HRT Examination Interview Table (For women)

Name (Miss/Mrs) Date of Birth / / (Age: )
Blood type
Height: cm Weight: kg

Address
E-mail @

TEL ( ) - - Occupation

Mobile ( ) - -

B What would you like to receive a consultation about?

(2)If applicable, please circle the symptoms below.

-Hot flashes on face and upper body -Easy to get sweaty + Difficult to fall asleep

-Sleep disturbance + Irritability *Anxiety Feel uneasy for little things

+KEasily-depressed and upset *Drowsiness and easily-fatigued *Eye strain

*Memory loss and elusive *Dizziness -Fast heart beat *Chest pain

Feel heavy in the head or frequent headache *Shoulder and neck stiffness

*Pain in back and lower back ~Joint pain in limbs *Cold hands, toes and lower back

*Get numbness in a limb + Sensitive to sound - Fatiguability + Low on energy
*Wrinkles on skin *Sagginess on skin *Weak muscle + Weight gain *Loss of libido
*Have a pain during intercourse + Vaginal Dryness + Predisposition to colds or stubborn colds
*Urinary leakage + Predisposition to constipation * Brittle nails *Hair loss

*Hair growing problems *Worsened a condition of hair
B When did your symptom first appear?

[

.HaS it been treated preViOuSly? ............................................. YeS NO

[ Details of the treatment
B Do you sleep Well?««+ - wrrrrreremeeemnnnnanaaans Yes No Sleeping hours: hours

.DO you Smoke? ........................................ Yes NO Dally . Cig‘arettes

There is more to fill in on the other side.




H Do you play any sports?: How often?:

W Do you drink alcohol? How often? (Quantity and kinds):

B Has your family had any serious disease? If yes, what? :

B Why are you interested in Hormone replacement therapy?:

B Do you have any current illness (including chronic disease)?

B Have you ever had any serious disease? If yes, what:

B Have you ever had an operation(including cosmetic surgery)? ««---==ssresraaruasaaans Yes

Details of the operation

B Have you ever been anesthetized (including dentist)?- - -=xssresrnaruasnanns Yes No
B Have you ever experienced any ill effects from being anesthetized?:-----+----ssssrannns Yes
Sudden depression of blood pressure, Nausea, Others(

B Please circle those which apply to you:

Allergies

Penicillin, Pillin, Aspirin, Pollen, Asthma, Atopic dermatitis, Allergic conjunctivitis,

Others( )

Keloid Diathesis Yes No

) etc.

Are you currently taking or using any prescription medication or drugs (including supplements)?

[ If yes, What?

B Have you had a physical examination within the past 6 monthg?----«+-+--+-rreeue-annn Yes

BIf yes, was further examination and treatment recommended?-+======ssressrmannnannns

B Have you experienced any major health problems in the following areas within the past 5 years?

(Please circle all those that apply)

Heart, blood vessel system (high blood pressure, arrhythmia , angina, etc.)

Brain, nervous system (stroke, migraine, epilepsy, etc.)

Lung, trachea system (asthma, swollen tonsils, etc.)

Stomach, intestinal system (ulcer, stomach cancer, etc.)

Liver, gall system (gallstone, cholecystitis, liver dysfunction etc.)

Kidney, urinary organ system (ureteral stone, prostatic hyperplasia, proteinuria etc.)
Ovarian, reproductive system (uteral myoma, overitis etc.)

Breast system (Mastitis, etc.)
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Vision and hearing system (Eyes, ears , nose etc.)



Bone system (osteoporosis, etc.)
Endocrine, metabolism system (diabetes, hyperlipidemia, thyroid disease etc.)
Connective tissue disease, autoimmune system (rheumatism etc.)

Psychosomatic, mental disorder (depression, chronic fatigue syndrome)

Others( )

% % % %

B Have you ever received a blood transfusion? =+ r essrssssasniasniasn s st s s s s annnan Yes No

B When was your last menstrual period?

(Month Day ~ Month Day Number of days: )
BS your menstration regular? =« -« -+ == ssssssssseeanauittsseetnaiissiseataatiaisieannaaas Yes No
B Cycle of period: ( days)
HMDo you have an irregular bleeding, besides menstrual periods? »===r==srrssrrasnraannaans Yes No
B When is your next menstrual periods? ---«--r--r-rrorrmrrasnnaainaaannn (Month Day )
B Are you pregnant or planning to become pregnancy in the near future?====«==ssressranus Yes No
(Pregnant: weeks)

B Have you experienced pregnancy, breast-feeding, and birth? ==«s=ssreesrrasnrannnaainnn Yes No
[ If yes, age:

Normal / Caesarean operation (circle one) Breast-feeding: Yes No (circle one)
B Has your menstruation stopped because of menopause? If yes, when was it? ------ ( year’s old)
B Do you currently have a communicable disease?-« =+« =«=rrrroererrmririeriinnnnns Yes No
B How did you know about our clinic?( )
If website,please write down the search word. ( )
HMDo you have an interest in any other matter besides today’s consultation? =====s==ssreuns- Yes No

1. Aging spots /Freckles 2. Wrinkles 3. Sagging skin (face / body) 4. Acne/Acne scars
5. Open pores 6. Redness 7. Mole 8. Wart 9. Birth mark (Red-Blue) 10. Removal of tattoo , art
make-up 11. Little cosmetic surgery (nose+chin) 12. Excessive sweating (armpit+palm)
13. Whitening injection 14. Laser hair removal 15. Others( )
B Would you like to receive the direct mail or email newsletter (including information of new treatment
or invitation) from our clinic?

[ OBoth Direct mail & Email Newsletter = [ODirect mail only [OEmail news letters only DNeither]

Thank you very much.
Azabu skin clinic



