
CONFIDENTIAL FEMALE HORMONE FOLLOW-UP EVALUATION 

Today’s Date: 

Name:    Birthdate:  Age: 

Address: 
  Street    City    State  Zip  

 Email: Phone: 

Compound Pharmaceutical Technologies, Inc. 
1048 Stanton Road, Suite B 
Daphne, AL 36526 
Phone Local: 251-626-2820 
Phone Toll Free: 866-591-6337 
Fax: 866-684-6337 
www.cptinc.org 

___________________________________________________________________________________________

Height:  Weight:  Desired Weight: 

Allergies: Please list any allergies and describe the reaction that occurred 

Drugs: 
Foods: 
Other:

No, please explain

What symptoms have improved?
Yes

Mild Improvement Moderate Improvement Major Improvement

Have symptoms stated on your initial consult improved?

Have you had any of the following tests since our last consultation? 

Date:  Outcome: 
Date:  Outcome: 
Date:  Outcome: 

Mammography Yes  No 
PAP Smear     Yes  No 
Bone Density Yes       No  

Are there any new unpleasant symptoms since the initial consult?



 Patient Name: 

Describe your diet: 
How many meals per day? 
How many vegetables do you eat per day?   
How much fruit do you eat per day?       
How much protein do you eat per day?   
How much red meat do you eat per day?   
How much sugar or starches per day? 
How many wheat products per day?
How many snacks per day?

What is the time frame between bowel movements?  
Examples: Once a day every other day or twice a day every day.

Please check any of the following gastrointestinal symptoms you are experiencing?

Diarrhea Constipation Cramps Bloating Gastric Reflux

Have you been compliant with the following under the recommended treatment plan?

Prescription Medications
Supplments

Dietary Changes

Yes No

Yes No

Yes No

If you have answered no to the question above, are there any barriers prohibiting you from being compliant?

Have you had any changes to your medications or supplements since the initial consultation?

If you previously indicated having any of the following issues in the initial consultation, have they improved?

Yes  No  N/A  Please explain:
Yes  No  N/A  Please explain:
Yes  No  N/A  Please explain:

Stress
Sleep
Energy

Diet Yes  No  N/A  Please explain:



Patient Name: 

SYMPTOM NONE MILD MODERATE SEVERE 
Hot Flashes ☐ ☐ ☐ ☐ 
Night Sweats ☐ ☐ ☐ ☐ 
Vaginal Dryness ☐ ☐ ☐ ☐ 
Painful Intercourse ☐ ☐ ☐ ☐ 
Incontinence ☐ ☐ ☐ ☐ 
Irregular Periods ☐ ☐ ☐ ☐ 
Uterine Fibroids ☐ ☐ ☐ ☐ 
Water Retention ☐ ☐ ☐ ☐ 
Tender Breasts ☐ ☐ ☐ ☐ 
Fibrocystic Breasts ☐ ☐ ☐ ☐ 
Increased Forgetfulness ☐ ☐ ☐ ☐ 
Foggy Thinking ☐ ☐ ☐ ☐ 
Tearful ☐ ☐ ☐ ☐ 
Depressed ☐ ☐ ☐ ☐ 
Mood Swings ☐ ☐ ☐ ☐ 
Stress ☐ ☐ ☐ ☐ 
Morning Fatigue ☐ ☐ ☐ ☐ 
Evening Fatigue ☐ ☐ ☐ ☐ 
Difficulty Sleeping ☐ ☐ ☐ ☐ 
Decreased Stamina ☐ ☐ ☐ ☐ 
Anxious ☐ ☐ ☐ ☐ 
Irritable ☐ ☐ ☐ ☐ 
Nervous ☐ ☐ ☐ ☐ 
Ringing in Ears ☐ ☐ ☐ ☐ 
Fibromyalgia ☐ ☐ ☐ ☐ 
Allergies ☐ ☐ ☐ ☐ 
Headaches ☐ ☐ ☐ ☐ 
Sugar Cravings ☐ ☐ ☐ ☐ 
Dizzy Spells ☐ ☐ ☐ ☐ 
Cold Body Temperature ☐ ☐ ☐ ☐ 
Goiter ☐ ☐ ☐ ☐ 
Hoarseness ☐ ☐ ☐ ☐ 
Hair Dry or Brittle ☐ ☐ ☐ ☐ 
Nails Breaking or Brittle ☐ ☐ ☐ ☐ 
Constipation ☐ ☐ ☐ ☐ 
Slow Pulse Rate ☐ ☐ ☐ ☐ 
Rapid Heartbeat ☐ ☐ ☐ ☐ 
Heart Palpitations ☐ ☐ ☐ ☐ 
Infertility Concerns ☐ ☐ ☐ ☐ 
Acne ☐ ☐ ☐ ☐ 
Increased Facial/Body Hair ☐ ☐ ☐ ☐ 
Scalp Hair Loss ☐ ☐ ☐ ☐ 
Weight Gain-Hips ☐ ☐ ☐ ☐ 
Weight Gain-Waist ☐ ☐ ☐ ☐ 
High Cholesterol ☐ ☐ ☐ ☐ 
Elevated Triglycerides ☐ ☐ ☐ ☐ 
Decreased Libido ☐ ☐ ☐ ☐ 
Decreased Muscle Mass ☐ ☐ ☐ ☐ 
Decreased Flexibility ☐ ☐ ☐ ☐ 
Burned Out Feeling ☐ ☐ ☐ ☐ 
Increased Joint Pain ☐ ☐ ☐ ☐ 
Neck or Back Pain ☐ ☐ ☐ ☐ 
IBS ☐ ☐ ☐ ☐ 
Thinning Skin ☐ ☐ ☐ ☐ 
Rapid Aging ☐ ☐ ☐ ☐ 
Aches & Pains ☐ ☐ ☐ ☐ 
Bone Loss ☐ ☐ ☐ ☐ 



Patient Name:  

Have you met any of your goals while taking your Hormone Replacement Therapy?  

1.

2.

3.

4.

5.

6.

*** Please include a copy of all relevant lab work since our last consultation, especially hormone 
levels that you have recently obtained.***

What questions have come up since the onset of your therapy?

Discuss the impact of the current therapy you have experienced from a quality-of-life perspective.

Discuss symptoms that have improved or areas not responding to current therapy.

Discuss any potential barriers preventing the patient form following current course of treatment.

Discuss any new developments or symptoms that need to be addressed.

Adjust, create new, or maintain current therapy on findings in the follow-up session if applicable.

Change in therapy recommendation sent to your physician to review if applicable.

***THE FOLLOWING WILL BE FILLED OUT BY YOUR HEALTHCARE CONSULTANT***
___________________________________________________________________________________


	todays date: 
	birthday: 
	age: 
	name: 
	street address: 
	city: 
	state: 
	zip code: 
	phone number: 
	email: 
	height: 
	weight: 
	desired weight: 
	Text18: 
	Text19: 
	Text20: 
	Text59: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text120: 
	111: Off
	112: Off
	114: Off
	115: Off
	116: Off
	117: Off
	118: Off
	119: Off
	120: Off
	121: Off
	122: Off
	123: Off
	124: Off
	126: Off
	129: Off
	130: Off
	131: Off
	132: Off
	134: Off
	135: Off
	136: Off
	137: Off
	138: Off
	139: Off
	140: Off
	142: Off
	143: Off
	144: Off
	146: Off
	147: Off
	148: Off
	149: Off
	150: Off
	151: Off
	152: Off
	154: Off
	156: Off
	155: Off
	157: Off
	158: Off
	159: Off
	160: Off
	162: Off
	163: Off
	164: Off
	167: Off
	168: Off
	169: Off
	170: Off
	173: Off
	185: Off
	195: Off
	196: Off
	198: Off
	191: Off
	192: Off
	200: Off
	194: Off
	197: Off
	199: Off
	207: Off
	208: Off
	202: Off
	210: Off
	203: Off
	204: Off
	211: Off
	212: Off
	209: Off
	214: Off
	223: Off
	224: Off
	226: Off
	231: Off
	232: Off
	234: Off
	243: Off
	244: Off
	246: Off
	247: Off
	248: Off
	249: Off
	250: Off
	253: Off
	255: Off
	257: Off
	258: Off
	259: Off
	260: Off
	261: Off
	262: Off
	047: Off
	048: Off
	05: Off
	050: Off
	011: Off
	015: Off
	016: Off
	09: Off
	019: Off
	013: Off
	017: Off
	018: Off
	020: Off
	021: Off
	022: Off
	025: Off
	032: Off
	043: Off
	044: Off
	113: Off
	125: Off
	127: Off
	128: Off
	133: Off
	141: Off
	145: Off
	153: Off
	161: Off
	165: Off
	166: Off
	171: Off
	172: Off
	174: Off
	175: Off
	176: Off
	177: Off
	178: Off
	179: Off
	180: Off
	181: Off
	182: Off
	183: Off
	184: Off
	186: Off
	187: Off
	188: Off
	189: Off
	190: Off
	193: Off
	201: Off
	205: Off
	206: Off
	213: Off
	215: Off
	216: Off
	217: Off
	218: Off
	219: Off
	220: Off
	221: Off
	222: Off
	225: Off
	227: Off
	228: Off
	229: Off
	230: Off
	233: Off
	235: Off
	236: Off
	237: Off
	238: Off
	239: Off
	240: Off
	241: Off
	242: Off
	245: Off
	251: Off
	252: Off
	254: Off
	256: Off
	051: Off
	052: Off
	054: Off
	049: Off
	059: Off
	060: Off
	061: Off
	062: Off
	055: Off
	056: Off
	057: Off
	058: Off
	053: Off
	012: Off
	014: Off
	023: Off
	024: Off
	026: Off
	027: Off
	028: Off
	029: Off
	030: Off
	031: Off
	033: Off
	034: Off
	035: Off
	036: Off
	037: Off
	038: Off
	039: Off
	040: Off
	041: Off
	042: Off
	045: Off
	046: Off
	001: Off
	00: Off
	01: Off
	02: Off
	03: Off
	04: Off
	06: Off
	07: Off
	08: Off
	010: Off
	Text121: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Text158: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Text173: 
	Text174: 
	Text175: 
	Text3369852: 
	Text4321456: 
	Text525468579: 
	Check Box6963258: Off
	Check Box7784512: Off
	Check Box8125487: Off
	Check Box9789878: Off
	Check Box10235689: Off
	Text11951159: 
	Text12951753: 
	Text13951159: 
	Text14159951: 
	Text15357159: 
	Check Box1645789865: Off
	Check with me: Off
	Chcekc wewe: Off
	abcdefg: Off
	yes sir: Off
	no sir: Off
	why not: Off
	ok sir: Off
	ok maam: Off
	ye[p: Off
	noep: Off
	nope: Off
	nah: Off
	roll tide: Off
	roll: Off
	no sir no sir: Off
	yes sir yes sir: Off
	Text33ymca: 
	Text540: 
	Text550: 
	Text560: 
	Text54: 
	Text55: 
	Text56: 
	6: Off
	7: Off
	8: Off
	3: Off
	4: Off
	5: Off
	Text34onamonapeo: 
	maybe: Off
	not really: Off
	absolutely: Off
	ghghgh: Off
	hghdkjdke: Off
	jkd;a;eiogw: Off
	i think so: 
	copule: 
	stress yes: 
	sleep no: 
	energy yes: 
	diet no: 
	sleep yes: Off
	streeeees yes: Off
	energy good: Off
	diet nt good: Off
	strees no: Off
	slleppp no: Off
	energy ol: Off
	diet not so good: Off
	not for me: Off
	yes for me: Off
	no idea: Off
	lets do it: Off
	0559898: Off
	0511232: Off
	0478989: Off
	0489598: Off
	052124587: Off
	0569578459: Off
	049123654: Off
	35212547854587: Off
	057xdfgh: Off
	050sdffg: Off
	054frgfth: Off
	058thgsrteser: Off


