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Patient Name: ___________________________________________		Date: _____________________________

Sexual Orientation 
Do you think of yourself as: 
□ Straight or Heterosexual 
□ Lesbian, Gay, or Homosexual 
□ Bisexual 
□ Something Else 
□ Don’t Know 
Gender Identity 
Do you think of yourself as: 
□ Male 
□ Female 
□ Female-to-Male (FTM)/ Transgender Male/ Trans Man
□ Male-to-Female (MTF)/ Transgender Female/ Trans Women 
□ Genderqueer, neither exclusively male nor female 
□ Additional Gender Category or Other (Please Specify): _____________________________________

What sex were you assigned at birth on your original birth certificate? 
□ Male
□ Female 
□ Decline to Answer

Preferred Name and Pronouns Questions
Preferred Name: _____________________________________________________________________
Pronouns: 
□ He/ Him 
□ She/ Her 
□ They/ Them 
□ Other __________________________________________
