REPLENISH WELLNESS CENTER

185 CHATEAU DR. SuITE 302B
HunTsviLLE, AL 35801

Marme: Date of Birth:

FEMALE PATIENT
QUESTIONNAIRE & HISTORY

-~
Marme: Date:
Date of Birth: Age: Wight: _ Ocecupation:
Haome Addrass:
Cilby: State: Zip:
Home Fhone: Cell Fhone: Work:

Freferred Contact Mumber:
May we send messages via text regarding appointment s o your cell? [ ves= [ wo

Email Address: May we contact you via email? [ ves [ wno
In Case of Emergency Contact: Relatiorship:

Home Fhone: Cell Fhone: Work:

Frimary Care Physician's Marmse: Fhore:

Address:

Marital Status (check ane): [] married [] Divorced [ Widow [] Living with Partner  [] Single

In the event we cannot contact you by the means you have provided above, we would like to know if we have
permission Lo speak Lo vour spouse of significant other about yvour treatment. By giving the information below, vou
are giving us permission to speak with yvour spouse or significant other about your treatment.

[] | drink alcoholic beverages  perweek. [ |drink more than 10 alcohalic beverages a week.

.

p vy
: ™
Social:
[ 1am sexually active. OR [] 1 want to be sexually active. [ 1 do mest want te be
[] 1| have completed my Family. OR [ | have NOT completed rmy family. sexually active
[] My sex life has suffered OR [ ! harve mot been able to have an
orgasm or it iswery difficult.
A v
Habits:
(] I smokecigarettes or cigars perday. [ |use e-cigarettes_ a day ] luse caffeine _ a day.
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REPLENISH WELLNESS CENTER

185 CHATEAU DR. SuITE 302B
HunTsviLLE, AL 35801

P A Cate of Birth:

FEMALE PATIENT
QUEST'ONNA'RE & I_”STORY CONTIMNUED

4 2

Female Medical History

Ay krown drug allergies:

Hawve you ever had any issues with local anesthesia? L ves [ Mo

If yes, please explain: Do you have a latex allergy? [ Yes [ No

Medications Currently Taking:

Current Hormone Replacement Therapy:

Fast Hormone Replacement Therapy:

Mutritional/Vitamin Supplemesnts:

Surgeries, list all and where

Last menstrual period (estimate year iF unknown):

Other Pertinent Information:

Preventative Medical Care:

O Medical A5Y M exam in the last year. [ Mammagram in the last 12 months.
[ Bone density in the last 12 months. [ Pelvie ultrasound in the last 12 months.
- vy
Pertinent Medical/Surgical History: \\' Birth Control Method:
[] Breast cancer [] Fibrocystic breast or breast pain O Menopause
[ Uterine cancer [ Uterine fibroids [[] Hysterectomy
[] Owvarian cancer [1 irregular or heavy periods [ Tubal hgation
[] Polycystic ovaries/PCOS [] Menstrual migraines [ Birth control pills
[] Acne [] Hysterectomy with remowval of [] vasectamy
[] Excess facial/body hair avaries ] o
[ infertility [] Partial hysterectomy (uterus only) [] Infertility
[] Endometriosis 1 Snﬂwﬂmmw remaoval of ovaries [] Other
[] Epilepsy or seizures
N\ AN J
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REPLENISH WELLNESS CENTER

Ma

185 CHATEAU DR. SuITE 302B
HunTsviLLE, AL 35801

me:

FEMALE PATIENT
QUEST|ONNA|RE ‘8( HlSTORY COMTIMUED

Cate of Birth:

-

.

Medical ilinessas:

] High blood pressure

[] Heart biypass

] High cholesterol

[] Hair thinnirg

[] Heart disease

O] Stroke andfor heart attack

[] Blood clot, DVT andfor
a pulmonary embolism

] Heart arrhythmia ar atrial
fibrillaticrm

] Ary Farm of hepatitis ar HIV

[ Lupus or other autaimmurne
dizease

[] Frequent blood donation or
history of anemia

] Fibrarmalgia

[ Chranic kidney disease

] Dialysis

Oooodo O

Chranic liver disease

(hepatitis, Fatby liver, cirrhosis)

Ciabetes

Thyroid disease
Arthritis
Depressionfanxieby
Peyehiatric disorder
Cancer (bype):
ear:

N
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REPLENISH WELLNESS CENTER

185 CHATEAU DR. SuITE 302B
HunTsviLLE, AL 35801

M arme: Date af Birth:

FEMALE HEALTH ASSESSMENT

Which of the following symptoms apply to you currently (in the last 2 weels)? Please mark the appropriate box
for each symptom. For symptoms that do not currently apply or no longer apply, mark “none”.

-
Symptoms Hever Mild Modemte SevereVery Sever
{m (I {2 {(H )
ot 0 o (o NEeEE
Sweating (night sweals or increased episodes of sweating) I ]
Sleep problems (difficulty falling asleep, sleeping through the night or H O
waking up oo earky
Depressive mood (feeling down, sad, on the verge of tears, lack of drive) ] 1
Irritability (mood swings, fesling aggressive, angers sasily) ] ]
Anxiely (inner restlessness, feeling panicky, feeling nervous, inner lension) [ ]
Physcal exhaustion {(gereral decrease in muscle strength or endurance,
decrease in work perfarmance, fatigue, lack of energy, stamina or O O
mativation
Sexual problems (change in sexual desire, sexual activity, argasm and/or ] ]
satisfaction)
Bladder problems (dificulty in urinating, increased need to urinate, O |
incontinence)
Vaginal sympltoms (sensation of drymess ar burning in vagina, difficulty ] ]
with sexual intercourse)
Joint and muscular symploms (oint pain or swelling, muscle wealkness, O O
poor recovery afler exercise)
Difficulties with memory Ll ]
Problems with thinking, concentrabing or reasoning O ]
Difficulty lear rirng new things [ ]
Trouble thinking of the right word to describe persons, places or things [ ]
when speaking
Imcrease in frequency or intensity of headaches or migraines [ 1
Hair loss, thinnirg or change in Exture of hair [ 1
Feel cold all the time or have cold hands or feet O Ol
Weight gain or difficulty losing weight despite diet and exercise [ 1
Cry or wrinkled skin O O
Total score
L. _/




