
!  
30 E Padonia Rd, #305, Timonium, MD 21093    Phone: (410) 560-7404  Fax: (443) 705-0228 

Email: info@waynebonliemd.com 

Today’s Date: _______________

Patient Information

Name: ___________________________________

DOB: ______ / ______ / __________

Address:__________________________________

City/Town: ________________________________

State: __________     Zip: __________

Home Phone: _____________________________

Cell Phone: _______________________________

Email Address: _______________________________________________

How did you hear about us? ___________________________________________

What are the top three symptoms or problems related to hormones you would like to 
change?

1.  ________________________________________________________________ 

2.  ________________________________________________________________ 

3.  ________________________________________________________________

Please score the two factors below on a scale from 0 - 10.  

0 = None or Terrible       10 = High or Excellent

1.  My Energy Level ___________    2.  My Sense of Well Being __________
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Past Medical History

List Medical Conditions both past and current: _________________________________

______________________________________________________________________

______________________________________________________________________

Surgeries: _____________________________________________________________

______________________________________________________________________

______________________________________________________________________

Medication Allergies: _____________________________________________________

______________________________________________________________________

Current Medications: _____________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________
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Supplements and Vitamins: _______________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

How many hours do you sleep at night: ______________________________________

Do you feel rested when you get up in the AM?    ☐ Yes         ☐ No

Do you smoke?    ☐ Yes         ☐ No How much? ______________________

Drink Alcohol?      ☐ Yes         ☐ No How much? ______________________

Do you exercise? ☐ Yes         ☐ No How often? ______________________

Date of most recent:  EKG _________     Stress Test ________     Lipid panel ________
      ***Please bring copy of most recent blood work with you to your appointment***

Stress Level:   ☐ High       ☐ Moderate       ☐ Low     

Current Stressors: _______________________________________________________

______________________________________________________________________

______________________________________________________________________

Are you pregnant?  ☐ Yes         ☐ No

Do you plan to become pregnant in the future?  ☐ Yes         ☐ No

Date of last menstrual period:  ______________

Date of menopause: ________________

Date of last Pap smear: ________________ Name of physician: ______________

Date of last Mammogram: ______________

Bone Density (DXA scan): _______________________________________________
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Number of pregnancies: _______________

Number of Live Births: _______________

Number of Miscarriages: _______________

PMS:   ☐ Mild       ☐ Moderate       ☐ Severe ☐ NA 

Vaginal Complaints: ___________________________________________________________ 

Family History 

Uterine Cancer        ☐ Yes         ☐ No

Ovarian Cancer       ☐ Yes         ☐ No

Fibrocystic Breasts  ☐ Yes         ☐ No

Breast Cancer         ☐ Yes         ☐ No

Heart Disease         ☐ Yes         ☐ No

Osteoporosis           ☐ Yes         ☐ No

Colon Cancer          ☐ Yes         ☐ No

Thyroid problems    ☐ Yes         ☐ No

Other                       ☐ Yes         ☐ No
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Symptom List - Some of these symptoms will be repeated in different sections because different 
hormone deficiencies my result in similar symptoms. 

COR
Do you ever have the 
following symptoms?

No
Never

Few
Sometimes

Moderate
Regularly

Much
Often

Always
Extreme

Poor tolerance to stress

Anxiety with stress

Low Blood Pressure

Tired during the day

Fatigue or mood improved 
with sweets or sugar

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

Salt Cravings

Nausea

Inflammatory disease 
(arthritis etc)

Allergies to foods or 
medications

Brown spots or increased 
pigmentation

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

Eczema, psoriasis or dandruff

Sugar Cravings

☐ 

☐

☐ 

☐

☐ 

☐

☐ 

☐

☐ 

☐

Weak or tired when standing

Urinate often

☐ 

☐

☐ 

☐

☐ 

☐

☐ 

☐

☐ 

☐
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MEL

THY

Do you ever have the 
following symptoms?

No
Never

Few
Sometimes

Moderate
Regularly

Much
Often

Always
Extreme

Poor Sleep

Difficulty falling asleep

Awakening at night

Excessive pondering of 
problems at night

Waking up tired

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

Do you ever have the 
following symptoms?

No
Never

Few
Sometimes

Moderate
Regularly

Much
Often

Always
Extreme

Sensitive to cold

Cold hands or feet

Generalized fatigue

Fatigue unless exercising

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐

Sleepy during the day

Distracted easily

Poor motivation for tasks

Depression

Headaches

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

Water retention

Constant swollen eyelids

Swollen eyes in the AM

Swollen calves/feet

Difficulty losing weight 
despite dieting

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐
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Constipation

Bedwetting as a child

Slow heart palpitations

Muscle cramps

Carpal tunnel syndrome

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

Stiff joints in the morning

Joint pain worsens in cold

Hoarse voice in the morning

Dry skin (general/feet or 
elbows)

Slow growing or brittle nails

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

Diffuse hair loss

Muscle achiness or soreness

Low body temperature

Diminished sweating

Tingling or numbness in 
extremities

Decreased hearing

Course skin (rough skin)

☐ 

☐ 

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐ 

☐ 

☐

Do you ever have the 
following symptoms?

No
Never

Few
Sometimes

Moderate
Regularly

Much
Often

Always
Extreme
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E
Do you ever have the 
following symptoms?

No
Never

Few
Sometimes

Moderate
Regularly

Much
Often

Always
Extreme

Older looking than age

Loss of attention to details

Bleeding gums or poor teeth

Fatigue throughout the day

Poor recovery from exercise

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

Depressed

Poor memory

Hot flashes

Excessive sweating

Dry eyes

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

Dry vagina

Pain during intercourse

Pale skin

Wrinkles around eye/
forehead/mouth

New body hair

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

Drooping breasts

Bladder infections

Urinary incontinence

First menstruation before 12 
or after 15

Depression before 
menstruation

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐
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P

T

Do you ever have the 
following symptoms?

No
Never

Few
Sometimes

Moderate
Regularly

Much
Often

Always
Extreme

Irritable before menstruation

Swollen breasts before 
menstruation

Breast cysts

Fibroids of uterus

Endometriosis

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

General irritability

Generalized anxiety

☐ 

☐

☐ 

☐

☐ 

☐

☐ 

☐

☐ 

☐

Do you ever have the 
following symptoms?

No
Never

Few
Sometimes

Moderate
Regularly

Much
Often

Always
Extreme

Too emotional

Too rigid

Poor strength

Low libido (sex drive)

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐

Difficulty achieving orgasm

Poor muscle tone

Excessive fat

Cellulite

Varicose veins

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

☐ 

☐ 

☐ 

☐ 

☐

Hemorrhoids

Bruising easily

☐ 

☐

☐ 

☐

☐ 

☐

☐ 

☐

☐ 

☐
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Candida Questionnaire                                                                                  Point Score

____ Have you been treated for acne with antibiotics for one month or longer?           50

____ Have you taken antibiotics for any type of infection for more than two                 50
         consecutive months or shorter courses more than three times in a twelve
         month period?

____ Have you ever taken antibiotics - even for a single course?                                   6

____ Have you ever had vaginitis?                                                                                 25

____ Have you ever been pregnant?                                                                               5

____ Have you ever taken birth control pills?                                                                 15

____ Have you ever taken corticosteroids such as Prednisone, Cortisone, Medrol       15
         or dexamethasone?

____ When exposed to perfumes, insecticide, other odors or chemicals do you           15
         wheezing, burning eyes or other distress?

____ Are your symptoms worse on damp, humid days or in moldy places?                  20

____ Have you ever had fungal infections such as jock itch, athlete’s foot, a nail         20
         infection or persistent skin infection that was difficult to treat?

____ Do you crave sugar or bread?                                                                               20

____ Does tobacco smoke cause you wheezing or burning eyes?                               10

Please add your points and record your Total Score ____________
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