
Harmony Women’s Health 
 

Name:___________________________________                      Date:____________________ 
 
Current medications: 
 
Any new medications, supplements, or medical problems since last visit? 
 
What issues do you want to address today?________________________________________ 
 
____________________________________________________________________________ 
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Name:___________________________________   Date:________________________ 
 
Please rate on a 0 to 10 scale your level of symptoms over the past 2 weeks (0 = no 
symptoms,  10 = the worst symptoms imaginable) 

 
0      1      2      3      4      5      6      7      8       9      10

Pelvic pain     O     O     O     O     O     O     O     O     O      O       O 
Menstrual cramps   O     O     O     O     O     O     O     O     O      O       O 
Pain with intercourse    O     O     O     O     O     O     O     O     O      O       O 
Vulvar pain or itching    O     O     O     O     O     O     O     O     O      O       O 
Heavy bleeding with periods  O     O     O     O     O     O     O     O     O      O       O 
Irregular periods   O     O     O     O     O     O     O     O     O      O       O 
Lack of interest in sex   O     O     O     O     O     O     O     O     O      O       O 
PMS symptoms    O     O     O     O     O     O     O     O     O      O       O 
Breast tenderness   O     O     O     O     O     O     O     O     O      O       O 
Bladder urgency or frequency  O     O     O     O     O     O     O     O     O      O       O 
Waking at night to urinate  O     O     O     O     O     O     O     O     O      O       O 
Sugar or carbohydrate cravings O     O     O     O     O     O     O     O     O      O       O 
Digestive problems   O     O     O     O     O     O     O     O     O      O       O 
Bloating    O     O     O     O     O     O     O     O     O      O       O 
Muscle/joint pain    O     O     O     O     O     O     O     O     O      O       O 
Fatigue/exhaustion    O     O     O     O     O     O     O     O     O      O       O 
Muscle weakness   O     O     O     O     O     O     O     O     O      O       O 
Fever     O     O     O     O     O     O     O     O     O      O       O 
Chills     O     O     O     O     O     O     O     O     O      O       O 
Night sweats    O     O     O     O     O     O     O     O     O      O       O 
Hot flashes    O     O     O     O     O     O     O     O     O      O       O 
Brain fog    O     O     O     O     O     O     O     O     O      O       O 
Headaches     O     O     O     O     O     O     O     O     O      O       O 
Sense of well-being   O     O     O     O     O     O     O     O     O      O       O 
Depression     O     O     O     O     O     O     O     O     O      O       O 
Anxiety    O     O     O     O     O     O     O     O     O      O       O 
Mood swings    O     O     O     O     O     O     O     O     O      O       O 
Stress      O     O     O     O     O     O     O     O     O      O       O 
Sleep problems   O     O     O     O     O     O     O     O     O      O       O
Hair loss    O     O     O     O     O     O     O     O     O      O       O 
Chest pain    O     O     O     O     O     O     O     O     O      O       O 
Shortness of breath   O     O     O     O     O     O     O     O     O      O       O 
Cough     O     O     O     O     O     O     O     O     O      O       O 
Heart palpitations   O     O     O     O     O     O     O     O     O      O       O 
Fluid retention or swelling  O     O     O     O     O     O     O     O     O      O       O 
Numbness & tingling   O     O     O     O     O     O     O     O     O      O       O 
Sharp, shooting pains   O     O     O     O     O     O     O     O     O      O       O 
Skin hypersensitivity    O     O     O     O     O     O     O     O     O      O       O
Double or blurry vision  O     O     O     O     O     O     O     O     O      O       O
Buzzy or ringing in the ears  O     O     O     O     O     O     O     O     O      O       O 
Dizziness    O     O     O     O     O     O     O     O     O      O       O 
Feeling faint when standing up O     O     O     O     O     O     O     O     O      O       O 
Tremur (unavoidable shaking) O     O     O     O     O     O     O     O     O      O       O 
Back pain    O     O     O     O     O     O     O     O     O      O       O 
Overall level of functioning  O     O     O     O     O     O     O     O     O      O       O 
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Instructions for filling out this form: 
 
 We want you to get the most out of your consultation with Dr. Metzger.  In order to be able 
to focus on the problems most important and relevant to you, we need to have you fill out the 
attached form completely.  We know it is a chore to write down each medication that you are taking, 
but this saves all of us time.  Many patients keep a list on their computer, update it prior to their 
appointment, and attach it to the paperwork.



 


	Night sweats    O     O     O     O     O     O     O     O     O      O       O
	Hair loss    O     O     O     O     O     O     O     O     O      O       O

	Heart palpitations   O     O     O     O     O     O     O     O     O      O       O
	Fluid retention or swelling  O     O     O     O     O     O     O     O     O      O       O


