
230 Scott Court . Suite 238 . Iowa City, IA 52245 

 

Confidential 
Patient History Sheet 
Print and complete form.  Then bring or mail it to Pharmacy 
Matters. The pharmacist will meet with you to review your 
information. Thank you. 

 
 Name   
 
 Have you experienced any of the following symptoms recently? Please circle the number that best 

describes your experiences with one being Extremely Mild and ten being Extremely Severe. 
 

 
 Sleep Disruptions  1 2 3 4 5 6 7 8 9 10  
 
 Fatigue  1 2 3 4 5 6 7 8 9 10  
 
 Vaginal Dryness  1 2 3 4 5 6 7 8 9 10  
 
 Irritability  1 2 3 4 5 6 7 8 9 10  
 
 Nervousness  1 2 3 4 5 6 7 8 9 10  
 
 Breast Tenderness  1 2 3 4 5 6 7 8 9 10  
 
 Hot Flashes  1 2 3 4 5 6 7 8 9 10  
 
 Dry Skin  1 2 3 4 5 6 7 8 9 10  
 
 Mood Swings  1 2 3 4 5 6 7 8 9 10  
 
 Arthritis  1 2 3 4 5 6 7 8 9 10  
 
 Loss of Recent Memory 1 2 3 4 5 6 7 8 9 10  
 
 Weight Gain  1 2 3 4 5 6 7 8 9 10  
 
 Decreased Sex Drive  1 2 3 4 5 6 7 8 9 10  
  
 Depression  1 2 3 4 5 6 7 8 9 10  
 
 Fluid Retention  1 2 3 4 5 6 7 8 9 10  
 
 Headaches  1 2 3 4 5 6 7 8 9 10  
 
 Night Sweats  1 2 3 4 5 6 7 8 9 10  
 
 Hair Loss  1 2 3 4 5 6 7 8 9 10  
 
 Harder to Reach Climax 1 2 3 4 5 6 7 8 9 10  
 
 Bladder Symptoms  1 2 3 4 5 6 7 8 9 10  
 
 Other:  1 2 3 4 5 6 7 8 9 10  
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