
PATIENT OUEST·IONNAIRE & HISTORY 

Date: 

Occupation 

Name: 

Date of birth::              Age: Height:            Weight:   

Home address: 

City: ______________ State. 

Phone: _________________  Email:__________________________________

May we send messages via text regarding apts to your cell/email? Yes __ No __ _ 

May we send messages via text to your cell/email? Yes __ No __ _ 

May we send messages via email regarding your Radiology & Lab Orders ? Yes_  No_ 

Primary care physician's name: Phone: 

Address· 

Marital status (check one): Married Divorced Widow Living with partner Single 

Pharmacy: ________ Pharmacy Address: ________________ Phone: _______ _ 

In the event we cannot contact you by the means you have provided above. we would like to know if we have 
permission to speak to your spouse or significant other about your treatment. By g1V1ng the 1nformat1on below you 
are giving us permission to speak with your spouse or significant other about your treatment. 

Name: 

Home phone: _ 

Social: 

I am sexually active. 

I have completed my family 

My sex life has suffered. 

Habits: 

I smoke cigarettes-cigars 

C I I drink alcoholic beverages 

OR 

OR 

OR 

per day. 

per week. 

Relat1onsh1p: 

I want to be sexually active. 

I have NOT completed my family. 

I have not been able to have an 
orgasm or it is very difficult. 

I use e-cIgarettes a day. 

I do not want to be 
sexually active. 

I use caffeine 

I drink more than 10 alcoholic beverages a week. 

a day. 

Activity Level: Low( Workout 0-1 day a week) ____    Average ( Workout 2-3 day a week)   ____High( Workout more then 3 days a 
week)_____  



8980 S US HWY 1, Suite 106 

Port Saint Lucie, FL 34952 

P: (772) 777-8233 F: (772) 673-7710 

www.elitehealthandwellnesscenter.com 

PATIENT INFORMATION 

Name: ______________________ Date: ____________________ _ 

Date of Birth: ___________ Age: ______ Weight: _________ Height: ________ _ 

PATIENT QUESTIONS 

Currently pregnant or trying to conceive? □ Yes □ No

Date of last mammogram:-------------­

Had menstrual cycle (within last 12 months)? □ Yes □ No

Date of last menstrual cycle:------------­

Had endometrial ablation?

Is the patient on birth control? 

Has the patient had a hysterectomy? 

If so, type of hysterectomy: 

□ Yes □ No

□ Yes □ No 

□ Yes □ No

Name of birth control:

D Complete (uterus and ovaries removed) D Partial (uterus only removed) 

Is the patient currently utilizing BHRT or HRT ? D Yes D No 

If yes, select types of Hormones: D Testosterone D Progesterone D Estrogen D Thyroid 

List Name and Dose of Hormone(s):---------------------------------­

ls the patient currently on statins? 

Is the patient a smoker? 

Is the patient currently on oral nitrates? 

MEDICAL HISTORY 

Select all that apply: 

Cardiovascular Conditions: 

D Heart Attack or Stroke (within last 6 months) 

D DVT or Blood Clot (within last 6 months) 

D Hypertension 

D Hyperlipidemia 

D Obstructive Sleep Apnea 

D Atrial Fibrillation 

D Tachycardia 

Gynecological Conditions: 

D Pre-Menstrual Syndrome 

D Endometriosis or History of Endometriosis 

D Fibrocystic Breast Disease 

D Fibroids or History of Fibroids 

D Polyps or History of Endometrial Polyps 

Female Assessment Form 10.11.2024 

□ Yes □ No 

□ Yes □ No 

□ Yes □ No 

Cancer: 

D Breast Cancer or History of Breast Cancer 

D Endometrial Cancer 

D Cervical Cancer 

D Ovarian Cancer 

D Thyroid Cancer or History of Thyroid Cancer 

D Meningioma 

D Except for Basal Cell Carcinoma any Other Cancers? 

Neurological Conditions: 

D Epilepsy or Seizure Disorder 

D Depression/Anxiety 
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