  �   
I have pain inside during intercourse  �  �  �  �   
I have bleeding after intercourse  �  �  �  �    
I lack desire or interest in sexual activity �  �  �  �   
I have difficulty achieving orgasm �  �  �  �   
My opportunity for sexual activity is  limited �  �  �  �   
My stomach feels like it’s bloated or 
    I’ve gained weight   �  �  �  �   
I have breast tenderness   �  �  �  �   
I have joint pains   �  �  �  �   
 
 

14. ABOUT MENOPAUSE AND HORMONE THERAPY 
 

How do you view menopause? 
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 � Positively For example, menopause means no more periods and no more worry about   
  contraception..Menopause marks a new life phase. 
 � Negatively. For example, menopause means a loss of fertility and loss of youth. 
 � Other:             
What concerns you most about menopause?  USE ADDITIONAL SHEET IF NECESSARY 
 
 
 
 
              
What are your current views regarding hormone therapy for menopause? 
 � Positive. Hormone therapy is appropriate for some women. 
 � Negative. I don’t support the use of hormone therapy.       
What concerns you most about hormone therapy for menopause? USE ADDITIONAL SHEET IF NECESSARY 
 
 
 
              
How would you rate your knowledge about menopause? 
 � Very good          � Fair         � Moderately good          � Little knowledge  
How do you get your information about menopause? (Mark all that apply) 
 � Books  � Internet  � Magazines.  � Friends � TV  � Healthcare providers    
Is there anything else you would like your healthcare provider to know?   
USE ADDITIONAL SHEET IF DESIRED 
 
 
 
 
 
              
 

Thank you! Please note that the information you have provided will be held in the strictest confidence. 
 

The North American Menopause Society has provided this form as a service to the healthcare community based on the best 
understanding of the science related to menopause at the time of publication, but the form should be used with the clear 
understanding that continued research may result in new knowledge and recommendations. This form is provided only as a 
diagnostic assist to practitioners making clinical decisions regarding the health of women in their care. Its contents provide guidance 
and, as such, it cannot substitute for the individual judgment brought to each clinical situation by the caregiver with respect to any 
additional data that may be required in order to make appropriate clinical decisions. The North American Menopause Society is 
not responsible nor liable for any advice, diagnosis, course of treatment, or drug or device application based on the healthcare 
provider’s use of this form. 
 

Copyright © 2005, The North American Menopause Society. All rights reserved. 
The North American Menopause Society (NAMS), PO Box 94527, Cleveland, OH 44101, USA. 

Permission is granted by NAMS to reproduce this evaluation form, in whole or in part, for use in clinical practice. Published July 2005.  
 

CLINIC AGREEMENTS 
 



Margaret Aranda, MD  Aranda MD Enterprises 
22122 Sherman Way, Ste 106  O: 800.992.9289 
Canoga Park, CA 91303  F: 888.434.0960 

 15 

Medications. I agree to ask questions about any new or existing medications prescribed to me, and to 
advise the doctor of any side effects or adverse events. I accept there are side effects to every supplement 
and medication, and that while every effort is made to minimize them, side effects are unpredictable and 
depend on many unforeseen factors. I must have preexisting bloodwork and clinical findings suggesting 
all medications are needed. While testosterone may not cause a new cancer to form, it may make an 
existing or imperceptible cancer, growth, or tissue grow bigger. This is not limited to muscles, but to the 
prostate gland. I agree not to hold Dr. Margaret Aranda, Aranda MD Enterprises or any staff liable or 
responsible for any cancer diagnosis made in my body, including for the times prior to, during and after 
being treated by her. 
Long-term effects of testosterone. I understand that the long term effects of testosterone are not fully 
understood. There may be important health risks or benefits not listed that medical science does not 
know. 
Blood draws. I agree to have any and all blood draws the doctor suggests or orders done at my own 
expense. They will be drawn in as timely a manner as possible.  
Estradiol/estrogen. Those with a history of uterus or breast cancer should not go on estrogen or estradiol 
therapy and/or need to talk to their oncologist before starting hormone therapy. Estradiol may increase 
breast tissue, cause breast swelling or tenderness, increase vaginal mucous and alleviate hot flashes. It is 
FDA approved for hot flashes. 
Progesterone. Progesterone can lead to blood clots. Women on birth control pills, smokers, or those with 
a history of blood clots should use progesterone with caution.  
Drug Enforcement Agency (DEA). Before going on testosterone, which is a Drug Enforcement Agency 
(DEA) Controlled Substance, I must be examined in person. Testosterone is regulated by the DEA and I 
agree to be bound by all regulatory and compliance issues the doctor advises or follows.  
Release of Liability. To my best knowledge, I have filled out this document as honestly and completely as 
possible, without leaving out anything important. I forever hold Dr. Margaret Aranda, Aranda MD 
Enterprises, and all staff, to not be liable for any of my decisions to have hormone replacement therapy 
to include testosterone and other prescription medications, including that I lose my right to sue her for 
negligence, malpractice, adverse or untoward event as a direct or indirect result of receiving any or all 
hormone treatments. This applies to but is not limited to drug side effects, a new cancer, a growth in an 
existing cancer, facial hair growth, baldness or loss of hair, effect of aggression or sex performance, or 
availability and access to any and all medications. I have no guarantee that any of my existing conditions 
will change, improve, or get worse.  
 
SIGNED:         DATE:     
 
PRINTED:        
 

 
 
 

INFORMED CONSENT  
TESTOSTERONE – PAGE 1 
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Testosterone is a sex hormone that causes the development of male sex characteristics and 
strengthening in females. Its effects include increased muscle mass and facial hair, and a deeper 
voice. Testosterone can be given in different forms: injection, gel, patch, cream, or pellet. Some 
have reported a patch or gel has fewer side effects and/or mood swings.  
Important Health Considerations. If any of the following conditions affect you, please sure to 
discuss with the doctor:  
Acne  
A family or personal history of heart disease  
A family or personal history of breast cancer  
A personal history of any hormone receptive positive cancer  
A personal history of a blood clot 
High levels of cholesterol  
A personal history of liver disease 
A personal history of a high red-blood-cell count  
Obesity  
Tobacco use  
Periodic testing.Tto check on the effects of testosterone, routine blood tests and physical 
exams should be continued, when applicable. 
Side Effects. Some changes may take months or years to occur, and may be permanent:  
Increased hair growth on my face, arms, legs, chest, back, and abdomen 
Hair loss, especially at my temples and crown of my head, and possibility of complete baldness 
Deepened voice 
Side Effects. Some changes may take months or years to occur, and may NOT be permanent:  
Increased libido and changes in sexual behavior similar to that experienced at puberty  
Increased muscle mass  
Decreased fat in my breasts, buttocks and thighs  
Increased fat in my abdomen  
Increased sweat and changes in body odor  
Increased appetite, weight gain, and fluid retention.  
Prominence of veins and coarser skin  
Acne of the face, back, and chest, especially in the first few years of treatment, which, if severe, 
may cause permanent scarring. 
Increased breast fat, which may be reversible with addition of another prescription drug. 
Sexually transmitted disease. I understand testosterone will not protect me from sexually 
transmitted diseases, or from HIV. 
 

INFORMED CONSENT  
TESTOSTERONE – PAGE 2 
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Contraindications. I understand testosterone is medically contraindicated for anyone who has 
had a hormone receptive positive cancer. I understand that testosterone does not make me  
immune to cancer of the breasts or uterus. Current research suggests that testosterone does 
not increase the risk of these cancers but monitoring for them is important. I agree to be 
monitored whenever the doctor so states. 
Effect on Cholesterol. I have been informed taking testosterone may cause my good 
cholesterol (HDL) to go down and my bad cholesterol (LDL) to go up. This may increase my 
chances of a future heart attack and/or stroke. This risk is thought to be similar to the risks 
found in men or transgenders taking testosterone. I agree to be monitored for my cholesterol 
levels before starting testosterone, and periodically during therapy. 
Effect on Diseases. I understand that testosterone may increase the risk of  or worse, certain 
diseases such as but not limited to heart disease, cancer, type 2 diabetes, high blood pressure, 
migraines, sleep apnea, and epilepsy or seizures. If yI think I am developing these diseases, I will 
tell the doctor. Any of the listed diseases can generally be treated and generally do not require 
you to stop taking testosterone. I will discuss with my doctor. 
Effect on Red Blood Cells. I understand that testosterone increases the number of red blood 
cells, which may potentially but rarely increase my risk of stroke, heart disease, and blood clots. 
Liver metabolism. I understand that testosterone may put a stress on the liver, leading to 
inflammation. The risk is greatly decreased by taking non-oral forms of testosterone. I agree to 
be monitored for liver problems before starting testosterone, and periodically during therapy. 
Osteoporosis. I understand testosterone may decrease my risk of osteoporosis, a thinning and 
weakening of the bones. Osteoporosis may still develop or worsen after starting testosterone. 
Mood Changes. I understand that emotional changes may occur after testosterone therapy. 
Additionally, if I develop mood changes, more depression, anxiety, or suicidal thoughts, I agree 
to tell my doctor so that she may assist me in finding resources to explore these changes and 
adjust my dose if needed and/or if they are a problem.  
General. I understand that once injected, testosterone will wear off. I understand that 
everyone’s body is different and there is no way to predict my response to hormones. I 
understand that the right dosage for me may not be the same as for someone else and it may 
need to fluctuate with any side effects I experience.  
Drug Interactions. I understand testosterone can interact with other drugs or medicines, 
causing complications. These include alcohol, diet supplements, herbs, other hormones, and 
street drugs. I need to prevent these complications because they can be life threatening. I will 
be honest with my healthcare provider about whatever else I take besides what I have listed.  
 

INFORMED CONSENT  
TESTOSTERONE – PAGE 3 
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Testing. I will have periodic physical examinations and blood tests to make sure my body is 
healthy while on testosterone. I understand this is required to receive testosterone by this 
doctor.  
Estrogen. I have been informed that my body may automatically change some of the 
testosterone into estrogen; this is normal and it may slow or stop the desired effects of 
testosterone.  
Sharing Drugs or Needles. I understand that testosterone is a DEA-controlled substance (like 
opioid pain medicines and some sedatives like Valium), and that it is completely illegal to share 
testosterone with other people. I will not share needles with anyone, as I also understand that 
sharing needles with anyone places me at risk for blood borne infections like HIV/AIDS and 
hepatitis.  
Stopping Testosterone. I understand I can stop taking testosterone at any time; I may 
experience a non-life threatening change in mood, vitality or strength that returns like I had 
before I started treatment. I also understand that my provider can discontinue treatment for 
clinical reasons, noncompliance, sharing testosterone, taking more than prescribed, or taking it 
more often than prescribed. 
 
MY SIGNATURE. My signature below confirms that my doctor has talked with me about:  

• Benefits and risks of taking testosterone, estrogen and progesterone 
• Possible or likely consequences of hormone therapy  
• Alternative treatment options 
• I understand the risks that may be involved 
• I know that the information in this form includes the known effects and risks. I also know that 

there may be unknown long-term effects or risks 
• I have had enough opportunity to discuss treatment options with my healthcare provider(s). 
• All of my questions have been answered to my satisfaction 
• I believe I know enough to give informed consent to take, refuse, or postpone hormone therapy 
• I am 18 years old or older. Based on all this information 
 〇 I want to begin taking hormone replacement therapy.  
 〇 I do not want to take hormone replacement therapy at this time.  

 
 
SIGNED:        DATE;    
 
PRINTED:        
 


