'/;ARD Medical History Form

Drug Co.

Of Nashville, Inc.

Please return your form to the Pharmacy when yoe fiaished.
The Pharmacists will meet with you to review yauormation. Thank you.

1. Patient I nformation: Today's Date:

Name: Birth date:

Address: City: State:
Zip:

Home / Work Phone #:

Gender: Male Female Height: Weight:

Would like to receive our monthly newsletter? Yes No

Email Address:

2. Please list each doctor from whom you seek cackjdimg address and phone number, if knawn.

Doctor Name: Address: Phone:
Doctor Name: Address: Phone:
Doctor Name: Address: Phone:

3. Over-the-counter (OTC) issues.
Please check all products that you use occasiooatggularly. Check all that apply.

___Painreliever ___ Candtion product (cough+cold reliever.)(Example:afninic DM)
___Aspirin _leé&p Aids (Examples: Excedrin PM, Unisom, Somiréytol)
___Acetamorphin (Example: Tylenol) ___Antidiarrheals (Exaewl Imodium, Pepto Bismol, Kaopectate)
___Ibuprofen (Example: Motrin IB) ___Laxatives/stool softrs (Examples: Doxidan, Correctol, etc.)
__Naproxen (Example: Aleve) __ Diet aids/weigbs$ products (Example: Dexatrim)
___Ketoprofen (Example: Orudis KT) ___Antacids (Examples: MaaMylanta)

___ Cough Suppressant (Example: Robitussin DM) ___Acid blockers (Examples: Tafaidgt, Pepcid AC, Zantac 75)
___Decongestant product (Example: Sudafed) ___Other (Please List)

4. Medical Conditions/ Diseases. Please Check all that apply to you.

___Heart Disease (example: Congestive Heart Failure ___Lung conditiox¢enple: asthma, emphysema, COPD)
___High Cholesterol or lipids (examples: Hyperligidia) ___Diabetes

___High Blood Pressure (example: Hypertension) ___Arthritis orip problems

___ Cancer __ Depression

___Ulcers (stomach, esophagus) __ilepsy

___ Thyroid Disease ___Headaches / Migraines

___Hormonal Related issues Eye Disease (glaucoma, etc.)

___Blood Clotting Problems Other. Please List:

Patient Name: SS #:
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5. Family History of Diabetes: Yes No

6. Family History of Heart Disease Yes No

7. Family History of Hormonal Cancer Yes No

What type of cancer: Who:

8. Have you had a bone density scan? Yes No Date:
Results:

Physician’'s Name: Date of last exam:

9. Drug Allergies:

10. Prescription Medications: Please list all prescription medications you aneesily using, Be sure to include any mail order or
physician samples.

Medication Name Dose How many times per day? Doctor

1.

Patient Name: SS #:
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0.

Hor mone Replacement Therapy Specific Information

How did you arrive at the decision to considexseription Natural Hormone Replacement Therapy?
___ Doctor ___ Self ___Friend / family member
. Bone Size: __ Small ___ Medium ___Large
. Have you ever used oral contraceptives? _ NIES 3a. If YES, any Problems? _ NO_YES
. How many pregnancies have you had?

4a. How many children?

. Have you had a hysterectomy?  NO __ YES
5a. If YES, Date of surgery: ____ Total _ Utetundy
. Have you had a tubal ligation? __NO ESY
. Were you prematurely gray? __NO ESY
. Have you had any of the following tests perfadfh€heck those that apply and note date of last tes

Mammography _ No __ Yes Date:
Pap Smear __No __ Yes Date:

When was your last period?

10. How many days did it last?

11. Do you have, or did you ever have Premens8yatirome (PMS)? _ No __ Yes

1la. If YES, explain Symptoms:

Patient Name: SS #:
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Hor mone Replacement Therapy Specific Information

12. Do you take hormones of any kind?
If so, list (include birth control pills omatural hormone cream):

Type Dose Do they help your symptoms How often do you use them? How long have you used them?
13. Have you tried other hormones? so, Ifist:
What kind? What dose? How they affected you?
14. Do you have ovaries? Yes No

Date of last period:

Describe your periods (For example: Are your pesicejular? How many days from start of one petaattie start of the next one? Num-
ber of days of flow? Describe your flow. Any bleeglibetween periods? Do you have clots?

15. Do you have a history of vaginal/bladder infets?

16. Have you ever had a miscarriage(s)? When

17. Do you have trouble sleeping: No Yes, please describe: how long had tieis bgroblem?, can you go
to sleep but then wake up, have mind raatngght, etc.

18. Do you have PMS symptoms? Yes No

If yes, when do symptoms start and stop:

PMSPatients please fill in this section:

PMS-A PMS-H PMS-C PMS-D
___Nervous tension ____Weight gain ____Headache ____ Depression
____Mood swings ____Water retention ___ Cravings ___Forgetfulnes
____lrritability ___Breast tenderness ____Heart palpitations ___Crying
____Anxiety ___Bloating ___Fatigue ____Insomnia
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DIET /LIFESTYLE

1. Dietary Restrictions:

Describe typical meal choices:

Breakfast:
Lunch:
Dinner:
2. Do you get regular exercise? Yes No__ If yes, please describe:
3. Stress Level: High Moderate: None:
STRESSMANAGEMENT: Do you practice any stress management techniques? YES NO
If YES, describe what you do and how often?
4. Do you experience low blood sugar symptoms @oklycemia? For example:
5. Do you get shakie, dizzy, or irritable if you dot eat or eat sugar? Yes No

Current Supplements: (include milligrams/dosages):

6. Number of regular bowel movements on a dailyd?as

Lifestyle Infor mation:
Do you use? Yes or No If YES, how often and how much?

Tobacco (Smoke, chew, dip)

Alcohol (beer, wine, hard liquor

Caffeine (cola drinks, tea, coffep)

3. General Health: Good Fair Poor
4.Energy Level: High Fairly High Low
5. Blood Pressure:
6. Cholegterol Level: (If Known): Total: Date:
HDL: LDL: Triglycerides:
IMPAIRMENTS: Check if you have any of the following:
____Physical Impairment ___ Vidagbairment _____Hearing Impaintne
EXERCISE: Do you exercise regularly? ___YES ________NO
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7. Please list major concerns and the goals thawwauld like to achieve with natural hormone replaent
therapy and/or hormonal balancing:

Impression / Notes (for office use):
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Patient Symptom Severity Chart

Please read the following list of symptoms and tta¢dr severity on the
corresponding lines using the following keys:

Absent Mild Moderate
| | |
| | | |
0 1 2 3 4 5
Date I / / [ I
Today Follow-up 1 | Follow-up 2 | Follow-up 3
Symptoms of Low Estrogen
Dry Skin
Heart Palpitations
Hot Flashes

Inability to reach climax

Night sweats

Painful intercourse

Sleep disturbances

Urinary incontinence

Urinary tract infections (UTI's)

Yeast infections

Symptoms of Low Progesterone

Anxiety

Cramping

Insomnia

Irregular menses

Joint Pain

Mood swings

PMS

Swollen breasts

Water retention

Weight gain

Symptoms of L ow Testosterone

Blunted motivation

Diminished feeling of well-being

Fatigue, prolonged

General aches and pains

Muscle weakness

Symptoms of Both Low Estrogen
and Testosterone

Thinning skin

Vaginal dryness

Symptoms of Low Estrogen,
Progesterone, and/or Testosterone

Depression

Fuzzy thinking

Hair loss

Headaches

Irritability

Low sex drive

Memory lapses

Severe



WVARD

L Drug Co.

Of Nashville, Inc.

117 West Church Street ? Nashville, NC 27856
252-459-2135/ 800-721-5701

Pharmacy Record Release Authorization

I, undersigned patient, authorize my pharmacistlgase my personal medication
and/or other medical information to my health qai@vider upon request or as deemed necessary.

| understand that employees of Ward Drug CompararrRacy will protect my privacy and this

information will be released to other health ca@@ssionals only when it is necessary in order to
provide health care services to me. This authsh@il continue until revoked by me in writing.

Patient Name:

Address:

City, State, Zip:

Phone:

Signature:

Date:

Patient Name: SS#:




