MALE
CONSULTANT PHARMACIST AGREEMENT
For

New Patients Starting Natural Bio-Identical Hormone Replacement Therapy
Okuley’s offers an ongoing consultation service for women and men who are receiving
bio-identical natural hormone replacement therapy. A consulting fee of $125.00 for a 60
minute consult will be charged to you when you start natural bio-identical hormone
replacement therapy. This fee covers services you receive with our clinical pharmacists,
including: initial work-up and consultation with you and your physician. You will be
asked to make follow-up visits 1, 3, 6, and 12 months after starting your therapy. Each
follow-up visit carries a fee of $50.00 and lasts up to 30 minutes. Follow-up visits are
needed to adjust therapies and ensure you are well balanced.

What can I expect?
*We will work closely with your doctor to find the right therapy to meet your needs. It is
important for you, as the patient, to communicate regularly with your physician about
your goals. If your doctor needs more information about Bio-identical Hormone
Replacement Therapy, we would be happy to provide it to him/her. The success of your
therapy is greatly dependent upon a positive physician/pharmacist relationship.
*Unlike the commercial hormone replacement therapies with only a few strengths, Bioidentical hormones can be formulated in any dosage, and in a variety of forms to meet
your personal needs.
*There will be an adjustment period of approximately three months, though the time
frame may vary slightly from one person to the next. During this initial period, we will be
in contact with you to discuss your symptoms and answer any questions you may have
regarding your therapy. Successful hormone replacement therapy requires patience and
consistent communication with your health care professionals.
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ADRENAL QUESTIONAIRE
If you answer yes to 3 or more of these questions, you may have some degree of
adrenal burnout:
Are you tired for “no reason”?
Do you have trouble getting up in the morning?
Do you need coffee or colas to keep you going?
Do you feel run down and stressed?
Do you crave salty or sweet snacks?
Are you struggling to keep up with life’s daily demands?
Can you not bounce back from stress or illness?
Are you not having fun anymore?
Is your sex drive decreased?
Do you have difficulty falling/staying asleep or do you have trouble shutting your mind
off at night?
Do you have vivid nightmares or dreams?
Do you have low blood pressure (lower than 110 on the top and lower than 70 on the
bottom)?
Do you feel as if you could take a nap an hour or so after lunch?
Do you eat at least one processed or sweetened food at each meal or frequently skip
meals?
Are your pupils normally dilated even during the day?
Do you seem to get sick or suffer from allergies more frequently than you used to?
Do you feel pressured or rushed often during the day?
Do you experience lightheadedness, mood swings or headaches if you go more than
4-6 hours between meals?

MEMORY QUESTIONAIRE
Over the last year, I have experienced:
_____ Becoming forgetful
_____ Lapses in memory
_____ Becoming less attentive
_____ Less interest in normal activities
_____ Feeling less sharp
_____ Difficulty remembering people’s names
_____ Difficulty making decisions
_____ Problems finding the right words to communicate
_____ Difficulty solving routine problems
_____ Difficulty learning new things
_____ Problems writing, reading, or organizing thoughts
_____ Difficulty following instructions

Amino Acid Deficiency Symptoms
Instructions: Mark the box or boxes that identify your corresponding symptoms.
L-glutamine
 Cravings for sugar, starch, or alcohol
 Reduced mental stability
L-tyrosine, L-phenylalanine
 Depression
 Lack of energy
 Lack of drive
 Lack of focus, concentration
GABA
 Stiff and tense muscles
 Stressed
 Feeling “burned out”
 Unable to relax
DL-phenylalanine, D-phenylalanine
 Very sensitive to emotional or physical pain
 Cry easily
 Crave comfort, reward, or numbing treats
 “Love” certain foods or drugs
L-tryptophan, 5-HTP (serotonin), Melatonin (sleep)
 Depression, Negativity
 Worry, anxiety
 Low self-esteem
 Obsessive thoughts/behaviors
 The “winter blues”
 PMS
 Irritability, rage
 Heat intolerance
 Panic, phobias
 Afternoon or evening cravings
 Fibromyalgia, TMJ
 Sleep disturbances – hard time getting to sleep, or staying asleep
 Suicidal thoughts
Do you crave any of the following to compensate for the above symptoms? (Circle)
 Sweets, starches, alcohol, chocolate, caffeine, tobacco, marijuana, cocaine, heroin

Male Consultation Patient Symptoms Sheet
Rate your current status for each symptom by circling the appropriate number. Please feel
free to use additional space to describe any symptom. This section may be repeated on
subsequent visits.
Mild

to

Severe

Headaches

1

3

5

Anxiety

1

3

5

Moodiness

1

3

5

Depressed Moods

1

3

5

Irritability, Anger, Temper

1

3

5

Emotional Swings

1

3

5

Insomnia

1

3

5

Fuzzy Thinking

1

3

5

Short-term Memory Loss

1

3

5

Food Cravings (salty or sweet)

1

3

5

Weight Gain
(especially around the middle)

1

3

5

Shortness of Breath

1

3

5

Low Libido

1

3

5

Difficulty Starting an Erection
(or No Erection)

1

3

5

Difficulty Maintaining Erections

1

3

5

Loss of Erections

1

3

5

Ejaculatory Problems

1

3

5

Dry Hair/Skin
(especially hands and face)

1

3

5

Hair Loss

1

3

5

Loss of Pubic Hair

1

3

5

Frequent Urinary Tract Infections

1

3

5

Heart Palpitations

1

3

5

Fatigue, Lack of Energy

1

3

5

Bladder Symptoms

1

3

5

Symptoms of Low Thyroid
(decreased metabolism)

1

3

5

Symptoms of Low Sugar
1
(shakiness, lightheadedness before next meal)

3

5

Physician Medical Release Authorization
“I hereby authorize my Physician to furnish and agent of Okuley’s Pharmacy and Home Medical any and
all records pertaining to my medical history, services rendered and/or treatments. I understand that
employees of Okuley’s Pharmacy and Home Medical will protect my privacy and this information will
be released to other health care professionals only when it is necessary in order to provide health care
services to me. I further understand that an Okuley’s Pharmacy and Home Medical employee will not
release this information unless authorized by me in writing. This authority shall continue until revoked
by me in writing.”

Physician Name: ___________________________________________________________________
Address: __________________________________________________________________________
City, State, Zip: ____________________________________________________________________
Phone: ___________________________________________________________________________

Patient Name: ______________________________________________________________________
Address: __________________________________________________________________________
City, State, Zip: _____________________________________________________________________
Phone: ____________________________________________________________________________
Signature: __________________________________________________________________________

Patient Name:

SS#:

Defiance • 1201 East Second Street, Defiance, OH 43512 • (419) 784-4800 • Fax (419) 784-4777
Continental • P.O. Box 388, Continental, OH 45831 • (419) 596-3898 • Fax (419) 596-3909

Medical History Form-Male
Please return your form to the Pharmacy when you have finished.
The Pharmacist will meet with you to review your information. Thank you.
PATIENT INFORMATION:

TODAY’S DATE: ________________

Name: __________________________________
Address: ________________________________

Birth Date: ___________________
Age: ________________________

City: ___________________________________
Occupation: _____________________________

Phone: ______________________
Wk Phone: ___________________

Living Situation: Spouse Alone Partner Friend(s) Parent Children Other
Status: Married Divorced Widowed

Blood Type: O A B AB

How did you hear about our Pharmacy? ________________________________________________________________

MEDICAL STATUS
How do you rate your general health?

Excellent;

Good;

Fair

Poor.

Height: _____ft._____in.; Weight: ______lbs
Blood pressure: __________ Pulse: __________
Lifestyle Information:
Do you use: Yes or No

If yes, how often and how much?

Tobacco (smoke, chew, dip)
Alcohol (beer, wine, hard liquor)
Caffeine (cola drinks, tea, coffee)
IMPAIRMENTS: Check if you have any of the following:
_____ Physical impairment _____ Visual impairment _____ Hearing impairment
EXERCISE: Do you exercise regularly?
YES
If YES, describe what you do and how often:

NO

STRESS MANAGEMENT: Do you practice any stress management techniques?
YES NO If YES, describe what you do and how often.

SLEEP: How long does it take you to fall asleep? Minutes: 5 10 15 30 60+
Generally, how many hours of sleep do you get per night? ___________ hours
Do you sleep uninterrupted all night?

YES

NO

If NO, how many times do you awaken: _______ times. Do you awaken at a particular time(s)?
What awakens you? ____________________________________________________________
Do you nap during the day?

YES

NO

How often and how long do you nap?

DIET: Describe your typical daily food intake:
First Meal:

Second Meal:

Third Meal:

Any Snacks/Other:

DOCTOR INFORMATION: Are you currently under the care of a physician? YES NO
If YES, please list each doctor from whom you seek care, including address and phone number, if
known:
Doctor Name: _____________________ Address: _____________________ Phone: __________
Doctor Name: _____________________ Address: _____________________ Phone: __________
Doctor Name: _____________________ Address: _____________________ Phone: __________

ALLERGIES: Please check all that apply:
_____penicillin
_____morphine
_____dye allergies _____pet allergies
_____codeine
_____aspirin
_____nitrate allergy _____seasonal(pollen)allergies
_____sulfa drug
_____food allergies _____no known allergies
Other: _____________
Please describe the allergic reaction you experienced and when it occurred:

MEDICAL CONDITIONS/DISEASES:
Please check all that apply to you.
___Heart disease (ex. Congestive Heart Failure)
___High cholesterol or lipids (ex. Hyperlipidemia)
___High blood pressure (ex. Hypertension)
___Cancer
___Ulcers (stomach, esophagas)
___Thyroid disease
___Hormonal related Issues
___Blood Clotting Problems

___Lung condition (ex. Asthma, Emphysema,
COPD)
___Diabetes
___Arthritis or joint problems
___Depression
___Epilepsy
___Headaches/migraines
___Eye disease (glaucoma, etc.)
___Other. Please list: _____________________

FAMILY HISTORY: Do you have a family history of any of the following?
LIVING

IMPORTANT DISEASES

Mother
Father
Brothers
Sisters
Aunts
Uncles
Paternal Grandmother
Paternal Grandfather
Maternal Grandmother
Paternal Grandfather

DECEASED
Mother
Father
Brothers
Sisters
Aunts
Uncles
Paternal Grandmother
Paternal Grandfather
Maternal Grandmother
Paternal Grandfather

IMPORTANT DISEASES

OVER-THE-COUNTER (OTC) ISSUES:
Please check all products that you use occasionally or regularly.
___Pain Reliever
___Acetaminophen (ex. Tylenol®)
___Ibuprofen (ex. Motrin IB ®)
___Naproxen (ex. Aleve®)
___Ketoprofen (ex. Orudis KT ®)
___Cough Suppressant (ex. Robitussin DM ®)
___Antihistamine product (ex. Chlor-Trimenton®)
___Decongestant product (ex. Sudafed ®0
___Combination product (cough & cold reliever)
(ex. Triaminic DM ®)
___Sleep aids (ex. Excedrin PM ®, Unisom ®,
Sominex ®, Nytol ®)

___Antidiarrheals (ex. Imodium ®, Pepto
Bismol ®, Kaopectate ®)
___Laxative/Stool Softeners (ex. Doxidan ®,
Correctol ®, etc.)
___Diet aids/Weight loss products (ex.
Dexatrim ®)
___Antacids (ex. Maalox ®, Mylanta ®)
Acid Blockers (ex. Tagament HB ®, Pepcid
AC ®, Zantac 75 ®)
___Other (please list): ____________________
_______________________________________
_______________________________________
_______________________________________

MEDICAL CONDITIONS/DISEASES:
Please check all that apply to you.
___Heart disease (ex. Congestive Heart Failure)
___High cholesterol or lipids (ex. Hyperlipidemia)
___High blood pressure (ex. Hypertension)
___Cancer
___Ulcers (stomach, esophagas)
___Thyroid disease
___Hormonal related Issues
___Blood Clotting Problems

___Lung condition (ex. Asthma, Emphysema,
COPD)
___Diabetes
___Arthritis or joint problems
___Depression
___Epilepsy
___Headaches/migraines
___Eye disease (glaucoma, etc.)
___Other. Please list: _____________________

TOP THREE BIGGEST CONCERNS/SYMPTOMS:
1. __________________________________________ Since When: ________________

2. __________________________________________ Since When: ________________

3. __________________________________________ Since When: ________________

Circle the answer that best describes you.
Sexual Function
Decreased libido or desire for sex
Rare

Moderate

Frequent

Severe

Frequent

Severe

Frequent

Severe

Loss of morning erections
Rare

Moderate

Difficulty maintaining erections
Rare

Moderate

Difficulty starting an erection/No erection
Rare

Moderate

Frequent

Severe

Ejaculation potency problems-decreased volume of ejaculate and ejaculatory force
Rare

Moderate

Frequent

Severe

Mental Function
Feeling of burn out/inability to concentrate
Rare

Moderate

Frequent

Severe

Tiredness, fatigue, and loss of energy
Rare

Moderate

Frequent

Severe

Decreased mental sharpness and attention
Rare

Moderate

Frequent

Severe

Moderate

Frequent

Severe

Forgetfulness
Rare

Feeling of depression-important things, such as marriage and work, have lost significance
Rare

Moderate

Frequent

Severe

Increased irritability, anger, and bad temper
Rare

Moderate

Frequent

Severe

Frequent

Severe

Musculoskeletal Condition
Decreased physical stamina
Rare

Moderate

Decreased Muscle size, tone and strength
Rare

Moderate

Frequent

Severe

“Sore-body syndrome”-aches and pains in muscles and joints
Rare

Moderate

Frequent

Severe

Development of osteoporosis or arthritis
Rare

Moderate

Frequent

Severe

Metabolic or Physical/Disease Problems
Increased total cholesterol and triglycerides
Rare

Moderate

Frequent

Severe

Diabetes onset/Rise in blood sugar
Rare

Moderate

Frequent

Severe

Frequent

Severe

Increased blood pressure
Rare

Moderate

Increased waist size-weight gain especially around the middle
Rare

Moderate

Frequent

Severe

Increased fat in the breast and hip areas
Rare

Moderate

Frequent

Severe

Frequent

Severe

Dry skin on the hands and face
Rare

Moderate

Age you are: __________
Age you feel: __________
What four (4) symptoms do you most want to improve or correct?
1. ________________________________________________________
2. ________________________________________________________
3. ________________________________________________________
4. ________________________________________________________

QUESTION DOCUMENTATION FORM
Please write down any questions you may have about Prescription Bio-Identical Hormone Replacement
Therapy (RxBHRT), other medications, or any other questions that come up as you read through the
materials you have received. Bring this question sheet with you to your consultation so you can discuss
this information with your pharmacist/nurse. Thank you.

1.

2.

3.

4.

5.

Medical History Form-Male
Please return your form to the Pharmacy when you have finished.
The Pharmacist will meet with you to review your information. Thank you.
PATIENT INFORMATION:

TODAY’S DATE: ________________

Name: __________________________________
Address: ________________________________

Birth Date: ___________________
Age: ________________________

City: ___________________________________
Occupation: _____________________________

Phone: ______________________
Wk Phone: ___________________

Living Situation: Spouse Alone Partner Friend(s) Parent Children Other
Status: Married Divorced Widowed

Blood Type: O A B AB

How did you hear about our Pharmacy? ________________________________________________________________

MEDICAL STATUS
How do you rate your general health?

Excellent;

Good;

Fair

Poor.

Height: _____ft._____in.; Weight: ______lbs
Blood pressure: __________ Pulse: __________
Lifestyle Information:
Do you use: Yes or No

If yes, how often and how much?

Tobacco (smoke, chew, dip)
Alcohol (beer, wine, hard liquor)
Caffeine (cola drinks, tea, coffee)
IMPAIRMENTS: Check if you have any of the following:
_____ Physical impairment _____ Visual impairment _____ Hearing impairment
EXERCISE: Do you exercise regularly?
YES
If YES, describe what you do and how often:

NO

STRESS MANAGEMENT: Do you practice any stress management techniques?
YES NO If YES, describe what you do and how often.

SLEEP: How long does it take you to fall asleep? Minutes: 5 10 15 30 60+
Generally, how many hours of sleep do you get per night? ___________ hours
Do you sleep uninterrupted all night?

YES

NO

If NO, how many times do you awaken: _______ times. Do you awaken at a particular time(s)?
What awakens you? ____________________________________________________________
Do you nap during the day?

YES

NO

How often and how long do you nap?

DIET: Describe your typical daily food intake:
First Meal:

Second Meal:

Third Meal:

Any Snacks/Other:

DOCTOR INFORMATION: Are you currently under the care of a physician? YES NO
If YES, please list each doctor from whom you seek care, including address and phone number, if
known:
Doctor Name: _____________________ Address: _____________________ Phone: __________
Doctor Name: _____________________ Address: _____________________ Phone: __________
Doctor Name: _____________________ Address: _____________________ Phone: __________

ALLERGIES: Please check all that apply:
_____penicillin
_____morphine
_____dye allergies _____pet allergies
_____codeine
_____aspirin
_____nitrate allergy _____seasonal(pollen)allergies
_____sulfa drug
_____food allergies _____no known allergies
Other: _____________
Please describe the allergic reaction you experienced and when it occurred:

MEDICAL CONDITIONS/DISEASES:
Please check all that apply to you.
___Heart disease (ex. Congestive Heart Failure)
___High cholesterol or lipids (ex. Hyperlipidemia)
___High blood pressure (ex. Hypertension)
___Cancer
___Ulcers (stomach, esophagas)
___Thyroid disease
___Hormonal related Issues
___Blood Clotting Problems

___Lung condition (ex. Asthma, Emphysema,
COPD)
___Diabetes
___Arthritis or joint problems
___Depression
___Epilepsy
___Headaches/migraines
___Eye disease (glaucoma, etc.)
___Other. Please list: _____________________

FAMILY HISTORY: Do you have a family history of any of the following?
LIVING

IMPORTANT DISEASES

Mother
Father
Brothers
Sisters
Aunts
Uncles
Paternal Grandmother
Paternal Grandfather
Maternal Grandmother
Paternal Grandfather

DECEASED
Mother
Father
Brothers
Sisters
Aunts
Uncles
Paternal Grandmother
Paternal Grandfather
Maternal Grandmother
Paternal Grandfather

IMPORTANT DISEASES

OVER-THE-COUNTER (OTC) ISSUES:
Please check all products that you use occasionally or regularly.
___Pain Reliever
___Acetaminophen (ex. Tylenol®)
___Ibuprofen (ex. Motrin IB ®)
___Naproxen (ex. Aleve®)
___Ketoprofen (ex. Orudis KT ®)
___Cough Suppressant (ex. Robitussin DM ®)
___Antihistamine product (ex. Chlor-Trimenton®)
___Decongestant product (ex. Sudafed ®0
___Combination product (cough & cold reliever)
(ex. Triaminic DM ®)
___Sleep aids (ex. Excedrin PM ®, Unisom ®,
Sominex ®, Nytol ®)

___Antidiarrheals (ex. Imodium ®, Pepto
Bismol ®, Kaopectate ®)
___Laxative/Stool Softeners (ex. Doxidan ®,
Correctol ®, etc.)
___Diet aids/Weight loss products (ex.
Dexatrim ®)
___Antacids (ex. Maalox ®, Mylanta ®)
Acid Blockers (ex. Tagament HB ®, Pepcid
AC ®, Zantac 75 ®)
___Other (please list): ____________________
_______________________________________
_______________________________________
_______________________________________

MEDICAL CONDITIONS/DISEASES:
Please check all that apply to you.
___Heart disease (ex. Congestive Heart Failure)
___High cholesterol or lipids (ex. Hyperlipidemia)
___High blood pressure (ex. Hypertension)
___Cancer
___Ulcers (stomach, esophagas)
___Thyroid disease
___Hormonal related Issues
___Blood Clotting Problems

___Lung condition (ex. Asthma, Emphysema,
COPD)
___Diabetes
___Arthritis or joint problems
___Depression
___Epilepsy
___Headaches/migraines
___Eye disease (glaucoma, etc.)
___Other. Please list: _____________________

TOP THREE BIGGEST CONCERNS/SYMPTOMS:
1. __________________________________________ Since When: ________________

2. __________________________________________ Since When: ________________

3. __________________________________________ Since When: ________________

Circle the answer that best describes you.
Sexual Function
Decreased libido or desire for sex
Rare

Moderate

Frequent

Severe

Frequent

Severe

Frequent

Severe

Loss of morning erections
Rare

Moderate

Difficulty maintaining erections
Rare

Moderate

Difficulty starting an erection/No erection
Rare

Moderate

Frequent

Severe

Ejaculation potency problems-decreased volume of ejaculate and ejaculatory force
Rare

Moderate

Frequent

Severe

Mental Function
Feeling of burn out/inability to concentrate
Rare

Moderate

Frequent

Severe

Tiredness, fatigue, and loss of energy
Rare

Moderate

Frequent

Severe

Decreased mental sharpness and attention
Rare

Moderate

Frequent

Severe

Moderate

Frequent

Severe

Forgetfulness
Rare

Feeling of depression-important things, such as marriage and work, have lost significance
Rare

Moderate

Frequent

Severe

Increased irritability, anger, and bad temper
Rare

Moderate

Frequent

Severe

Frequent

Severe

Musculoskeletal Condition
Decreased physical stamina
Rare

Moderate

Decreased Muscle size, tone and strength
Rare

Moderate

Frequent

Severe

“Sore-body syndrome”-aches and pains in muscles and joints
Rare

Moderate

Frequent

Severe

Development of osteoporosis or arthritis
Rare

Moderate

Frequent

Severe

Metabolic or Physical/Disease Problems
Increased total cholesterol and triglycerides
Rare

Moderate

Frequent

Severe

Diabetes onset/Rise in blood sugar
Rare

Moderate

Frequent

Severe

Frequent

Severe

Increased blood pressure
Rare

Moderate

Increased waist size-weight gain especially around the middle
Rare

Moderate

Frequent

Severe

Increased fat in the breast and hip areas
Rare

Moderate

Frequent

Severe

Frequent

Severe

Dry skin on the hands and face
Rare

Moderate

Age you are: __________
Age you feel: __________
What four (4) symptoms do you most want to improve or correct?
1. ________________________________________________________
2. ________________________________________________________
3. ________________________________________________________
4. ________________________________________________________

QUESTION DOCUMENTATION FORM
Please write down any questions you may have about Prescription Bio-Identical Hormone Replacement
Therapy (RxBHRT), other medications, or any other questions that come up as you read through the
materials you have received. Bring this question sheet with you to your consultation so you can discuss
this information with your pharmacist/nurse. Thank you.

1.

2.

3.

4.

5.

Okuley’s Pharmacy New Patient Information
Date: _______________

Patient Information
Name: _______________________________________________________
Address: _____________________________________________________
_____________________________________________________
Phone number: ___________________
Date of Birth: _____________________

Doctor’s Information
Name: _________________________________ Phone Number: ________________

Medication Information
Allergies:
Allergic to What

Current Medications:
Medication

Reaction

Strength

Medication

Herbal/Over-the-Counter/Nutritional Products:
Product
Taken How Often

Product

Diseases/Conditions
Disease/Condition

Disease/Condition

Year Diagnosed

*Please provide your prescription insurance card before we fill your prescription

Strength

Taken How Often

Year Diagnosed

PHOTO CONSENT
I freely give my consent to have my picture taken
and be used by Okuley’s Pharmacy and Home Medical
for my patient file.

Printed Name: _______________________________________________

Signature: ___________________________________________________

Date: _______________________________________________________

Witness: ____________________________________________________
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Lab Work
Levels of hormones can be helpful in evaluating your replacement needs. We suggest that
you have your physician get base line levels of your hormones before starting human
bio-identical hormone replacement.
Levels can be checked by either blood or saliva sample. If you prefer to have saliva
testing, please contact the pharmacy for a saliva kit. Blood levels will have to be drawn at
your physician’s office.
The following labs are what we suggest you have drawn or collected:

Males:
Testosterone Free
DHEA-sulfate
SHBG
Estradiol
LH
PSA
Cortisol—4 point (If under a lot of stress)
Thyroid (T4 total and free, T3 total and free, TSH, Vit D 25, Vit D 25 OH, Ferritin) (if
tired, constipated, cold blooded, depressed, or experiencing weight gain)
Lipid Panel

