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The purpose of Testosterone Replacement Therapy(TRT) is to treat symptoms of low
testosterone (hypogonadism), which may include fatigue, decreased libido, mood M
changes, difficulty building muscle, and other related concerns. TRT involves administering

eel2)idatogea inaibs4Purpose ofTRT

testosterone through injections, topical gels, pellets, or other prescribed methods to
restore testosterone levels to the optimal range. booid 7o) 2ro:tshreminone

Potential Benefits 3nibnatarsbiil to inengboroisA
While individual resultsvary, potentialbenefitsofTRTmay include:en erttbsz2ucaibsVEr i

Improvedenergy levelsoiioee le991nE1eyonats1oii bis qs Vs e1i2n 61
Increased libidoand sexual functionoo bns iO)3steiitz y oi b913wers2aoit29up
Enhancedmoodandsenseofwell-being irtt io 183 9rii sbu varsru trsm93Biq91
Increased lean muscle mass and decreased body fat
Improved bone density

Risks and Potential Side Effects
Iunderstand thatTRT carries possible risks, which include but are not limited to:isesivoy

Acne or oily skin
Increased red blood cell count (polycythemia), which may increase clotting risk vo9
Swelling in ankles or feet
Mood changes or irritability
Sleep apnea or worsening of existing sleep apnea
Gynecomastia (breast tissue enlargement)
Testicular shrinkage and reduced sperm production, potentially affecting fertility
Increase in prostate-specific antigen (PSA) levels and possible prostate
enlargement
Cardiovascular risks, including heart attack or stroke (especially in patients with
pre-existing cardiovascular disease)

Monitoring Requirements
Iunderstand that ongoing medical monitoring is essential while onTRTand agree to:

Complete regular blood work as ordered (typically every 3-6 months) to monitor
testosterone levels, estradiol, complete blood count (CBC), PSA, and other relevant
labs.
Attend scheduled follow-up visits for medicalevaluation.
Immediately report any unusual symptoms, including shortness of breath, chest
pain, leg swelling, severe headaches, or changes in urination.
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Alternatives toTRT

z9ms 2roito9
Lifestyle modifications (diet, exercise, stress reduction, sleep optimization)
No medical treatment and continued monitoring of symptoms•

iooi6Q
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Other pharmacologic or hormonal therapies as appropriate

Patient Responsibilities
• TakeTRTmedicationexactlyas prescribed.e oeiq 9 no8t201z9T io 42oWq srT

Notsharemedication with others. buloni vermtioiiv: eDsnoz0qyr) eriosjacies.
Store medication safelyand out of reachofchildren.zum gblicd yyiuatib.angnero
Reportanysideeffectspromptly.aljec 2l, ho0,2 1029ndauortiorc.201251
Follow recommendations for blood donation if hematocrit levels become elevated.

Acknowledgment of Understanding
I have discussed the risks, benefits, and alternatives ofTRT with my provider.I understand
that results may vary and there is no guarantee of specific outcomes. I have had all my
questions answered to my satisfaction and consent to begin or continue testosterone
replacementtherapyunderthecareof this clinic. 9v o 3en9:ofrsbooin beutsing
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Last Namc:

Prefcrred Name:

Race & Ethnicity:

Address:.

City, Statc/ Zip Code:

Name oflnsurance:

Preferred Pharmacy:

Preferredmethodofcontact: E-roail
E-mail:

Home Phone:

First Namc:

Datc of Birth:

D Amcrican Indian orAlaskaNative

Age:

DAsian or Pacific Islander DWhite

M:

Genderat Birh: Male Fcmale

Black or African AmericanO
D OtberRace:

O Text May wesendyou a text reminder theday before yor appointment? Yes

Cell Pbone:

Have you experienced the fduowing Secondary Symptoms?
OWeight Gain
O LackofEnergy
D FallAsleepAfterDinner
D sleepDisturbanccs
D LostHeight
DDecreasedEajoymentof Life

D DecreasedMuscleMass
DDeterioration ofWorkPerformance
D DecreasedAbility to PlaySporns
DDecreasedStength/Energy
O Sad,Grunpy orMoody
OProblemswihMemory/Concentration

ONo

Have you erperienced the folowing PrimarySymptoms?
ODecrcasedLibido
ODecreasedSpontaneousErection
D BreastDiscomfort

Gynccomastia
DTestes that are les than 2.5cm in length

OUnusualSweating
DDecreaseinTesticularSize
HotFlashes

D Loss ofAxillary orPubicHair

Do youbhaveor have you had any of the following:
O UncontrolledHeartFailure or Uncontrolled BlopdPressure

O DesieFertility
D ProstateorBreastCancer

O HeartAttack Blood Clot inLegs,Arms, orLungs O SleepApneaw/o CPAPUse

O Stroke

Have you beenon testosteroneor beenexposcd to testosterone previqusly? DYes D No



PLEASE PLACE A CHECK IN THEBOXES, IN RELATION TO YOUR IIISTORY AND SYMPTOMS

Chicf Complaint/Rensonfor Visit:
O BrectileDyslunctlon O DecreasedMuscleMas!OFatigo O DeercasedSex Drive (Low LIbldo)

Symptoms began:

Severity ofSymptoms:

Any ModifyingFactors:

Patient Hcalth History
Havc you had Comprchensive pbysical cxam within he last 12months? No
Have you bad an EKG in the last 12months? OYes O No

If Yes,was itnormal? O Ycs D No

Yes

Have you bad a prostate cxam in the last 12 months? OYes
If Yes,was itnormal? O Yes No

Allergies to Medications
Medication Name Reaction

No

months/ ycars ago.

Mild toModerateMild Moderate

Timing ofSymptoms:

Severe

OWeightConcens D MoodConcems

PreseribedMedications &Over-the-CounterDrngs,Dietäry.Supplements
(including vitamins,inhalers,etc:)
Medication Name Strength Frequency



Medical History
Check which of these symptoms, disorders, conditions, or illncsses pertain to your history

This includes medical conditions you take or have takenmcdications for or if you h4vc beendiagnoscd previously

History ofCardiacDisorder/Event
D Myocardial Infarction(HcartAttack)

Negative

D CercbrovascularAccident (Stroke, Mini-stroke/TIA,Hemorrhage)

O Thrombosis / Embolism (Blood Clot)

D Coronary ArteryBypassGraft Surgery (CABG)

DAortic Valve Disorder orReplacement

D Mitral Valve Disorder orReplacement

DEndocarditis/Pericarditis

DCardionmyopathy(BnlargedHeart)

D CardiacConductionDisorder (AV Block, BundleBranchBlock)

D Cardiac Arhythmia (Atrial Fib/Flutter,Tachycardia)

O Heart Failure (Congestive Heart Failure)

DPaccmaker/DefibrillatorPlacement

Past Medical History
O PriorHormoneReplacement

Therapy

O SleepApnea CPAP inUse
O Sporing
D ChronicKidneyDiscase
OAbnonal LiverFunction
D HeartDisease
O High BloodPressure

DLow BloodPressure
O HighCholesterol
O PeripberalArteryDisease

D Chronic LymphNode
Enlargement

DHypogonadism
O Inability toimpregnatedespite

unprotected sex >1 year

Past Surgical History
OVasectomy
D Oher urinarysystemsurgeries:
O Othersurgeries:

ONegative
O Diabctes Type I

ODiabetcsType II
OHypothyroidism
OHyperthyroidism
OEnlargedThyroid
ODepression

DAnxiety
OHIV
OMumps
DcOPDIEmphysema
O Insomnia/SleepDisorder
(includes Shift Work Sleep
Disorder

DSeizures
DHeadaches(Frequent)

DAnemia
O Excess Iron Buildup

O BlecdingDisorder

O EnlargedProstate

O ProstateCancer

DCanccr

DCardiovascularDisease
D BloodClot

(DVTPulmonary
Embolism)

D ChestPain

O HeartAttack

O HeartFailure(CHF)

O Strokeor TIA
DAcidReflwx

DGout

No HistoryofGenitourinarySurgery

OObesity
OCottonseedAllergy
O Neuropathy inExtremities
O Pain in Extremities

O ExcessiveSweating

O Lack ofSweating
O BluryVision
D Lritable BowelSyndrome

O FrequentUrination

O DizzinesswithStanding

O BlueishFingers/Toeswhen Cold

O Neuro-degenerativeDisease
(Parkinson's, Alzheimer's, ALS)

DOther:

nother:
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ONegativeFamily History
DFamily History ofProstateCancer

OFamily HistoryofCardiovascularDiscase
O First DegreeRelative:

D HeartAttack DStroke
DFamily HistoryofEndocrineDiscase

DDiabetes DHypothyroidisa
OFamily HistoryofBreastCancer
D Family History ofOvariancancer
DOther

Social History
How often are you physically active for 20 minutcs or longer?

ONever D1-2x/ weck D>Sx/wecekD3-4x/weck

Which typc(s) of exercise do you do? (check all that apply)

DWalking DRunning DWeights Other:
Do you have any barriers that limit your ability to safelycxercise?

Pleasecheck all that apply:

Work DFamily D EnergyLevel

Rank your caffeine intake: O High

What do typically drink during the

D MedicalCondition

DMedium

day?

OWater D Juice DTea D Cola D DietCola

How many cups/cans per day?

Do you drink alcoho1?

If yes,whatkind?
How many drinks per week?

Do you use tobacco?

DCigarettes- pks/day:

OBeer D Liquor
O13

O DelayedPuberty OReproductiveDisorder

O Yes D No

Pain OMotivafion

O Low

DOther:

ONone

0Coffee O Other:

O Yes No

] >6

OYes O No

OWine
D4-6

DOther:

Do you currently use recreational or street drugs?

Have you ever given yourself street drugs with a needle?

Are you sexually active?

Ifyes, are you trying for apregnancy?

Do you desire more children?

If not trying for a pregnancy, list contraceptive or barrier methodare you using:

Are you dieting?

If yes, are you on a physician prescribed medical diet?

How many meals do you eat on an average đay?

Rank your salt intake:

Rank your fat intake:

Marital status:

Occupation:

O Single

D High

OHigh
DPartnered

How many yeafs?

DYes No
OYes DNo

OYes D No

OYes No

OYes ONo

DYes No
O Yes No

O Medium

O Medium

Separated

) Low

D Low
ODMarried DDivorced Widowed



Review of Symptoms
Check which of thesc symptoms arc troublesome and have persisted

Androgen Deficienčy

O UnusualSweating
O NoticeableDecreased in Testicular Size
O HotFlashes
O Loss of Axillary or Pubic Hair

DecreasedMuscle Mass
ORecentDeterioration of Work Prformance
DDecreased Ability to PlaySports
O DecreasedStrength/Energy
O Sad, Grumpy or Moodiness
O Problemwith Memory/Concentration

Thyroid

D ColdIntolerance
DConstipation
OFatigued/Weakness
Unexplained Weight Gain

O Ibability to LoseWeight
Stress

Cold BodyTemperature
D Iritable
DLack ofMotivation
MuscleCramps

OAches/Pains

Sexual Function
D Loss ofSpontancousErections

D DccrcasedSexualDesire (Low Libido)

Nervous System
O Swelling in Extremities
O Blueish Fingers/Toeswhen Cola
O Extreme Iritability/Anger/Tensjon
D BlurryVision
OInappropriate Weight Loss
D ExerciseIntolerance
O Pain in Extremitics

e
Thyrojd Deficiency

over time

Primary Symptoms
D DecreascdSexualDesire (Low Libido)
D DecreasedSpontancousErections
Breast Discomfort

DGynecomastia
D Testes LessThan 2.Scm in Length

Secondary Symptoms
O WeightGain
OLack ofEncrgy
OFall AsleepAfter Dinner
D SleepDisturbances
OLostHeight
O DccrcascdEnjoyment of Life

Thyroid Excess
DHeat Intolerance
O VoiceHoarseness
O HeartPalpitations
OWeightLoss
OTremors/Sbakiness
D Diarrhea
ONervousness/Anxious/PanicAttacks
O MuscleWeakness
D DifficultyConceiving/Infertility
D CoarseDry Skin
D Insomnia

D Loss MorningErections

D Trouble Keeping anErection

D DclaycdEjaculation

O HeatIntolerance
O Numbness/Tingling in Extremities
O ExcessiveSweating
O Lack ofSwcating
OTremors/Shakiness
O Frequent Urination/Inability to Control Bladder
ONervousness/Anxiety/Stress
D Dizzinesswith Standing

D Trouble Getting an Ercction

DrematureEjaculation
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HIPAA CompliancePatientConsent Form

Our Notice of PrivacyPracticesprovides information about how we mayuse or discloseprotectedhealth infonation.

The noticecontains a patient's rightssoction describing your rights under the law. You ascertain that by your signature that you
have revicwed our notice before signing this consent.

The tcrms of the noticemaychange, if so, you will be notified at your next visit toupdateyoursignature/date.

You have the right to restrit how your protcted health information is usedand disclosed for treatment, payment or healthcare
operations.We arenot required toagree with this restriction, but if we do, we shall honor thisagreement.The HIPAA (Health
InsurancePortability and Accountability Act of 1996) law allows for theuse of the information for treatment,payment, or
healthcare operations.

By signing this form, you consentto our useanddisclosureof your protectedhealthcare information and potentially anonymous
uSagein a publication. You havethe right to revoke this consent in writing, signed by you. However, sucharevocation will not
be retroactive.

By signing this form, I understandthat:

Protected health information may be discloscd or used for treatment, payment, or healthcare operations.
The practice reserves the right to change the privacy policy as allowed by law.
The practice has the right to restrict the use of the information but the practice does not have to agree to those
restrictions.
The patient has the right to revoke this consent in writing at any time and all full disclosures will thencease.
The practicemay condition reccipt oftreatmentuponexecution of thisconsent.

May we phone, email, or send a text to you to confirm appointments?

May we leave amessageon your answering machine at home or on your cell phone?

May wediscuss yourmedical condition with anymember of your family?

IFYES, please name the members allowed:

YES

YES

YES

NO

NO

NO

This conscnt was signed by:

Signature:

Witness:

(PRINT NAMEPLEASE)

Date:

Date:


