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	New Patient Intake Form
Please complete all sections. This information is protected under HIPAA and used solely for your clinical care.



	
	OFFICE USE
Date Received: ____________    Reviewed By: ____________    Entered Into EMR:  ☐ Yes



	1
	Patient Demographics



	Full Legal Name:
	



	Date of Birth:
	
	
	Age:
	



	Address:
	



	City:
	
	
	State / Zip:
	



	Phone (cell):
	
	
	Phone (home/work):
	



	Email Address:
	



	Emergency Contact:
	
	
	Relationship:
	



	Emergency Contact Phone:
	



Body Measurements (staff may complete at visit):

	Height: ______
	Weight: ______ lbs
	Waist: ______ in
	BMI: ______



	2
	Symptom Assessment (qADAM Scale)



Rate each area from 1 (Terrible) to 5 (Excellent) based on how you feel right now. Check one box per row.

	Symptom Domain
	1
Terrible
	2
Poor
	3
Fair
	4
Good
	5
Excellent

	1. Your libido (sex drive)
	☐
	☐
	☐
	☐
	☐

	2. Your energy level
	☐
	☐
	☐
	☐
	☐

	3. Your strength and endurance
	☐
	☐
	☐
	☐
	☐

	4. Your enjoyment of life
	☐
	☐
	☐
	☐
	☐

	5. Your mood / happiness
	☐
	☐
	☐
	☐
	☐

	6. Your erection quality
	☐
	☐
	☐
	☐
	☐

	7. Your work performance
	☐
	☐
	☐
	☐
	☐

	8. Your ability to exercise
	☐
	☐
	☐
	☐
	☐

	9. Your sleep quality
	☐
	☐
	☐
	☐
	☐

	10. Overall, how do you rate your health?
	☐
	☐
	☐
	☐
	☐



Please describe your main complaints and how they affect your daily life:




	3
	Erectile Function



	Are you currently experiencing erectile difficulties?
	☐ Yes    ☐ No



If yes:
	   Difficulty getting an erection?
	☐ Yes    ☐ No


	   Difficulty maintaining an erection?
	☐ Yes    ☐ No


	   Have you tried Viagra, Cialis, or Levitra?
	☐ Yes    ☐ No



If yes, how well did they work?
	☐  Very effective
	☐  Somewhat effective
	☐  Not effective
	☐  Have not tried



	4
	Cardiovascular & Thrombotic History



	
	WHY WE ASK
Testosterone therapy requires cardiovascular screening. Guidelines recommend documenting your full CV history before starting treatment, and deferring therapy for 3–6 months after a major event.



	Heart attack (myocardial infarction)?
	☐ Yes    ☐ No


	Stroke or TIA (mini-stroke)?
	☐ Yes    ☐ No


	Stent placed or bypass surgery?
	☐ Yes    ☐ No


	Congestive heart failure (CHF)?
	☐ Yes    ☐ No


	Irregular heartbeat (arrhythmia / AFib)?
	☐ Yes    ☐ No


	Uncontrolled high blood pressure?
	☐ Yes    ☐ No


	Blood clot (DVT) or pulmonary embolism (PE)?
	☐ Yes    ☐ No


	Known blood clotting disorder (thrombophilia)?
	☐ Yes    ☐ No


	Currently taking blood thinners (anticoagulants)?
	☐ Yes    ☐ No



	If YES to any above, most recent event date:
	



	Blood thinner name (if applicable):
	



	5
	Sleep Apnea Screening



	
	WHY WE ASK
Untreated sleep apnea doubles the risk of a blood-thickening side effect (polycythemia) on testosterone therapy. This quick screen helps us assess your risk.



	S — Do you SNORE loudly (heard through closed doors)?
	☐ Yes    ☐ No


	T — Do you often feel TIRED or sleepy during the day?
	☐ Yes    ☐ No


	O — Has anyone OBSERVED you stop breathing during sleep?
	☐ Yes    ☐ No


	P — Do you have high blood PRESSURE (treated or untreated)?
	☐ Yes    ☐ No



	Have you been diagnosed with obstructive sleep apnea?
	☐ Yes    ☐ No


	If yes, do you use a CPAP or BiPAP machine?
	☐ Yes    ☐ No



	6
	Prostate & Urinary Health



	Have you been diagnosed with prostate cancer?
	☐ Yes    ☐ No


	Have you ever had a prostate biopsy?
	☐ Yes    ☐ No


	Have you been diagnosed with BPH (enlarged prostate)?
	☐ Yes    ☐ No


	Do you have significant urinary symptoms (frequent/weak stream/nighttime)?
	☐ Yes    ☐ No



	Date of last PSA test:
	
	
	PSA value (if known):
	



	Family history of prostate cancer (father, brother)?
	☐ Yes    ☐ No



	7
	Breast Health



	
	WHY WE ASK
Testosterone can convert to estrogen. We screen for breast symptoms before starting therapy and monitor throughout treatment.



	Breast tenderness or swelling?
	☐ Yes    ☐ No


	Nipple discharge?
	☐ Yes    ☐ No


	Diagnosed with gynecomastia (enlarged breast tissue)?
	☐ Yes    ☐ No


	Family history of male breast cancer?
	☐ Yes    ☐ No



	8
	Prior Testosterone & Hormone Use



	Have you ever used prescription testosterone (injections, gels, patches, pellets)?
	☐ Yes    ☐ No



	If yes — form, dose, duration:
	



	When did you last use testosterone?
	



	Have you ever used anabolic steroids or prohormones?
	☐ Yes    ☐ No


	Have you used clomiphene (Clomid), hCG, or an aromatase inhibitor?
	☐ Yes    ☐ No


	Are you currently using any testosterone or hormone product?
	☐ Yes    ☐ No



	9
	Fertility & Reproductive Goals



	
	IMPORTANT
Testosterone therapy can significantly reduce sperm production and may affect your ability to father children. If you want children in the future, alternative treatments are available that preserve fertility.



	Do you want to father children now or in the future?
	☐ Yes    ☐ No


	Are you currently trying to conceive?
	☐ Yes    ☐ No


	Have you had a vasectomy?
	☐ Yes    ☐ No



	10
	Household & Gel/Cream Safety



	Do children under 12 live in or regularly visit your home?
	☐ Yes    ☐ No


	Are you in regular close contact with a pregnant woman?
	☐ Yes    ☐ No



This helps us select the safest testosterone delivery method for your household.

	11
	Weight Loss / GLP-1 Safety Screen



	
	WHY WE ASK
If you are interested in medical weight loss with GLP-1 medications (semaglutide / Ozempic / Wegovy), these questions screen for conditions that may affect your eligibility.



	Are you interested in medical weight loss as part of your treatment?
	☐ Yes    ☐ No



	Have you ever been diagnosed with pancreatitis?
	☐ Yes    ☐ No


	Do you or a family member have a history of medullary thyroid cancer?
	☐ Yes    ☐ No


	Do you or a family member have Multiple Endocrine Neoplasia type 2 (MEN2)?
	☐ Yes    ☐ No


	Have you had gallbladder removal or gallbladder disease?
	☐ Yes    ☐ No


	Have you been diagnosed with gastroparesis (slow stomach emptying)?
	☐ Yes    ☐ No


	Have you used a GLP-1 medication before (Ozempic, Wegovy, Mounjaro, etc.)?
	☐ Yes    ☐ No



	If yes — which medication and for how long?
	



	12
	Review of Systems



Y = YES, currently have  |  P = PAST condition  |  N = NEVER had

	Cardiovascular


	Chest Pain
	Y  P  N
	Arm Pain with Exertion
	Y  P  N

	Palpitations
	Y  P  N
	Light-headed on Standing
	Y  P  N

	Leg Swelling
	Y  P  N
	Shortness of Breath
	Y  P  N

	Heart Murmur
	Y  P  N
	
	



	Genitourinary


	Inability to Hold Urine
	Y  P  N
	Incomplete Emptying
	Y  P  N

	Blood in Urine
	Y  P  N
	Difficulty Urinating
	Y  P  N

	Nighttime Urination (>2x)
	Y  P  N
	Testicular Pain
	Y  P  N

	Increased Frequency
	Y  P  N
	Testicular Mass
	Y  P  N



	Endocrine


	Fatigue
	Y  P  N
	Hot Flashes
	Y  P  N

	Heat or Cold Intolerance
	Y  P  N
	Hair Loss
	Y  P  N

	Excessive Thirst
	Y  P  N
	Excessive Hunger
	Y  P  N



	Neurological


	Dizziness
	Y  P  N
	Numbness / Tingling
	Y  P  N

	Headaches / Migraines
	Y  P  N
	Memory Problems
	Y  P  N



	Mental / Emotional


	Depression
	Y  P  N
	Restless Sleep
	Y  P  N

	Irritability / Mood Swings
	Y  P  N
	Feel Unsafe in a Relationship
	Y  P  N

	Anxiety
	Y  P  N
	
	



	13
	Conditions Checklist



Have you had, or do you currently have, any of the following?

	Anemia
	Yes  No
	Gallbladder Disease
	Yes  No

	Hypertension
	Yes  No
	Peyronie’s Disease
	Yes  No

	Atrial Fibrillation
	Yes  No
	Gastroparesis
	Yes  No

	Hypothyroidism
	Yes  No
	Polycythemia
	Yes  No

	BPH (Enlarged Prostate)
	Yes  No
	Gynecomastia
	Yes  No

	Hyperthyroidism
	Yes  No
	Prostate Cancer
	Yes  No

	Bleeding Disorder
	Yes  No
	Heart Disease
	Yes  No

	Kidney Disease
	Yes  No
	Pulmonary Embolism
	Yes  No

	Cancer (any type)
	Yes  No
	Hemochromatosis
	Yes  No

	Liver Disease
	Yes  No
	Sleep Apnea
	Yes  No

	Coronary Artery Disease
	Yes  No
	High Cholesterol
	Yes  No

	Myocardial Infarction
	Yes  No
	Stroke
	Yes  No

	Deep Vein Thrombosis
	Yes  No
	HIV/AIDS
	Yes  No

	Obesity / Metabolic Syndrome
	Yes  No
	Thrombophilia
	Yes  No

	Depression
	Yes  No
	Thyroid Cancer
	Yes  No

	Osteoporosis
	Yes  No
	Undescended Testicle
	Yes  No

	Diabetes (Type 1 or 2)
	Yes  No
	Varicocele
	Yes  No

	Pancreatitis
	Yes  No
	
	



	14
	Allergies & Current Medications



Medication Allergies:


Food Allergies or Sensitivities:


Are you currently taking any of the following? (check all that apply)

	☐  Testosterone (any form)
	☐  Blood thinners
	☐  Opioid pain medication


	☐  Nitrates / Nitroglycerin
	☐  Blood pressure meds
	☐  Viagra / Cialis / Levitra


	☐  Anti-depressants
	☐  Finasteride / Dutasteride
	☐  GLP-1 (Ozempic, etc.)


	☐  Corticosteroids
	☐  Clomiphene (Clomid)
	☐  Thyroid medication


	☐  Insulin / Diabetes meds
	☐  Sleeping pills
	☐  Supplements / Vitamins



List ALL prescription medications, OTC medications, vitamins, and supplements:




	15
	Social & Family History



	Occupation:
	
	
	Hours per week:
	



	Do you drink alcohol?
	☐ Yes    ☐ No


	If yes, how often and how much?
	



	Do you smoke or use tobacco?
	☐ Yes    ☐ No



	Do you use recreational drugs (marijuana, cocaine, etc.)?
	☐ Yes    ☐ No



Physical Activity Level:
	☐  Inactive
	☐  Light (1–2x/week)
	☐  Moderate (3–4x/week)
	☐  Heavy (5+/week)



Family History — check all that apply:

	☐  Heart Disease
	☐  Prostate Cancer
	☐  Diabetes
	☐  Stroke


	☐  High Cholesterol
	☐  Blood Clots (DVT/PE)
	☐  High Blood Pressure
	☐  Thyroid Cancer


	☐  Premature Heart Attack (<55)
	☐  Testosterone Deficiency
	☐  Breast Cancer (male)
	☐  



	16
	Hospitalizations, Surgeries & Current Physicians



List all hospitalizations or surgeries:

	Procedure / Reason
	Year

	
	

	
	

	
	

	
	



Current Physicians:

	Role
	Name
	Phone
	Specialty / Last Visit

	Primary Care
	
	
	

	Specialist
	
	
	



	
	All Revive Low T patients are required to have a primary care physician and receive annual physicals. If you don’t have one, we’re happy to help you find one.



	17
	Treatment Goals & Preferences



Which services are you interested in? (check all that apply)

	☐  Testosterone Therapy (TRT)
	☐  ED Treatment
	☐  Medical Weight Loss



What are you hoping to improve? (check all that apply)

	☐  Energy / Fatigue
	☐  Sex drive / Libido
	☐  Erectile function
	☐  Mood / Depression


	☐  Muscle / Strength
	☐  Weight / Body composition
	☐  Mental clarity / Focus
	☐  Sleep quality



Testosterone delivery preference:

	☐  Injections (self-administered)
	☐  Topical gel / cream
	☐  Pellets
	☐  No preference



Is there anything else you want your clinician to know?




	THANK YOU!
We’re excited to help you feel yourself again.
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