
Female Hormone Deficiency Questionnaire

First and Last Name: _________________________________________________________

Age: __________ Weight: __________ Height: __________ Today’s Date:  __________

YES NO

1. Do you have difficulty waking up in the mornings?

2. Do you always feel tired or exhausted?

3. Do you sleep poorly?

4. Are you frequently anxious, nervous or irritable?

5. Do you suffer from short- or long-term memory loss?

6. Do you have trouble concentrating?

7. Do you lack sexual desire?

8. Have you lost your attraction toward your partner?

9. Are you currently experiencing vaginal dryness?

10. Have you recently gained weight or do you have 

difficulty losing weight?

11. Do you carry your weight in your mid-section?

12. Have you lost muscle mass, tone and/or strength?

PLEASE ANSWER EACH OF THE QUESTIONS BELOW BY CHECKING ‘YES’ OR ‘NO.’

. Reference: http://www.theantiagingdoctor.com/

Reviewed by (Physician/NP/PA signature):_____________________________________ Date: _______________


