
Endocrine System Assessment

Clinician Information

Name:

Title/Position:

License Number:

Contact Information:

Date of Assessment:

Time of Assessment:

Patient Information

Name:

Gender: 

Date of Birth:  Age:

Patient ID: 

Referring Physician:

Medical History

Current Medications:

Past Medical History:

Family History of Endocrine Disorders:

Symptoms Indicating Endocrine Dysfunction:

Clinical Symptoms and Signs

1. Thyroid Gland

Enlargement (Goiter): ☐ Yes ☐ No

Nodules: ☐ Yes ☐ No

Tenderness: ☐ Yes ☐ No

Symptoms of Hyper/Hypothyroidism:



2. Adrenal Gland

Skin Changes (e.g., Striae): ☐ Yes ☐ No

Blood Pressure Changes: ☐ Yes ☐ No

Symptoms of Hyper/Hypoadrenalism:

3. Pancreas

Symptoms of Diabetes (Polyuria, Polydipsia, Polyphagia): ☐ Yes ☐ No

Weight Changes: ☐ Yes ☐ No

4. Pituitary Gland

Visual Field Changes: ☐ Yes ☐ No

Headaches: ☐ Yes ☐ No

Galactorrhea: ☐ Yes ☐ No

5. Parathyroid Gland

Symptoms of Hypercalcemia/Hypocalcemia:

Bone Pain: ☐ Yes ☐ No

6. Reproductive Hormones

Menstrual Irregularities: ☐ Yes ☐ No

Libido Changes: ☐ Yes ☐ No

Fertility Issues: ☐ Yes ☐ No

Physical Examination

Vital Signs: BP:                     HR:                     Temp:                     RR: 

Weight:                                      Height:  

BMI: 

Diagnostic Tests

Thyroid Function Tests (TSH, T3, T4):

Adrenal Function Tests (Cortisol, ACTH):

Blood Glucose Levels (Fasting, Postprandial):

HbA1c:

Serum Calcium and Parathyroid Hormone (PTH): 

Pituitary Hormone Panel:

Reproductive Hormone Panel:



Clinician's Signature:                                                          Date:

Patient Consent for Evaluation and Treatment

I, [_________________________ ], hereby consent to the endocrine system assessment and 

any subsequent treatment as recommended by my healthcare provider.

Patient's Signature:                                                            Date: 

Assessment

Preliminary Diagnosis:

Risk Factors Identified:

Plan

Further Diagnostic Testing:

Referral to Specialists:

Medication Adjustments:

Lifestyle Modifications: 

Patient Education:
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