TRT Check-In

PatientName Age Ht Allergies

oYES oNO Ifyes,pleaseexplain
Onascaleof1-10(10beingbest)rateyourenergyleveltoday

Is this better orworse than your initial visit? OBETTEROWORSE O SAME
Date:
YES NO SAME
Areyousleepingthroughthe night? O O O
Ifno, isittherapyrelated?
Anytesticle shrinkage? O O O
Ifyes,
Any tenderness inyour nipples? O O O
Ifyes,
Any erectile dysfunction? O O O
Ifyes,
Anyincreaseinacne? (back, neck,arms, etc.) O O O
Ifyes,
AnyIncrease/Decreaseinsexdrive? O O O
Ifyes,
Anythinning hair? O O O
Ifyes,
Emotional Changes? (aggression, depression, etc.) O O O
Ifyes,
Any injection site problems? (swelling, soreness) m] O m]
Ifyes,
Anyincreaseinappetite? O O O
Ifyes,
Areyou exercising? O O O
If yes, how much/type?
Areyou having any headaches? ] O O
Ifyes,isittherapyrelated?
Do you have any other concerns? ] a
IFYES,
Doyoufeelyouneedtoseeaprovidertoday? a o
IF YES, EXPLAIN
NOTES:
Height:
Weight:
BP:
02:
HR:
B12:
Testosterone:
Measurements:

Medications:

**By signing below, you confirm that you have received the medications, injections and/or services as described. **
Patient Signature:

Physician Signature:




