
INTAKE FORM 

   
I’d like to welcome you as a new patient. Please take the time to fill out 
this form as accurately as possible.  I want to get to know you as well as 
we can because optimal health and well-being includes the social, 
emotional and other aspects of a person’s life, not just the physical.  I will 
never penalize you or deny you care based on what you tell us in this 
form.  

The confidentiality of your health information is protected in accordance 
with federal protections for the privacy of health information under the 
Health Insurance Portability and Accountability Act (HIPAA). 

If there is a question for which you want to give a more detailed answer, please feel free to write in as much as 
you want. If you prefer not to answer a question, please just leave it blank.   

While this clinic recognizes a number of sexes/genders, many insurance companies and legal entities do not.  
Please understand that the legal name and sex listed on your insurance must be used on documents pertaining 
to insurance and billing. Please, tell me your preferred name and pronouns so I may use them. 

 

Name you would like us to use: ___________________________________________________________________ 

Legal Name (if different): ________________________________________________________________________ 

Date of Birth:  __________________________________ 

 

What pronouns should we use?        

☐ they, them, theirs, themselves 

☐ she, her, hers, and herself 

☐ he, him, his, himself 

☐ ze, hir, hirs, hirself  

☐ ze, zir, zirs, zirself 

☐ Any other: _______________________

 
What is your gender identity? (Check and/or circle ALL that apply) 
  ☐ Male 
  ☐ Female 
  ☐ Transgender Male/Transman/FTM 
  ☐ Transgender Female/Transwoman/MTF 
  ☐ Genderqueer 
  ☐ Other (please specify): __________________________ 
  ☐ Decline to answer 
 
 
What sex were you assigned at birth? 

☐ Male 
☐ Female 

☐ Intersex 
☐ Decline to answer
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Who is your primary medical provider?  ______________________________________ 

Who referred you to Dr Unruh? ___________________________________________ 

Name of Therapist: _____________________________________________________ 

Emergency Contact(s) (please give names and phone numbers): 

_________________________________________________________________________________ 
name     relationship    phone 

_________________________________________________________________________________ 
name     relationship    phone 

 
Social Information 

 
Do you live with anyone?  Y   N   Who?  _____________________________________________ 
 
Is your living situation safe and stable? _____________________________________________ 
 
Relationship status: (partnered, married, divorced, etc) _________________________________ 
 
Name of partner (if applicable) ____________________________________________________ 
 
Who is your main source of social/ emotional support? _________________________________ 
 
Do you feel threatened, controlled by, or afraid of a family member, partner or caregiver?    Y   N 
 
How do you get around? (bus, your own car, etc) _____________________________________ 
 
Education Background:  _________________________________________________________ 
 
Currently studying?  Y   N   specifics: ______________________________________________ 
 
Occupation(s): ________________________________________________________________ 
 
Working hours per week:  ________________________Do you feel safe at work?    Y     N 
 
Where were you born? __________________________________________________________ 
 
Do you have children? (If yes, ages?)________________________________________________ 
 
Have you thought about having (more) children?  _____________________________________ 
 
What are your thoughts, plans, concerns about having children in the future?_______________________ 
 
____________________________________________________________________________________ 
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Gender Experience 
 
I invite you to share any part of your gender experience that you would like us to know about.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Lifestyle & Health Habits 

 
Do you feel your overall health is: good / fair / poor  
 
Do you follow a special diet?  Y   N   Specifics: ____________________________________________ 
 
What concerns, if any, do you have about your eating practices? ______________________________ 
 
Are you trying to gain/ lose weight? _____________________________________________________ 
 
Do you have a regular exercise routine?   Y    N   Specifics: __________________________________ 
 
How many times per week do you exercise at a moderate or vigorous level for 30 minutes or more?___ 
 
What types of exercise/ sports/ physical activities do you do? 

 
Tobacco:   

Current tobacco use?   Y    N   How Much?_______________________________________________   

Are you trying to quit?   Y    N   Would you like help/ information on quitting?   Y    N    

Heroin/ Narcotic pills/ Cocaine/ Crystal meth use?     Y    N   _________________________________ 

Past use?    Y    N              Current use?   Y    N    

Have you ever injected any drugs?   Y    N   Specifics: ______________________________________ 

 

Alcohol: 

How many drinks per week do you have on average? _______ What type?______________________ 

Are you concerned about your drinking?   Y    N    Is anyone else concerned?   Y    N    
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Marijuana/ cannabis:   Y    N   Frequency/route/amount: _____________________________________ 

Do you have any concerns about substance use, addictions? ________________________________ 

 

Sex: 

Are you having sex?   Y    N    

What parts of your body do you use for sex? _____________________________________________ 

Any questions/ concerns about sex? ___________________________________________________ 

 

 
Current Medications:  (please include dose, if known, and when you take it) 
 

1. _____________________________________ 

2. _____________________________________ 

3. _____________________________________ 

4. _____________________________________ 

5. _____________________________________ 

6. _____________________________________ 

 

Supplements/ vitamins/ herbs that you regularly take: 

1. ______________________________________ 

2. ______________________________________ 

3. ______________________________________ 

 
Past medications that you tried and discontinued and why: (if applicable) 

1. ______________________________________ 

2. ______________________________________ 

3. ______________________________________ 

 
 
Allergies to medication, antibiotics, latex, food, tape, etc? (please include reaction) 

1. _______________________________________ 

2. _______________________________________ 

3. _______________________________________ 
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Hormones 

Are you currently taking gender-affirming hormones?   Y    N    

When did you start?     

Dose and frequency: 

 

Have you experienced any complications with hormones?   Y    N    

Specifics: 

 

What questions or concerns do you have about gender affirming hormones? 

 

 

 

 

What aspects or parts of your body do you want to change?  

 

 

 

 

What part(s) of your body, if any, causes you (the most) distress?   

 

 

 

 

What aspects of your physical self do you expect hormones to change? 

 

 

 

 

What gender affirming surgeries or treatments (ex. hair removal) do you plan or hope to have in the future?  
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Personal Past Medical History 

Please check or circle all that apply and add comments as needed

___ Migraine headaches 
___ Depression  
___ Suicidal thoughts:  past or currently? 
___ Anxiety / Panic Disorder   
___ Post Traumatic Stress Disorder 
___ High Blood Pressure / hypertension 
___ High Cholesterol or high triglycerides 
___ Diabetes 
___ Blood clots / arterial or venous thrombosis / blood 

clot in legs or lungs 
___ History of sexual abuse 
___ Hepatitis A/ Hepatitis B/ Hepatitis C 
___ HIV or Autoimmune disorder 
___ Kidney disease/ poor kidney function/ kidney stones 
___ Cirrhosis/ liver disease 

___ Thyroid problems/ high or low thyroid 
___ Gallbladder Disease / gallstones 
___ Stomach ulcers / irritable or inflammatory bowel 

syndrome / digestion problems 
___ Frequent bladder infections 
___ Eating disorder/ anorexia/ bulimia 
___ Heart Disease/ coronary artery disease/ congestive 

heart failure 
___ Stroke/ TIA  
___ Asthma – mild / severe 
___ Seizures / epilepsy 
___ Guillan-Barre / Multiple Sclerosis 
___ Prostate Trouble / Erectile Dysfunction 
___ Cancer, what type: ______________________ 
___ Arthritis/ joint problems – which ones?  

 
Other medical History 

_________________________________________________________

_________________________________________________________

_________________________________________________________

 
 

  Past Surgical History 
 

Please list all surgeries you have had, include approximate date  
 
1. ______________________________________________ 

2. ______________________________________________   

3. ______________________________________________ 

4. ______________________________________________ 

5. ______________________________________________ 
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Systems Review 

Please circle any of the following symptoms that you have recently experienced or are a concern to you. 
 
General: chills, fatigue, fever, hot flashes, malaise, night sweats, sleep disturbance, weight gain and weight loss 
 
Psychological: anxiety, concentration difficulties, decreased libido, depression, irritability, memory difficulties, 
mood swings, obsessive thoughts, physical abuse, sexual abuse, sleep disturbances, suicidal ideation, difficulty 
leaving the house 
 
Allergy and Immunology: Latex allergy, nasal congestion, seasonal allergies 
 
Blood and Lymphatic: Bleeding problems, blood clots, DVT, blood transfusions 
 
Breast/chest:  New or changing breast lumps, nipple changes and nipple discharge 
 
Respiratory: Congestion, cough, shortness of breath at rest, wheezing, difficulty walking up 3 flights of stairs 
 
Cardiovascular: Chest pain, irregular heartbeat, palpitations, rapid heart rate, swelling of legs 
 
Gastrointestinal:  Abdominal pain, change in bowel habits, constipation, diarrhea, gas/bloating, heartburn, 
nausea/vomiting 
 
Genito-Urinary: Change in urinary stream, painful periods, pain with sex, pain with urination, blood in urine, genital 
discharge, genital ulcers, incontinence, pelvic pain, scrotal mass/pain, urinary frequency or urgency, vulvar/vaginal 
symptoms 
 
Musculoskeletal: Joint pain, joint stiffness, joint swelling, muscle pain, muscular weakness 
 
Neurological: Bowel or bladder control changes, confusion, dizziness, headaches, numbness/tingling, seizures, 
speech problems, tremors 
 
Skin: Acne, psoriasis, eczema, hair changes, lumps, mole changes, rashes 
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Family Medical History 

Please fill in your family history above with a check mark for anything that applies. Thank you

MGM= Maternal Grandmother 

MGF= Maternal Grandfather 

PGM= Paternal Grandmother 

PGM= Paternal Grandmother

 

Please add anything here regarding your family history that you feel may be important for us to know or that 

impacts your own health: 
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For Assigned Female at Birth 

Obstetric History 

How many pregnancies have you had in total?  ______ 

Miscarriages?  ______   Terminations? _______   Ectopic? ______ 

Vaginal deliveries?  _______ Cesarean sections? ______ 

Dates of birth(s)?  ______________________________________________ 

Menstrual History 

At what age did you get your first period? ______ 

What was the first day of the last menstrual period you had?  ____________ 

Do your periods come approximately once per month?  Y   N   

If no, please explain: ___________________________________________________________ 

GYN History 

Have you ever used birth control?  Y   N  

What have you used?  IUD / pills / implant / shots / patch / ring / other ___________   

Have you had a pap smear in the past?   Y   N   When?  ___________ 

Was your pap result normal / abnormal?  _______________________ 

Have you have any GYN problems in the past?  Examples: heavy periods, PCOS, painful periods, fibroids, polyps, 

need for pelvic ultrasound or uterine biopsy, other? __________ 

Date and result of last mammogram if applicable_______________________ 

 

 

For Assigned Male at Birth 

 

Have you had a testicular exam?  N    Y   When/ result?  ______________________  

Have you had a prostate exam?  N    Y     When/ result?  ______________________  

Do you have problems or concerns with erections?   N   Y   specifics _____________ 

Do you have difficulty starting/ stopping urination?  N   Y   specifics _______________ 

Other questions or concerns? 

   

 
Thank you for answering this comprehensive health history form.  Your answers are confidential and will help us 
provide more complete and knowledgeable care of you. 


