
Bellevue Endocrine Consultants
Adult Endocrinology History Form
Patient Name: ___________________________								DOB: ___________________ 												Date:  _______		
Sex: ☐ Female ☐ Male ☐ Other

Current Medical Problem
· Diabetes ☐ Type 1 ☐ Type 2 ☐ Prediabetes ☐ Gestational
· Thyroid ☐ Hypothyroidism ☐ Hyperthyroidism ☐ Nodules ☐ Thyroid Cancer
· Weight ☐ Obesity ☐ Unexplained weight change
· Bone ☐ Osteoporosis ☐ Osteopenia ☐ Fractures
· Hormonal ☐ PCOS ☐ Adrenal ☐ Pituitary ☐ Hypogonadism
· Lipids ☐ High cholesterol ☐ Triglycerides
· Other: _______________________________________
Brief description of symptoms or concerns:



Past Medical History


Past Surgical History


Current Medications
Include prescriptions, over‑the‑counter medications, vitamins, and supplements.
Medication | Dose | Frequency
____________ | __________ | __________
____________ | __________ | __________

Allergies
· Drug allergies (reaction): ________________________Food or environmental allergies: ________________        ☐ No known allergies

Family History
· Diabetes
· Thyroid disease or thyroid cancer
· Osteoporosis or fractures
· Heart disease or stroke
· Autoimmune disease
· Other: ___________________________

Social History
· Marital status: ☐ Single ☐ Married ☐ Partnered ☐ Divorced ☐ Widowed
· Occupation: ______________________________________
· Tobacco use: ☐ Never ☐ Former ☐ Current
· Alcohol use: ☐ None ☐ Occasional ☐ Regular
· Recreational drugs: ☐ No ☐ Yes __________________
· Exercise: ☐ None ☐ 1–2x/week ☐ 3–5x/week ☐ Daily

Review of Systems (check all that apply)
General:
· ☐ Fatigue ☐ Weight gain ☐ Weight loss ☐ Fever ☐ Night sweats
Skin / Hair / Nails:
· ☐ Dry skin ☐ Excessive sweating ☐ Hair loss ☐ Excess hair growth ☐ Acne ☐ Brittle nails
Head / Eyes / Ears / Nose / Throat:
· ☐ Headaches ☐ Vision changes ☐ Double vision☐ Hearing loss ☐ Ringing in ears☐ Hoarseness ☐ Neck swelling ☐ Difficulty swallowing
Cardiovascular:
· ☐ Chest pain ☐ Palpitations ☐ Irregular heartbeat ☐ Leg swelling ☐ Dizziness ☐ Fainting
Respiratory:
· ☐ Shortness of breath ☐ Cough ☐ Wheezing☐ Snoring ☐ Sleep apnea
Gastrointestinal:
· ☐ Nausea ☐ Vomiting ☐ Heartburn☐ Abdominal pain ☐ Diarrhea ☐ Constipation
Genitourinary:
· ☐ Increased urination ☐ Nighttime urination☐ Pain with urination ☐ Blood in urine
Reproductive (if applicable):
· ☐ Irregular periods ☐ Heavy periods ☐ Missed periods☐ Infertility☐ Erectile dysfunction ☐ Decreased libido
Endocrine:
· ☐ Heat intolerance ☐ Cold intolerance☐ Excess thirst ☐ Excess urination☐ Tremor ☐ Sweating
Musculoskeletal:
· ☐ Muscle weakness ☐ Muscle cramps☐ Joint pain ☐ Bone pain
Neurologic:
· ☐ Numbness ☐ Tingling☐ Tremor ☐ Balance problems☐ Memory changes
Psychiatric:
· ☐ Anxiety ☐ Depression☐ Mood changes ☐ Sleep disturbance
Hematologic / Immune:
· ☐ Easy bruising ☐ Bleeding☐ Frequent infections



Additional Concerns

Patient Signature: ___________________________


