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MENOPAUSE PRE-APPOINTMENT QUESTIONNAIRE

Answering these questions ahead of your consultation will help the doctor to make an accurate assessment of your condition, needs and any important risk factors. Please submit it before your appointment if you can, or bring it along on the day. Don’t worry if there are question you cannot answer.

	Full name
	

	Date of birth
	

	Height (in cm)
	

	Weight (in kg)
	

	Smoker? (Yes/No/Ex-smoker)
	

	Alcohol use per week (use calculator below)
	

	Amount of exercise per week (hours)
	


https://alcoholchange.org.uk/alcohol-facts/interactive-tools/unit-calculator
Please put a tick beside any symptom that you are getting:

	Daytime hot flushes
	
	Urine frequency
	

	Night sweats/flushes
	
	Urine infections
	

	Insomnia/poor sleep quality/early morning waking
	
	Needing to pee during the night
	

	
	
	
	

	Mood changes 
	
	Vaginal dryness
	

	Anger/irritability
	
	Discomfort in vaginal area
	

	Feeling low/ depressed
	
	Itching in vaginal area
	

	Tearfulness
	
	Discomfort during sex/sex less pleasurable
	

	Anxiety/panic attacks
	
	
	

	Brain fog/concentration problems
	
	Lack of interest and desire for sex
	

	Memory problems 
	
	
	

	
	
	Dry skin 
	

	Lack of energy
	
	Itchy skin
	

	Joint stiffness/aches & pains
	
	Hair loss
	

	
	
	
	

	Headaches/migraines
	
	Symptoms change with cycles
	

	Tinnitus
	
	
	


A few more questions:

	When was your most recent period?
	

	Are your periods… (circle those that apply to you)
	Regular/irregular/light/heavy/painful

	Do you bleed between periods?
	Yes/No

	Have you had your womb removed? (hysterectomy)
	Yes/No

	Have you had your ovaries removed? (oophorectomy)
	Yes/No

	Do you have endometriosis?
	Yes/No

	What contraception do you use (if you are under 55)
	

	If applicable, are you up to date with smear tests and mammograms? 
	Yes/No


	What have you tried before to treat your menopause?
	

	Have you tried HRT before, and if so, which type?
	

	If you are on HRT, do you want to change the type?
	Yes/No

	Do you have any preferences about how to treat your menopause symptoms that might help when deciding on available options?


	


Personal medical history/family medical history: 

Please indicate if you or a family member have had any of the following?

	Condition:
	You 
	Family member (who, and at what age)

	Blood clot (DVT in leg/PE in lung)
	
	

	Breast cancer
	
	

	Stroke
	
	

	Heart attack/angina/heart bypass
	
	

	Osteoporosis
	
	

	Migraine
	

	Liver disease
	


Thank you for filling this in to inform your discussion with your GP.
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