




                                                                                                                                                Name: ____________________________
                                                                   Maricopa Wellness Center                               D.O.B _____________________________
                                                                   AMS Checklist- Before BHRT

Which of the following symptoms apply at this time?
Place an “X” for EACH symptom. For symptoms that do not apply, please mark NONE. 

                                                                                                                             None        Mild      Moderate    Severe    Extremely Severe

 
Decline in your feeling of general well-being 1.

      (general state of health, subjective feeling) 
    
   2. Joint pain and muscular ache (lower back pain, joint pain, 
       pain in a limb, general back ache)

   3. Excessive Sweating (unexpected/sudden episodes of sweating, 
       hot flushes independent of strain)
   
   4. Sleep Problems (difficulty in falling asleep, difficulty in sleeping 
        through, waking up early and feeling tired, poor sleep, sleeplessness

   5. Increased need for sleep, often feeling tired

   6. Irritability (feeling aggressive, easily upset about little things, moody) 

   7. Nervousness (inner tension, restlessness, feeling fidgety)

   8. Anxiety (feeling panicky) 

   9. Physical exhaustion / lacking vitality (general decrease in performance, reduced  
       activity, lacking interest in leisure activities, feeling of getting less done, of achieving 
       less, of having to force oneself to undertake activities. 

   10. Decrease in muscular strength (feeling of weakness) 

   11. Depressive mood (feeling down, sad, on the verge of tears, lack of drive, 
         mood swings, feeling nothing is of any use) 

   12. Feeling that you have passed your peak

   13. Feeling burnt out, having hit rock-bottom

   14. Decrease in beard growth

   15. Decrease in ability / frequency to perform sexually

   16. Decrease in the number of morning erections. 

   17. Decrease in sexual desire / libido (lacking pleasure in sex, 
         lacking desire for sexual intercourse) 

Please share any additional comments about your symptoms you would like to address. 

Please list any prior hormone therapy?

Recent PSA: Recent Digital Rectal Exam (Date): Normal / Abnormal

History of Prostate problems or Biopsy. If so, please provide details. 

Date: 



This notice describes how medical
information about you may be used and

disclosed and how you can get access to this
information. Please review it carefully. 

Your Information. 
Your Rights
Our Responsibilities. 

Your 
Rights

Your 
Choices

Our 
Uses and 

Disclosures

Get a copy of your paper or electronic medical record
Correct your paper or electronic medical record
Request confidential communication
Ask us to limit the information we share
Get a list of those with whom we've shared your information
Get a copy of this privacy notice
Choose someone to act for you
File a complaint if you believe your privacy rights have been violated 

You have the right to:

Tell family and friends about your condition 
Provide mental health care 

You have some choices in the way that we use and share information 
as we: 

Treat you 
Run our organization
Bill for your services
Help with public health and safety issues
Do research 
Comply with the law
Address worker's compensation, law enforcement, and other government 

Respond to lawsuits and legal actions

We may use and share your information as we: 

      requests

___________________________           _______________________________               ___________________
Print Name:                                  Signature                                               Date

I acknowledge receipt and understanding of my rights.






