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EMPOWER Study 
Follow-up Questionnaire 

 
  _____________ / ________________ / _________________ 
  Country Code Physician Number Patient Number 
 

1.  Have you had any of the following illnesses for the first time since we last contacted you in 
(month/year) such as: 

  For each item listed below, please tick the appropriate box. 
 

  
  

 
If “yes”,  

since when? 

Were you 
treated  

by a 
physician?

Diseases or conditions:  No Yes   Month  /   Year Yes No 

New occurrence of hypertension ...........................................................    _____ / _____   

 If yes, treated with antihypertensive drugs?....................................        

New occurrence of diabetes ..................................................................    _____ / _____   

 If yes,  treated with insulin injections? ........................................       
  treated with tablets? .......................................................................       

Angina pectoris......................................................................................    _____ / _____   

Myocardial infarction (heart attack)........................................................    _____ / _____   

Stroke....................................................................................................     _____ / _____   

Blood clot in your leg or lung .................................................................     _____ / _____   

Benign breast tumor ..............................................................................     _____ / _____   

 If yes, specify _______________________________________        

Breast cancer ........................................................................................     _____ / _____   

Other gynecological cancer ...................................................................     _____ / _____   

 If yes, specify _______________________________________        

Severe voice deepening ........................................................................    _____ / _____   

Clitoromegaly.........................................................................................    _____ / _____   

Other severe illnesses / operations .......................................................         

 If yes, specify: _______________________________________        _____ / _____   

   

        

 _____ / _____ 

 _____ / _____ 

 

 

 

 

Please also fill in the reverse side! 
 



 

 No Yes If YES, when was it? 

2. Were you admitted to a hospital (for at least one night) 
since we last contacted you in (month/year)?   

 

  
month/year 

_________ / _________ 

 If YES: Was the hospital stay planned? .................................     

 What was the reason for this hospital stay? _____________________________________________________  

_______________________________________________________________________________________  

3. Have you had a mammography since we last contacted you in (month/year)? 

 Yes   When ?  ______ /______ 
   month    year 

 No   

4.  Have you used one of the following drugs since we last contacted you in (month/year)? 

 Intrinsa   HRT preparation    No   Go to question 5 

       ↓                                               ↓ 

 Please provide all time periods of use (month/year) and brand names since we last contacted you in 
(month/year). 

 
   From 

     month/year 
To 

month/year 
 Brand name of                Reason for switching or 

drug                                stopping 

 ______ / ______ ______ / ______  __________________     ______________________ 

 ______ / ______ ______ / ______  __________________     ______________________ 

 ______ / ______ ______ / ______  __________________     ______________________ 

 ______ / ______ ______ / ______  __________________     ______________________ 

5.  Are you regularly using other prescription drugs since we last contacted you in (month/year)? 

 Yes   No      Go to question 7 
 

6.  What prescription drugs do you use on a regular basis? (Please give the brand names.) 
 _____________________________________________________________________________________ 
 
 _____________________________________________________________________________________ 
 
 _____________________________________________________________________________________ 
 

7.   What is your present weight? __________ kg [or pounds] 

8.   Date questionnaire was completed: ______/______/______ (day/month/year) 

Thank you very much for your assistance! Please also read the supplement sheet! 
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