Name:

Sptom Chec

Date:

Center for Balance
Wellness

klist -- Female

Symptom (please check mark)
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Night sweats......cccceriviirerccrccrc e eee e e

(1Yo ToTo [T 1=
ANXIELY.ciiieeiicnricnricnricnresessnnses s snsssssnsssssnsasssssasssnne
Depressed Mood .........ceeveiveereceicenesnesnnesnensssneesnans
Migraine/severe headaches ...........ccoeeveeveeverrrnreennee
Decreased sex drive/libido ..........ccccovvererrererrenrernnnns
Difficult to climax sexually ......ccccceeveeeerrreeececcneennnens

Decreased clarity (“brain fog”).....cceeceeerrerverrreecenns .

Decreased motivation........cceeemvenensnsnssessensansanians
Interrupted Sleep.......ccceeeerveerrrrerneecerenneesseeerseesnnee
Waking early, unable to go back to sleep ...............
Vaginal dryness........cccvennnineenscnsneesscescseesseesssnsens
Joint pain/achiness..........cccceveureneeneenessesneeeseeseesessenns
Breast tenderness........c.cccvviiesninnineininnssnnnisnnnssnenns
Weight gain.......oercereecrreecc e caeeens
Constipation........cccciivininseinsnnnninnsn e
Feel cold all the time........cccovvvrrrvnrrisnnnerniicseninienne
Feel hot all the time........ccocevvervirviinirnrinerceininisnnnes

Feeling “disconnected from my body”........c.cceueue..

Family History

Heart Disease
Diabetes
Osteoporosis
Alzheimer’s Disease

Breast Cancer

Never

Mild

Moderate

Severe

NO

YES
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