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Basic Information

Name:

Daytime Phone:

Date:

Date of Birth: Age:

Health History

Please indicate if you have any of the following:
Headaches/migraine

Heart trouble

Rheumatic disease

High blood pressure

High cholesterol

Breast lumps

Jaundice/hepatitis

Stomach/duodenal ulcers

Bowel disease

Kidney disease

Liver disease

Bladder infections (number per year )
Blood transfusions

Anemia/blood disorder

Blood clots

Acne problem

Skin disease

Diabetes

Thyroid disease

Cancer

Seizures

Arthritis/joint pain

Anxiety/depression

Chicken pox

Other
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Lung problems (asthma, bronchitis, pneumonia, etc.)

Other
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None of the above
Have you ever been hospitalized? OYes ONo
Have you ever had surgery? [dYes [ONo

Gyn History
Have you ever had the following:
0 Abnomal Pap smear

0 Abnormal mammogram

Gyn History (cont.)

Yeast infections (# per year )
Bacterial vaginosis (# peryear ______ )
Endometriosis

Problematic ovarian cysts

Pelvic infections (pelvic inflammatory disease)
Gonorrhea

Chlamydia

Genital herpes

Trichomonas

Genital Warts

Have you ever used or use the following for contraception?
Condoms

Diaphragm

IuD

Birth control pills

depoProvera

Norplant

Tubal ligation

OoOoooooOooao

Vasectomy

Menstrual History

* Age of onset of menses

* Last menstrual period
. Are your periods currently:
Cvery regular [Jsomwhat irregular ] completely irregular
* Duration of bleeding days
* Is your bleeding: [(Jlight [Imedium heavy [Jvery heavy
* Any bleeding or spotting between periods? [1Yes [JNo
* Do you have problematic:
Ocramps Oclots [Cbloating [Clmood changes

When was your last pap smear?

Obstetrical History
Please indicate the number of:

* Total pregnancies

* Full term births

* Preterm births

*» Miscarriages

* Abortions

* Ectopic (tubal pregnancies)

¢ Living children

* Problems with pregnancies
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Family History Social History (eont.}- - -
Please indicate if your family has had any of the following: Currently sexually active? [JYes - CINo
O Diabetes If yes, is your.partner: [Imale - [ female - [Jboth
] Heart disease Have you ever been hit, kicked, pushed, touched
[ High blood pressure when you did not want to be touched? [JYes [1INo
[0 stroke ]
Please respond to the following:
0 Blood clots
O Cigarette/tobacco use
O Kidney disease o .
Number of packs per day
O Tuberculosis
Number of years you've smoked
O Arthritis T )
O Alcohol (beer, wine, hard liquor) use
O Headaches ’
Number of drinks per day/week
O seizures
[0 Depression/mental illness ]
P ) Review of Systems
O Osteoporosis (Constitutional, eyes, ENT, respiratory, cardiovascular, skin and/or breast,
O cancerofthe: [dbreast Clovary [Juterus [Jcolon gastrointestinal, genitourinary, musculosketal, neurological, psychiatric, endocrine,
hematologic/lymph, allergic/immunologic)
O other cancers ' .
Breast pain or discomfort
. Nipple discharge
Medications

Please list current medications you are taking:

Do you take any of the following on a regular basis:
Aspirin

Tylenol/Motrin

Other pain medications
Antacids

Laxatives

Diet pills

Stimulants

Sedatives

Vitamins

Herbs
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Allergies

Please list any medications you are allergic to:

Social History

Occupation:
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Lumps in your breasts

Abdominal pain

Burning or pain with urination
k Blood in your urine

Frequent urination

Involuntary ieaking of urine

Pain in youf lower abdomen or pelvis
Pain with intercourse

Spotting or bleeding after intercourse
Abnormal vaginal discharge or odor
Recent weight change

Fatighe

Frequent headaches

Chest pain or discomfort

Trouble catching your breath
Swelling in your lower legs and ankles
Heartburn

Rectal bleeding or black tarry stoois
Hemorrhoids

Constipation

Diarrhea

Varicose veins

Easy bfuising or bleeding

Excessive thirst or hunger

Depressed mood

Briefly describe why you have an-appointment today?

Osingle [OMarried [ Separated [Divorced [JWidawed
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