FEMALE HEALTH ASSESSMENT QUESTIONNAIRE

NAME: EMAIL:

TODAY’S DATE: PHONE:

Please mark the appropriate box for each symptom you may be experiencing.

SYMPTOMS NONE MILD MODERATE SEVERE

VERY SEVERE

Physical Exhaustion (fatigue, lack of energy, stamina
or motivation)

Sleep Problems (difficulty falling asleep or sleeping
through the night)

Irritability (mood swings, feeling aggressive, angers easily)

Anxiety (feeling overwhelmed, feeling panicky, or
feeling nervous)

Decline in drive or interest (loss of “zest for life,”
feeling down or sad)

Joint and muscular symptoms (joint pain, muscle
weakness, poor recovery after exercise)

Difficulties with memory (concentration, finding the
right word, or retaining information)

Vaginal dryness or difficulty with sexual intercourse

Sexual Problems (change in desire, activity, orgasm
and/or satisfaction)

Sweating (night sweats or increased episodes
of sweating)

Hot Flashes (burst that starts in chest and lasts
for short duration)

Hair loss, thinning or change in texture of hair

Feeling cold all the time, having cold hands or feet

Headaches or migraines (increase in frequency
or intensity)

Weight (difficulty losing weight despite diet/exercise)

Bladder problems (difficulty in urinating, increased
need to urinate, incontinence)

Other symptoms or unique health circumstances to take into consideration:
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FEMALE HEALTH HISTORY & SYMPTOMS
For CDSS Continuous Round

PATIENT INFORMATION

Name: Date:

Date of Birth: Age: Weight: Height:

Have you been diagnosed with any cancer since initial

pelleting (excluding basal cell carcinoma)? [dYes [No

Blood clot, DVT, heart attack or stroke since being pelleted? [dvYes [INo

Currently pregnant or trying to conceive? Cdyes [No

Had a recent mammogram (within last 12 months)? [dYes [INo

Have you had a hysterectomy since last insertion? dyYes [No

If so, type of hysterectomy: O Complete (uterus and ovaries removed) [ Partial (uterus only removed)
Had menstrual cycle (within last 12 months)? dvyes [No

Had endometrial ablation? [dYes [No

Have you had any spotting or bleeding since last pellet? [dYes [No

Are you on birth control? [dYes [No

Name of birth control:

Select types of hormones you are currently on: []Testosterone []Estrogen [_]Progesterone [_]Thyroid
Are you currently on statins? [dYes [No

Are you a smoker? [dYes [No

Are you currently on oral nitrates? [dvYes [INo

PATIENT’S CURRENT AND PAST MEDICAL HISTORY
Select all that apply:

Cardiovascular Conditions: Neurological Conditions:

[ Tachycardia [CJEpilepsy or Seizure Disorder
[CHypertension [ Depression/Anxiety
[IHyperlipidemia [LIPsychiatric Conditions
[JObstructive Sleep Apnea [IMigraine with Aura

[JAtrial Fibrillation [CIMeningioma (since last pellet)

Gynecological Conditions:
[]Pre-Menstrual Syndrome
[CJEndometriosis
[JFibrocystic Breast Disease
[CIFibroids (since last pellet)
[ Polyps (since last pellet)
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FEMALE HEALTH HISTORY & SYMPTOMS

For CDSS Continuous Round

MEDICAL HISTORY

Endocrine and Metabolic:

[dpcos

[ Diabetes Type 2 or Insulin Resistance
[IHyperthyroid

[IHypothyroid

[ Multiple Endocrine Neoplasia Type-2

Autoimmune Conditions:
[[IDiabetes Type 1
[CJHashimoto’s Thyroiditis
|:|Graves’ Disease
[CJRheumatoid Arthritis
[CIMultiple Sclerosis

[C]Systemic Lupus (Erythematosus)
[IPsoriasis

[11BS (Irritable Bowel Syndrome)
[ Crohn’s Disease

[] Ulcerative Colitis

Organ Specific Conditions:

[ILiver Disease (since last pellet)
[CIKidney Disease (since last pellet)
[CILAM (Lymphangioleiomyomatosis)
[[JOsteoporosis or Osteopenia
CIHIv

[[JHepoatitis

[CJHemochromatosis
[JPancreatitis (since last pellet)
[IHistory of or Gall Bladder Disease
[JPolycythemia Vera (PV)

SYMPTOMS AND CONCERNS

Select all that apply:
[CJHot Flashes

[INight Sweats

[IVaginal Dryness

[CIDecreased Interest in Sex
[dinability To or Delayed Orgasm
[IPainful Intercourse

|:|Urir1ary Incontinence
[IFrequent Urinary Tract Infection
|:|Breast Tenderness

Cweight Gain

[CIHair Loss

[IHair Thinning

DThinning Eyebrows
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[C1Cold Hands or Feet
[CIBrittle Nails

[IDry or Flaking Skin
[JLack of Energy (Fatigue)
[CIDecreased Muscle Mass
[CJAcne

[JFacial Hair

[IDry Eyes

[C1Joint Pain

[ Difficulty Sleeping
[[IMind Racing at Bedtime
[]Eating When Stressed



Female Hormone Replacement Insertion Consent

Name:

Date of Birth:

My physician/practitioner has recommended bioidentical hormone therapy
delivered by a pellet inserted under my skin for treatment of symptoms | am
experiencing related to low hormone levels. The following information has
been explained to me prior to receiving the recommended therapy.

OVERVIEW

Bioidentical hormones are hormones that are biologically identical to that
made in my own body. The levels of active estradiol and/or testosterone
made by my body have decreased, and therapy using these hormones

may have the same or similar effect(s) on my body as my own naturally
produced hormones. The pellets are a delivery mechanism for estradiol and/
or testosterone, and bioidentical hormone replacement therapy using pellets
has been used since the 1930’s. There are other formulations of estradiol and
testosterone replacement available, and different methods can be used to
deliver the therapy. There are no commercially available forms of testosterone
that are formulated specifically for use in females. The risks associated with
pellet therapy are generally similar to other forms of replacement therapy
using bioidentical hormones.

PELLET ACTIVE INGREDIENTS

| understand that (please initial by the appropriate statement):

___lam receiving pellets today that contain testosterone only.

___ | am receiving pellets today that contain estradiol and testosterone.
___lam receiving pellets today that contain testosterone and anastrozole.

RISKS/COMPLICATIONS

Risks associated with pellet insertion may include: bleeding from incision site,
bruising, fever, infection, pain, swelling, scarring, keloid formation at incision
site, vaginal engorgement, pellet extrusion which may occur several weeks

or months after insertion, reaction to local anesthetic and/or preservatives,
allergy to adhesives from bandage(s), steri strips or other adhesive agents.

Some individuals may experience one or more of the following side effects
with testosterone: acne, abnormal bleeding or a change in menstrual cycle
(if patient has a uterus), anxiety, breast or nipple tenderness or swelling,
insomnia, depression, mood swings, fluid retention, headaches, excess facial
hair, hair thinning and/or loss, voice deepening, clitoromegaly, rash, redness,
itching, lack of effect hypersexuality (overactive libido) or decreased libido,
overproduction of estrogen (called aromatization) or an increase in red blood
cell formation or blood count (erythrocytosis). The latter may be diagnosed
with a blood test called a complete blood count (CBC). This test should be
done at least annually. Erythrocytosis can be reversed simply by donating
blood periodically, but further workup or referral may be required if a more
worrisome condition is suspected. If you are planning to start or expand
your family soon, please talk to your provider about other non-testosterone
options. In addition, testosterone may cause some breast cancers to grow
more rapidly.

RISKS/COMPLICATIONS OF ESTRADIOL (Only applicable if receiving
estradiol in the pellets)

The side-effects of estradiol are similar to those listed above for testosterone.
Additionally, there is some risk, even when using bioidentical hormones, that
estrogens may cause existing cases of some breast cancers to grow more
rapidly. This risk may also apply to some undiagnosed forms of breast cancer.

Using estrogen-alone (without progesterone) may increase the chance of
getting cancer of the uterus. Endometrial sampling (biopsy) or surgery may be
required if abnormal bleeding occurs.

Please initial if you are postmenopausal, have a uterus, and are getting
estradiol.

___lunderstand that | have a uterus and am receiving postmenopausal
dosing of estradiol. | agree to take progesterone as directed by my health care
provider while receiving estradiol.

RISKS/COMPLICATIONS OF ANASTROZOLE (Only applicable if receiving
anastrozole in the pellets)

Anastrozole is a type of medication called an aromatase inhibitor. Aromatase
inhibitors limit or prevent the conversion of testosterone into estrogen.
Aromatase inhibitors can be used for a variety of conditions but are most
commonly used in patients with a history of estrogen receptor positive breast
cancer.

Anastrozole should not be used in pregnant women and should be used with
caution in females with pre-existing ischemic heart disease. Anastrozole in
pellets should not be given to premenopausal women nor to women taking
oral aromatase inhibitors (anastrozole or letrozole) or selective estrogen
receptor modulators (tamoxifen or raloxifene).

The amount of anastrozole used in pellets is very low. The most common
side-effects for women taking anastrozole are hot flashes, joint pain, and
muscle pain. Because of the low dose in the pellet, these effects are not

usually seen with this type of therapy, however.

CONSENT FOR TREATMENT

| agree to immediately report any adverse reactions or problems that may be
related to my therapy to my physician or health care provider’s office, so that
it may be reported to the manufacturer. Potential complications have been
explained to me, and | acknowledge that | have received and understand this
information, including the possible risks and potential complications and the
potential benefits.

| also acknowledge that the nature of bioidentical therapy and other
treatments have been explained to me, and | have had all my questions
answered. Blood tests may be necessary on several occasions during the st
year to help w/ dosing, and then annually or biannually at the discretion of
the prescribing practitioner.

| understand that my blood tests may reveal that my levels are not optimal
which, would mean | may need a higher or lower dose in the future.
Furthermore, | have not been promised or guaranteed any specific benefits
from the insertion of testosterone pellets.

| accept these risks and benefits, and | consent to the insertion of
testosterone pellets under my skin performed by my provider. This consent
is ongoing for this and all future insertions in this facility until I am no longer
a patient here, but | do understand that | can revoke my consent at any time.
| have been informed that | may experience any of the complications to this
procedure as described above. | have read or have had this form read to me.

| ACKNOWLEDGE THAT | HAVE RECEIVED A COPY AND UNDERSTAND THE INFORMATION ON THIS FORM

PATIENT:
Print Name:

Date:

Signature:

WITNESS:
Print Name:

Signature:

Date:
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Female Post-Insertion Instructions

Name: Date of Birth:

« Your insertion site has been covered with two layers of bandages. Keep both bandages on for 3 days.

+ You may experience bruising, swelling, and/or redness of the insertion site which may last from a few days up to 2 to 3 weeks. If the redness worsens after the
first 2-3 days, please contact the office.

+ Do not take tub baths or get into a hot tub or swimming pool for 3-4 days. You may shower, but do not remove the bandage or steri-strips for 4 days.
+ No heavy lifting or major exercises for the incision area for the next 3-4 days, which includes running, elliptical, squats, lunges, etc.

+ The sodium bicarbonate in the anesthetic may cause the site to swell for 1-3 days.

* The insertion site may be uncomfortable for up to 2 to 3 weeks. If there is itching or redness contact the office.

+ You may notice some pinkish or bloody discoloration of the outer bandage. This is normal.

« If you experience bleeding from the incision, apply f irm pressure for 5 minutes.

+ Please call if you have any bleeding not relieved with pressure (not oozing), as this is NOT normal.

* Please call if you have any pus coming out of the insertion site, as this is NOT normal.

« Please call if the area becomes red and warm to the touch.

+ We recommend putting an ice pack on the area where the pellets are located a couple of times for about 20 minutes each time over the next 4 to 5 hours.
You can continue this for swelling, if needed. Be sure to place something between the ice pack and your bandages/skin. Do not place ice packs directly on
bare skin.

REMINDERS

+ Remember to have your post-insertion blood work done 1-2 weeks prior to your next insertion. If you are not feeling any better by 4 weeks, however, please
call the office to have your labs drawn early.

+ It may take 2-3 rounds for some to see symptom improvement.
+ Most women will need re-insertion of their pellets 3-4 months after their initial insertion. If you experience symptoms prior to this, please call the office.

* Please call as soon as symptoms that were relieved from the pellets start to return to make an appointment for your next insertion.

ADDITIONAL INSTRUCTIONS

| ACKNOWLEDGE THAT | HAVE RECEIVED A COPY AND UNDERSTAND THE INFORMATION ON THIS FORM

PATIENT:
Print Name:

Signature: Date:

WITNESS:
Print Name:

Signature: Date:
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