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EMPOWER Study
- Baseline Questionnaire -

If you have questions, please call our toll-free phone number ( )

/ /

Country Code Physician Number  Patient Number

- To be filled in by the physician-
1 Name of the prescribed drug(s) O Intrinsa = first use in (month/year)

0 HRT = specify brand

> first use in (month/year)

2 Which of the follow conditions applies to your patient:

No Yes
HSDD o O
Other sexual dysfunction 0 [ specify
Other reason(s) for the prescription [ [ specify
Hysterectomy [0 [ when
Ovariectomy bilateral 0 O when
Ovariectomy unilateral 0 [O= when
3 Please, give your date of birth:
/ (month/year)
4 Have you ever been pregnant?
O Yes [0 No=> Gotoquestion5
4a Number of live births __ = How old were you at the birth of your first child? (years)
4b Have you ever breastfed children?
I Yes [0 No=> Gotoquestion5

4c What is the total number of months or weeks that you have breastfed children?

months or weeks

5 Have you ever had a mammography?

] Yes = How many times? > When was the last time? /
month year
I No




6a

6b

Have you ever used the “Pill” or any other kind of hormonal birth control
(injection, patch etc.), even if not for contraceptive use?

O Yes O No = Gotoquestion?7

What is the total number of years that have you used the "Pill" or another method of
hormonal birth control?

0 1 year orless

] More than 1 up to 5 years
] More than 5 up to 10 years
I More than 10 years

How old were you when you stopped using the "Pill" or another method of hormonal
birth control?

Age in years [ Still using hormonal contraception

7a

b

7c

Have you ever used any kind of prescription Hormone Replacement Therapy (HRT)
before today’s prescription?

U Yes > How old were you when you first began
taking these hormone preparations? (age in years)

] No > Go to question 8

How many different brands of hormone preparations have you ever used?

What is the total number of years that have you used these hormonal preparations?

[ 1yearorless

0 More than 1 up to 5 years
0 More than 5 up 10 years
] More than 10 years

What is the name of the last preparation you were using before today’s new prescription?

Please specify date of first use / and date of last use /
month / year month / year

8a

8c

Have you ever used any kind of testosterone preparation (or preparations containing
other male hormones) before today’s prescription?

O Yes > Specify the total number of years of use

0 No > Go to question 9

How many different brands of these preparations have you ever used?

What is the name of the last preparation you were using before today’s new prescription?

Please specify date of first use / and date of last use /
month / year month / year




9 Have you ever been told BY A PHYSICIAN that you had any of the following diseases or

conditions?

Please also answer whether this disease or condition was treated by a physician.

Please tick the appropriate boxes in each row.

Were you
r treated
5 B by a
physician?

Diseases or conditions: No | Yes Yes No
High DIOOd PrESSUIE.......uiiiiiiiiie ettt O o > O O
High cholesterol (blood fats)..........ccccvieieiiee e O o ->| O O
Diabetes MEIlItUS .....cooviiiiiiiiiie e O o > O O
ANGINA PECTOTIS ...ieieiiiiee ettt et e s sibe e e O o > O O
Myocardial infarction (heart attack) ..........cccccvveviiiieeiiiiiie e, O o > O O

Was an ECG performed? ... O O
] (0] = T SRR O o > O O
Blood clot in your leg Or IUNQG ..........eviiiiiiiiiiiiee e O o ->

If yes, treated with blood thinning drugs? .........ccccvviiiiiiiieennien. 0 0

Which ones?
Benign breast tUmMOr ..........ovviiiiic e O o ->| O O

If yes, please specify:
BrEast CANCET .......oiiiiiiiiiiiiiiiiieie ettt eee e bebebebebereeernenrnee O o ->| O O
Cancer of the Uterus/womb ... O o > O O
(O Y- T g T= T o= T [ -1 SRS O o ->| O O
Other type Of CANCET ......vvviie it O o > O O

If yes, please specify:
Have you had any Operations...........cccccveeeeiiiiiiiiiieeee e O O

If yes, please specify:

10 Have one of your parents or any of your siblings died as a result of a myocardial infarction

(heart attack) or stroke before the age of 50?

0 Yes = Who? Mother [ Father [J Sibling(s) O

[0 No




11 Have one of your parents or any of your siblings ever had a blood clot in the leg or lung?
0 Yes = Who? Mother Father O] Sibling(s) O
I No

12 Have your mother or sister(s) ever had breast cancer?

0 Yes = Who? Mother [ Sister(s)J
J No

13 Do you regularly use other prescription drugs?

I Yes Please specify

J No
14 What is your weight? kg [or pounds]
15 What is your height? cm [or feet inches]

16 Do you regularly smoke cigarettes (at least 1 cigarette per day)?

O Yes > How many cigarettes per day?

O No, stopped smoking =>» How many cigarettes per day did you smoke in the past?

0 No, never smoked regularly

17 How often do you usually drink alcohol?

1 Never [J Occasionally ] Regularly (more than 5 drinks a week)

18 How often do you usually engage in physical exercise?

I Never [0 Occasionally I Regularly (at least twice a week)

19 How many years of education have you completed, including technical training and

university? years

20 Date questionnaire was completed: / / (day/month/year)

THANK YOU! Your TIME AND COMMITMENT ARE MUCH APPRECIATED!
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