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Comprehensive Menopause Intake Assessment
Please complete this form before your visit. Your answers help us provide the best possible care.
	FOR CLINIC USE:  Date: ____________   Provider: ____________   Visit type:  ☐ Initial  ☐ Follow-up  ☐ Shared Visit Series  ☐ Pre-visit intake


PATIENT INFORMATION
	Full Name ___________________________________
Date of Birth ____________________
Phone _________________________
Email ______________________________
Preferred Pronouns __________________
	Today’s Date ____________________
Age __________
Primary Care Provider __________________
Referring Provider (if different) ____________
Pharmacy Name & Location ____________


REASON FOR VISIT
What brings you in today? Check all that apply:
	☐  Hot flashes / night sweats
	☐  Sleep problems
	☐  Mood changes / anxiety

	☐  Brain fog / memory
	☐  Weight changes
	☐  Joint / muscle pain

	☐  Vaginal dryness / pain
	☐  Urinary symptoms
	☐  Decreased sex drive

	☐  Irregular periods
	☐  Hair / skin changes
	☐  Fatigue / low energy

	☐  Bone health concerns
	☐  Heart health concerns
	☐  Interested in hormone therapy

	☐  Want to learn about options
	☐  Shared Visit Series prep
	☐  Other: _______________


Top concern(s) in your own words ____________________________________________________________

 ______________________________________________________________________
MENSTRUAL & REPRODUCTIVE HISTORY
	Age at first period __________________
Date of last menstrual period ______________
Are your periods still occurring?
☐  Yes, regular    ☐  Yes, irregular    ☐  No
If no, how long since your last period?
☐ <6 mo  ☐ 6–12 mo  ☐ 1–5 yr  ☐ 5+ yr
	Have your periods changed recently?
☐ Heavier  ☐ Lighter  ☐ More frequent  ☐ Less frequent  ☐ Skipping  ☐ Spotting between
Number of pregnancies ____________
Number of live births ______________
Pregnancy complications?
☐ Gestational diabetes  ☐ Preeclampsia  ☐ Preterm birth  ☐ None


Current contraception: ☐ None needed  ☐ IUD  ☐ Pills  ☐ Condoms  ☐ Sterilization  ☐ Partner vasectomy  ☐ Other: ________


MENOPAUSE SYMPTOM ASSESSMENT
Rate each symptom as you have experienced it over the past 4 weeks. If a symptom does not apply, mark “None.”
	Symptom
	None
(0)
	Mild
(1)
	Moderate
(2)
	Severe
(3)
	Impact on Daily Life

	VASOMOTOR

	Hot flashes (daytime)
Episodes of sudden warmth / flushing
	☐
	☐
	☐
	☐
	

	Night sweats
Waking drenched; needing to change clothes/sheets
	☐
	☐
	☐
	☐
	

	Heart palpitations
Racing, skipping, or pounding heartbeat
	☐
	☐
	☐
	☐
	

	MOOD & COGNITIVE

	Depressed mood
Feeling down, sad, tearful, lack of motivation
	☐
	☐
	☐
	☐
	

	Anxiety / nervousness
Inner tension, restlessness, worry, panic
	☐
	☐
	☐
	☐
	

	Irritability
Feeling on edge, anger, frustration, impatience
	☐
	☐
	☐
	☐
	

	Brain fog
Difficulty concentrating, word-finding, forgetfulness
	☐
	☐
	☐
	☐
	

	Mental exhaustion
Feeling mentally drained, overwhelmed, unable to cope
	☐
	☐
	☐
	☐
	

	SLEEP

	Difficulty falling asleep
Takes >30 minutes to fall asleep
	☐
	☐
	☐
	☐
	

	Waking during the night
Frequent waking; difficulty returning to sleep
	☐
	☐
	☐
	☐
	

	Early morning waking
Waking too early and unable to return to sleep
	☐
	☐
	☐
	☐
	

	Unrefreshing sleep
Still tired despite adequate hours in bed
	☐
	☐
	☐
	☐
	

	MUSCULOSKELETAL

	Joint pain / stiffness
Morning stiffness, aching joints, new onset pain
	☐
	☐
	☐
	☐
	

	Muscle aches / weakness
General soreness, loss of strength, fatigue
	☐
	☐
	☐
	☐
	

	Frozen shoulder / tendon pain
Shoulder, elbow, or wrist pain/restriction
	☐
	☐
	☐
	☐
	

	UROGENITAL & PELVIC

	Vaginal dryness
Dryness, irritation, burning, discomfort
	☐
	☐
	☐
	☐
	

	Pain with intercourse
Dyspareunia; pain during or after penetration
	☐
	☐
	☐
	☐
	

	Urinary urgency / frequency
Sudden urge to urinate; going more often
	☐
	☐
	☐
	☐
	

	Urinary incontinence
Leaking with cough, sneeze, exercise, or urgency
	☐
	☐
	☐
	☐
	

	Recurrent UTIs
2+ UTIs in 6 months or 3+ in 12 months
	☐
	☐
	☐
	☐
	

	Pelvic pain / pressure
Pelvic heaviness, pain, or prolapse sensation
	☐
	☐
	☐
	☐
	

	SEXUAL HEALTH

	Decreased desire / libido
Reduced interest in sexual activity
	☐
	☐
	☐
	☐
	

	Difficulty with arousal
Takes longer; less responsive
	☐
	☐
	☐
	☐
	

	Difficulty with orgasm
Diminished or absent orgasm
	☐
	☐
	☐
	☐
	

	METABOLIC & OTHER

	Weight gain
Especially around the midsection / abdomen
	☐
	☐
	☐
	☐
	

	Fatigue / low energy
Persistent tiredness despite adequate rest
	☐
	☐
	☐
	☐
	

	Hair changes
Thinning, loss, or new facial/body hair
	☐
	☐
	☐
	☐
	

	Skin changes
Dryness, loss of elasticity, itching
	☐
	☐
	☐
	☐
	

	Breast tenderness
Soreness, fullness, pain
	☐
	☐
	☐
	☐
	


SCORING GUIDE (for provider): Total score range 0–102. Mild: <18  |  Moderate: 18–36  |  Severe: >36. Subscale totals help identify treatment priorities.


MEDICAL HISTORY
Check all conditions that apply to you, past or present:
	Cardiovascular
☐  High blood pressure
☐  High cholesterol / dyslipidemia
☐  Heart disease / heart attack
☐  Stroke / TIA
☐  Blood clots (DVT / PE)
☐  Atrial fibrillation
Metabolic
☐  Diabetes (Type 1 or 2)
☐  Prediabetes / insulin resistance
☐  Metabolic syndrome
☐  PCOS
☐  Thyroid disease (hypo/hyper)
☐  Fatty liver / MASLD
Musculoskeletal
☐  Osteoporosis
☐  Osteopenia
☐  Fracture history (location): __________
☐  Rheumatoid arthritis
☐  Fibromyalgia
	Cancer History
☐  Breast cancer
☐  Ovarian cancer
☐  Uterine / endometrial cancer
☐  Cervical cancer
☐  Other cancer: __________________
☐  Currently on endocrine therapy (tamoxifen, AI)
Mental Health
☐  Depression
☐  Anxiety disorder
☐  PTSD
☐  Bipolar disorder
☐  Eating disorder (past or present)
Neurological
☐  Migraines (with aura / without aura)
☐  Seizure disorder
Other
☐  Autoimmune disease: ______________
☐  Kidney disease
☐  Liver disease
☐  Gallbladder disease / removed
☐  Sleep apnea (diagnosed / suspected)


SURGICAL HISTORY
Check all that apply:
	☐  Hysterectomy (uterus removed)
	☐  Oophorectomy (one/both ovaries)
	☐  Tubal ligation

	☐  Breast surgery / biopsy
	☐  Bariatric surgery
	☐  Joint replacement

	☐  Cardiac surgery / stent
	☐  Gallbladder removal
	☐  Other: ________________


If hysterectomy/oophorectomy: Age at surgery: ______  Reason: _________________________  Ovaries:  ☐ Kept  ☐ One removed  ☐ Both removed
FAMILY HISTORY (first-degree relatives)
Check conditions present in your mother, sisters, or daughters:
	☐  Breast cancer
	☐  Ovarian cancer
	☐  Heart disease (premature <65)

	☐  Stroke
	☐  Blood clots / clotting disorder
	☐  Osteoporosis / hip fracture

	☐  Diabetes
	☐  Dementia / Alzheimer’s
	☐  Early menopause (<45)

	☐  Autoimmune disease
	☐  Depression / anxiety
	☐  Thyroid disease


Other significant family history __________________________________________________


CURRENT MEDICATIONS
Please list all current prescription medications, including dose and frequency:
	Medication Name
	Dose
	Frequency
	Reason / Condition

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


SUPPLEMENTS & OVER-THE-COUNTER
List all vitamins, supplements, herbal products, and OTC medications:
 ___________________________________________________________________________
 ___________________________________________________________________________
 ___________________________________________________________________________
Have you ever used hormone therapy?  ☐ No  ☐ Yes — Type: ______________  Duration: __________  When stopped: ________  Why stopped: ________________
Have you tried any of the following for menopause symptoms?
	☐  Vaginal estrogen
	☐  Vaginal moisturizers
	☐  OTC supplements

	☐  Antidepressant for VMS
	☐  Gabapentin
	☐  Fezolinetant / elinzanetant

	☐  Acupuncture
	☐  CBT / therapy
	☐  Other: ________________


SCREENING & PREVENTIVE HEALTH
	Last Screening Dates
Mammogram ____________________
Pap smear ______________________
Colonoscopy __________________
DEXA scan (bone density) ____________
Skin check ____________________
	Recent Lab Work (if known)
Total cholesterol / LDL / HDL ________
Blood glucose / A1c ______________
TSH _________________________
Vitamin D level __________________
ASCVD 10-year risk % ______________




LIFESTYLE ASSESSMENT
This section helps us understand your current habits so we can build on your strengths.
Nutrition
How would you describe your typical eating pattern?
☐ Mediterranean-style  ☐ Mostly whole foods  ☐ Standard American diet  ☐ Vegetarian/vegan  ☐ Variable / no pattern
Servings of fruits & vegetables per day __________
Protein sources (check): ☐ Fish  ☐ Poultry  ☐ Red meat  ☐ Eggs  ☐ Dairy  ☐ Legumes/tofu  ☐ Protein supplement __
Daily water intake: ☐ <4 cups  ☐ 4–6 cups  ☐ 6–8 cups  ☐ 8+ cups
Caffeine: _____ cups/day of coffee/tea     Alcohol: _____ drinks/week
Physical Activity
How many days per week do you exercise for 30+ minutes?  ☐ 0  ☐ 1–2  ☐ 3–4  ☐ 5+
Types of exercise (check all):
☐ Walking  ☐ Running  ☐ Cycling  ☐ Swimming  ☐ Yoga/Pilates  ☐ Group fitness  ☐ Resistance/weights  ☐ HIIT  ☐ None
Do you do resistance/strength training?  ☐ No  ☐ 1x/wk  ☐ 2x/wk  ☐ 3+x/wk
Sleep
Average hours of sleep per night: ☐ <5  ☐ 5–6  ☐ 6–7  ☐ 7–8  ☐ 8+
How would you rate your sleep quality?  ☐ Poor  ☐ Fair  ☐ Good  ☐ Excellent
Do you snore or has a partner observed you stop breathing during sleep?  ☐ Yes  ☐ No  ☐ Unsure
Stress & Mental Health
Current stress level (1–10): ______
Primary stressors (check all): ☐ Work  ☐ Finances  ☐ Caregiving  ☐ Relationship  ☐ Health  ☐ Grief/loss  ☐ Other: ________
Do you currently see a therapist or counselor?  ☐ Yes  ☐ No  ☐ Interested in referral
Mindfulness/relaxation practices: ☐ Meditation  ☐ Yoga  ☐ Breathing exercises  ☐ Journaling  ☐ None  ☐ Interested
Social Connection & Support
How often do you feel socially connected or supported?  ☐ Rarely  ☐ Sometimes  ☐ Often  ☐ Always
Substance Use
Tobacco:  ☐ Never  ☐ Former (quit year: ______)  ☐ Current (___/day)
Cannabis:  ☐ No  ☐ Occasional  ☐ Regular     Recreational drugs:  ☐ No  ☐ Yes


SEXUAL HEALTH & INTIMACY
These questions help us provide complete care. Answer only what you’re comfortable sharing. All information is confidential.
Are you currently sexually active?  ☐ Yes  ☐ No  ☐ Would like to be but have barriers
If yes, sexual partner(s):  ☐ Male  ☐ Female  ☐ Both  ☐ Prefer not to answer
Do you experience any of the following? (check all)
	☐  Pain with intercourse
☐  Vaginal dryness during intimacy
☐  Decreased desire / interest
☐  Difficulty with arousal
	☐  Difficulty reaching orgasm
☐  Concerns about body image
☐  Partner’s sexual health concerns
☐  Avoidance of intimacy due to symptoms


Have you been told about or used pelvic floor therapy?  ☐ Yes  ☐ No  ☐ Interested
Have you used vaginal dilators, pelvic wands, or kegel weights?  ☐ Yes  ☐ No  ☐ Interested
YOUR GOALS FOR THIS VISIT
	What are your top 3 goals for your menopause care?
1 _________________________________________________________________
2 _________________________________________________________________
3 _________________________________________________________________
What does good health look like for you in the next 5 years?
 ______________________________________________________________________
 ______________________________________________________________________
Treatment preferences:
☐  I prefer lifestyle changes only for now
☐  I’m open to non-hormonal medications
☐  I’m interested in hormone therapy
☐  I’m unsure and want to discuss all my options
Concerns or questions you want to make sure we address:
 ______________________________________________________________________
 ______________________________________________________________________



	PATIENT ACKNOWLEDGMENT
I confirm that the information provided above is accurate and complete to the best of my knowledge. I understand that this information will be used as part of my medical care and kept confidential in accordance with HIPAA regulations. I consent to having this information reviewed by my provider at Compass Medical Clinic.

Patient Signature: ________________________________________     Date: ____________________


Adapted from: The Menopause Society (NAMS) Menopause Health Questionnaire, Menopause Rating Scale (MRS), Menopause Quick 6 (MQ6), and the Simply Well Personal Wellness Assessment.
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