
        Date ____________________ 

Dear Compounding Pharmacist, 

 

Please recommend BHRT therapy and/or dosage for the following patient: 

Patient Name: ___________________________________ 

Patient Phone: ___________________________________ 

Date of Birth: ____________________________________ 

Date of Last Menstrual Cycle: _______________________ 

Hysterectomy:   □ Yes    □ No  Ovaries Removed:   □ Yes     □ No 

□ Currently  □ Previously  prescribed HRT  □ Yes  □ No   If Yes, please explain: ____________________________________________ 

___________________________________________________________________________________________________________  

Hormone Levels Results   □ are attached    □ will be sent when received 

 

Patient has the following issues to be addressed: 

___ Acne   ___ Breast Tenderness  ___ Chronic Fatigue  

___ Headaches   ___ Hot Flashes   ___ Low Libido    

___ Mood Changes  ___ Night Sweats   ___ Sleep Disturbances   

___ Vaginal Dryness  ___ Weight Changes  ___ Other: _____________  

 

Additional Information: ________________________________________________________________________________________ 

___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________  

□ Dr.   □ PA   □ NP  Name: ____________________________________________________ 

Phone: __________________________    Fax: ____________________________    Email: _______________________________  

Preferred Contact:   □ Phone  □ Fax  □ Email             □ Text _______________________ (if different than phone) 

Please allow 2 business days to receive a recommendation from the pharmacist.  

Once a recommendation has been received a licensed prescriber must still write and approve a prescription to be filled by the pharmacy. 
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