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Informed Consent for Masculinizing Hormone Therapy 
 
For _________________________ Date of Birth: _____________ Name Used: ____________________ 
 Patient Name as listed in chart                    Name if different from chart 

This form will assist you (and your guardian) to think through the expected effects of hormone therapy including 
possible unwanted side effects. You are encouraged to talk about this treatment with your medical provider and 
decide if hormone therapy is right for you (your child). By signing this form, you are stating that you have 
discussed the effects and risks of this medication with your medical provider or a member of the medical team 
and that you understand and accept these effects and possible risks. You (and your guardian) may ask questions 
and talk about any concerns you have related to this treatment at any time in this process. 
 
Testosterone is used to masculinize the body (make it look more traditionally male). This medical treatment will 
reduce some female features and increase male features. Your medical provider will help decide which form of 
testosterone (shots, gels or creams, patches, implanted pellets) and the amount that is best for you based on 
your personal needs and any medical or mental health conditions you might have. Each person’s body responds 
to testosterone differently and it is hard to promise or predict with certainty how each person may respond to 
treatment. Your medical provider will talk with you throughout the treatment and will help you achieve the best 
results safely. As part of this treatment, you agree to take the testosterone only as prescribed and to talk with 
your medical provider before making any changes in your medication dose. 

Many years of experience in treating gender diverse people and accepted, published medical guidelines on 
hormone treatment inform the use of hormone therapy for gender confirmation/affirmation (transition) in this 
health center. Continuing research on hormone therapy provides us with more information on the safety and 
usefulness of hormone therapy to relieve gender dysphoria or incongruence when appropriate. Nonetheless, 
medicine does not fully understand the long-term effects of testosterone therapy across the lifespan. 

Read the following information and initial each section where indicated once you are sure you (your guardian) 
understand the information and your questions have been answered to your satisfaction. 

 

.Expected Effects of Testosterone Therapy 
 
The masculinizing changes in your body may take several months to become noticeable and usually take 3 to 5 
years to be complete.  
 
Some changes are PERMANENT; they will not go away or go back to the way your body looked before treatment, 
even if you decide to stop taking testosterone or take a lower amount: 

▪ The pitch (sound) of your voice will deepen 

▪ Growth, thickening, and darkening of hair on the body increases to look more like men in your family 

▪ Growth of facial hair – beard and mustache – will usually look like men in your family 
▪ Possible hair loss at the temples and crown/top of the head (male pattern baldness) with possible 

complete baldness [Usually this looks like the hair patterns of men in your family and is a genetic 
feature inherited from your parents.] 

▪ Growth in the size of the clitoris/phallus 
 
Some changes are NOT PERMANENT; they will likely go away or go back to how your body looked or worked 
before treatment if you stop taking testosterone after a few weeks to months or longer depending on the change: 

▪ Menstrual/monthly periods (bleeding) stop, usually within a few months of starting testosterone. 
There may be changes to the inside lining of the vagina (thinning, dryness) that may lead to increased 
risks of injury or infections if you are sexually active and may make routine genital screening exams 
more difficult. 

▪ Changes in where fat is stored in the body: If you gain weight, the fat will tend to go to the stomach and 
mid-section, rather than the buttocks, hips and thighs. You may lose fat from breasts, buttocks, and 
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thighs if you lose weight. 

▪ Muscle mass and upper body strength increase. 
▪ Some people feel more energy, more active, or more short-tempered and angry. Some people 

experience improvement in their mental health; they feel better or calmer and more focused. 
▪ Many people experience skin changes including a lot of acne on the face and back that may need 

medical treatment to manage. This may last for months to a few years like in puberty. 
▪ Most people experience a big increase in their sex drive or interest in sexual activity. Some people 

experience changes in who they are attracted to physically. 

 ____ (initials) My (my child’s) medical provider or member of the medical team has answered my questions 
about the effects of testosterone. ______________ (initials) Provider ________________ Date discussed 

 

Possible Side Effects and Risks of Testosterone Therapy 
 

▪ Possible loss of fertility; you may not be able to get pregnant after being on testosterone therapy for 
some time; how long this might take to be a permanent effect is unknown. Some persons choose to 
harvest and bank eggs before starting testosterone. 

▪ Testosterone is not reliable birth control. Even if menstrual periods (bleeding) stop, you could get 
pregnant; if you are having genital sex with a partner who produces sperm, discuss with your medical 
provider using some form of birth control  

▪ If you get pregnant while taking testosterone, the high levels of testosterone in your system may cause 
harm and even death to the developing fetus. 

▪ Other effects of testosterone on the ovaries and on ova (eggs) are not fully known 
▪ Some trans masculine people, after being on testosterone for a number of months, may develop pelvic 

pain. Some experience this pain with sexual arousal and orgasm and some for no apparent reason. The 
level of pain varies in the people who experience this effect. For some the pain goes away after some 
time. For others the pain may persist. For a few the pain seems to go away only with removal of the 
uterus (hysterectomy). The cause of this pain is unknown. 

▪ The cervix and walls of the vagina may become drier and more fragile (thinner). This may cause 
irritation and discomfort. It also may make you more vulnerable to sexually transmitted infections and 
HIV if you have unprotected sex using the vaginal opening (front hole). 

▪ Testosterone will not protect against cervical, ovarian, uterine, or breast cancer. Regular cancer 
screening recommendations continue, even after top surgery and chest reconstruction, including 
regular pap tests as appropriate until or unless removal of the uterus and cervix. Current research 
indicates there may be no increased risk for these cancers above the risks already present for any 
individual based on medical conditions and genetics. 

▪ Possible worsening of cholesterol, increased blood pressure, and other changes to the body may also 
increase risk of cardiovascular disease (heart attacks, strokes and blockages in the arteries) when on 
testosterone therapy long-term. The risks for heart disease for trans-masculine people taking 
testosterone are like the risks that are found in non-transgender (cisgender) men and will generally 
reflect the genetic risk for heart disease among the men in your family. 

▪ Possible changes in the body that might increase the risk of developing diabetes. 

▪ Increased appetite is common and may result in weight gain of both muscle and fat 
▪ Increased risk of sleep apnea (breathing problems while you are sleeping) appears related to 

testosterone treatment. 
▪ Possible abnormalities in blood tests for the liver; possible worsening of damage to the liver from other 

causes. The liver will be monitored in annual exams or as needed. 
▪ Possible increase in the hemoglobin and hematocrit (the number of red blood cells). If this increases to 
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levels higher than is normal in males, it may cause problems with circulation, such as blood clots, 
strokes and heart attacks 

▪ Increased sweating when exercising and when sleeping. 

▪ Weakening of tendons and increased risk of injury to them. 

▪ Possible worsening or triggering of headaches and migraines. 
▪ Possible increase in frustration, irritability or anger; possible increased aggression and worsened 

impulse control. 

▪ Possible worsening of bipolar disorder, schizophrenia and psychotic disorders or mood disorders. 
▪ Possible changes in brain structure and functioning are unknown over long-term treatment with 

testosterone. Some limited research suggests a decrease in verbal fluency (talkativeness or using lots of 
words). 

 ____ (initials) My (my child’s) medical provider or member of the medical team has answered my questions 
about the risks of testosterone. __________ Provider _______________________ Date discussed 

 ____ (initials) I (patient/guardian) understand that testosterone is not a form of birth control and that even if 
my monthly periods (bleeding) stop, I could still ovulate and get pregnant if I have sexual activity that could result 
in pregnancy. __________ Provider _______________________ Date discussed 

 ____ (initials) I (patient/guardian) understand that if I stop testosterone in the future, I may not be able to get 
pregnant even if I want to. I have discussed options for egg banking with my medical provider or member of the 
medical team who has answered my questions about fertility preservation. __________ Provider _______________________ 
Date discussed 
 

You understand  
▪ Smoking cigarettes may increase some of the risks of taking testosterone therapy 
▪ Taking testosterone in doses that are higher than recommended will increase any risks from 

testosterone. Higher doses than prescribed will not work better or faster to masculinize the body. The 
body may convert (aromatize) high amounts of testosterone to estrogen through the fat in the body. 
This conversion of extra testosterone to estrogen may interfere with masculinization or may cause 
other problems. 

▪ Testosterone therapy is typically lifelong. Suddenly stopping testosterone after a long time on the 
medication may have negative physical and mental health effects. 

▪ You may choose to stop hormone therapy at any time and for any reason. You are encouraged to 
discuss this decision with your medical provider prior to making any changes in your medication. 

▪ Your provider may decrease the dose of testosterone or stop prescribing testosterone because of 
medical reasons and/or safety concerns. You can expect the medical provider to discuss the reasons for 
all treatment decisions with you (and your guardian). 

▪ Hormone therapy is not the only way that a person may appear more masculine/male in their lives. 
Your medical provider and/or a mental health provider are able to talk with you about other options if 
you are interested. 

  I would like to discuss ways to help me quit smoking 

 ____ (initials) I (my child and I) understand these risks and expectations of taking testosterone. __________ 
Provider _______________________ Date discussed 
 
You agree to (Responsibilities) 

▪ Take testosterone only at the dosage and in the form that your medical provider prescribes. 
▪ Inform your medical provider if you are taking or start taking any other prescription drugs, dietary 

supplements, herbal or homeopathic drugs, street/recreational drugs, or alcohol. Being honest about 
what I am taking/using will help my medical provider prevent or reduce potentially harmful reactions 
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or interactions.  
▪ Inform your medical provider of any new physical or emotional symptoms and any medical conditions 

that develop before or while you are taking testosterone. Inform your provider if you think you are 
having bad side effects from the testosterone. 

▪ Keep regular follow up appointments; this may include appointments for Pap tests, pelvic exams, and 
mammograms (cancer screenings) as indicated by my medical situation. 

▪ Have regular blood testing done to monitor your health and hormone treatment. Your medical provider 
will discuss with you what tests are necessary and what the tests will do to help keep your care the 
best it can be. 

▪ I agree that if I have any condition that may cause me harm if I start or continue taking testosterone, I 
will work with my medical provider to evaluate and treat the condition before starting or continuing 
testosterone therapy. 

▪ I understand that I can choose to stop testosterone at any time after making a plan to stop the 
treatment with my medical provider. I understand that my provider may stop my testosterone 
treatment at any time if it is necessary for my medical/clinical safety. 

 ____ (initials) My (my child’s) medical provider or member of the medical team has answered my questions 
about these rights and responsibilities while taking masculinizing hormone therapy. __________ Provider 
_______________________ Date discussed 

 
By signing this form, you acknowledge that you and/or your legal guardian(s) have adequate information and 
knowledge to be able to make an informed decision about hormone therapy and that you understand the 
information your medical provider has given you. Based on this information (chose one): 

I ___________________________________________________,   ________   choose to start testosterone     —OR—  
                 Patient’s name listed on insurance or chart 

__________  do not want to start testosterone therapy for masculinizing my body. 
 
If I choose (choose for my child) to start testosterone therapy, I agree to have (to bring my child for) regular 
physical examinations and blood tests to make sure that I am (my child is) not having a bad reaction to 
testosterone. I understand that this is required to continue testosterone therapy at this clinic. ____________ 
(initials) Patient/guardian ______________ Provider _________________Date 
 
 

Patient signature (name in chart)     Date 
 
 

Patient's name used, if different from chart               Patient’s Date of Birth 
 
 

Parent/Guardian signature (1)         Date                    Parent/Guardian Signature (2)             Date 
 
 

Parent/Guardian signature (1) PRINTED                    Parent/Guardian Signature (2) PRINTED 
 
 

Provider signature       Date 
 
 

Provider name PRINTED 
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