Menopause Society

OF IRELAND

Menopause Pre-Consult
Questionnaire

Patient Name:

D.O.B:

Please bring this consultation form with you to your appointment,

or you can email or post it prior to your appointment
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Patient Name DOB MRN

Prior to your consultation, we would be grateful if you could please fill in this questionnaire which will
provide us with important information in advance of your appointme

What are your most bothersome menopausal symptoms? Give a brief opitline below.

Are you currently on any treatment for your symptoms?

Has it improved your symptoms?  YES [ ] NO (]

Have you had any side effects? ves (] NO ]

When did your symptoms first start to occur?

Allergies

Have you or any of your close family members have had any of the follpwing health issues. Please tick
which is appropriate

her/sister/father etc

Heart attack ' |

Heart disease/angina i o
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Li le

s Do you smoke? If so what do you smoke and how much?

* Doyou exercise? If so what type and how often?

s Do you drink alcohol? If so how many units a week?

¢ Do you take recreational drugs?

s Isyour diet high in sugar?

Bone health

s Have you had a DEXA scan?

s Have you ever broken a bone?

s Did either of your parents break a hip?

s Did you ever have long term steroid treatment?

Bre cer ri ment

s Any personal history of breast cancer?

« What age were you when you had your first baby if any?

» Have you ever had a breast biopsy?

s Did any member of your family have breast cancer? If so at what age where they diagnosed?
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Gynaecological history

* What age did you get your first period?

* Are you currently getting periods?

e Have your periods changed?

» ‘What was/is your period pattern like? Regular or irregular? Heavy or painful?

¢ What age did your periods stop?

= Any history of PMS?

e Any history of endometrigsis?

= Previous pregnancies?

s Any history of miscarriage?

« Any history of fertility treatment?

= Any history of postnatal depression?
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s Have you had regular smears and are they normal or abnormal?

What contraception have you used in the past?

Combined oral contraceptive pill (COCP)
Contraceptive patch (Evra)
7 Vaginal ring (NuvaRing)
| Progesterone only pill
| Progesterone injection (DEPO-Provera)
| Implanon
| Mirena coil
. Copper Coil/ Ballerine
J  Kyleena or Jaydess
1 MNone

Did you have any problems with contraception?

Are you sexually active?

Have you ever seen a womens health physio?

Please continue on to the next page to tick your current
symptoms.
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Patient Name L DoB MRN_ R 1
Physical Yes No Mood /Memory Yes No
Headache Anxiety

“Palpitations (= | Feeling low NSRRI |
e pai.n.s-. __________________________________ e L_T_earfuln;:s. _______________________

Aches and péins Irritability
Eurning mE:_L]ih_ft-ongue . ) ‘| ' Mood sluj;g_s s

' Dry Skin/nails/eyes/hair
Itchy or crawling skin

Hair loss

Numbne'ss_ in parts o’f b_od_v o '

' Breathing difficulties g

Cycle changes Yes No
Shorter period cycle
' Lighter periﬁd cycle
Heavier peri;:'.'d_'c_\rcle
' Bleeding'in between p;é'ri'bds

' Longer period cycle or skipped beriods '

Bladder/Vaginal /{GSM | Yes No
Painful sex

Dry or Itchy vagina
‘u’agina-nl His-[:harge Gt

' Dveré:ti-ue bladder

" Recurrent UTISI

| Bursts of a nger

' Worsening PMSI .

Poor mempry or ‘Brain Fog'
' Poor focus & I:'l.'.l-r:l.l:.'-E.I;I.tl.‘ﬂtiBﬂ

Loss of interest in most things

Feeling excita bi.E

Miscellam

| Loss of libjdo

Low Enei'gn.r

| Dizziness
| Tinnitus

Poor sleep

Vasomotor

Hot flushies

Authors: Rachel Guerin (CNM2, Complex Menopauge Service, CUMH),
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