Female Testosterone and/or Estradiol Pellet Insertion Consent Form
Name: ____________________________________________________________Today’s Date: ____________
(Last)

(First)

(Middle)

Bio-identical hormone pellets are concentrated hormones, biologically identical to the hormones you make in your own body prior to menopause.
Estrogen and testosterone were made in your ovaries and adrenal gland prior to menopause. Bio-identical hormones have the same effects on your
body as your own estrogen and testosterone did when you were younger, without the monthly fluctuations (ups and downs) of menstrual cycles.
Bio-identical hormone pellets are derived from soy or yams and are FDA monitored but not approved for female hormonal replacement. The pellet
method of hormone replacement has been used in Europe and Canada for many years and by select providers in the United States. You will have
similar risks as you had prior to menopause, from the effects of estrogen and androgens, given as pellets. Some studies have shown that with
testosterone/estrogen there may be an association of increased risk of heart attack or stroke.
Patients who are pre-menopausal are advised to continue reliable birth control while participating in pellet hormone replacement therapy.
Testosterone is category X (will cause birth defects) and cannot be given to pregnant women.
My birth control method is: (please circle)
Abstinence
Birth control pill
Hysterectomy

IUD

Menopause

Tubal ligation

Vasectomy

Other

CONSENT FOR TREATMENT: I consent to the insertion of testosterone and/or estradiol pellets in my hip. I have been informed that I may experience
any of the complications to this procedure as described below. These side effects are similar to those related to traditional testosterone and/or
estrogen replacement. Surgical risks are the same as for any minor medical procedure and are included in the list of overall risks below:
Bleeding, bruising, swelling, infection and pain; extrusion of pellets; hyper sexuality (overactive Libido); lack of effect (from lack of absorption); breast
tenderness and swelling especially in the first three weeks (estrogen pellets only); increase in hair growth on the face, similar to pre-menopausal
patterns; water retention, increased growth of estrogen dependent tumors (endometrial cancer, breast cancer); birth defects in babies exposed to
testosterone during their gestation; growth of liver tumors, if already present; change in voice (which is reversible); clitoral enlargement (which is
reversible). The estradiol dosage that I may receive can aggravate fibroids or polyps, if they exist, and can cause bleeding.
Estradiol is FDA approved for menopausal symptoms. Testosterone is FDA approved for hypogonadism. Estradiol and testosterone may be used “off
label” to treat the following: low libido, fatigue, decreased muscle mass and strength and stamina, frequency and severity of migraine headaches,
mood swings, anxiety and irritability, decrease in risk or severity of diabetes, decreased risk of heart disease, decreased risk of Alzheimer’s and
dementia.
I have read and understand the above. I have been encouraged and have had the opportunity to ask any questions regarding pellet therapy. All of
my questions have been answered to my satisfaction. I acknowledge that testosterone/estradiol treatment may increase the risk of heart attack and
stroke. I further acknowledge that there may be risks of testosterone and or estrogen therapy that we do not yet know, at this time, and that the
risks and benefits of this treatment have been explained to me and I have been informed that I may experience complications, including one or more
of those listed above. I understand that not treating with any hormones is an option. I accept these risks and benefits and I consent to the insertion
of hormone pellets under my skin. This consent is ongoing for this and all future pellet insertions.
I understand that payment is due in full at the time of service. I have been advised that most insurance companies do not consider pellet therapy to
be a covered benefit, depending on my coverage. I acknowledge that my provider has no contracts with any insurance company and is not
contractually obligated to pre-certify treatment with my insurance company or answer letters of appeal.
_______________________________________________________________________________________________
Patient Signature
Provider Signature

Rev. 09/2017

___________________
Today’s Date
Today’s Date

