Patient Name:

Age:

Primary Care Physician:

Date of Birth;

Who referred you to us:

Today's Date:

What is the purpose for
your appointment today?

Cemprehenslvel

- Confraception - |-

) leficu]ty gettmg

egnant

Breast Problems :

Pelvic brgan ol

mot onal

o Probléms

PLEASE FILL QUT COMPLETELY / CIRCLE ALL THAT APPLY (per column)

- Family History

(enfer information befow) " |

PERSONA_L: g
dieal History ™ :

| surgical History |

T'PERSONAL |

PERSONAL -
- Social History

Blood Clots/ DVT:

Abnormal Pap Smear

Abdominoplasty

Marital Status:

Ahesthesia Reaction Appendectomy
Breast Cancer: Anemia Bladder Surgery Oceupation:
Anisty { Dapression Breast Augmentation
Celon Cancer: Asthma Breast Surgery Religion:
Bawel Problem 7 IBS C-Section
Diaheles: Cancer Ectopic Pregnancy | Tobacco Use:
Clotting Disordar Endometrial Ablatlon
Genetic Condilions: Diabetes | or Il Essure Alcohol Use:
DVT / Bloed Clot/ PE Fibrold Removal
Heart Disease: Ectoplc Pregnancy Gallbladder Removal |Illicit Drug Use:
' Flbrold Uterus Hand Surgery
High Blood Pressure: Endometriosis Hernia Repair History of Addiction:
Epilepsy / Selzures Hysterectomy
Ovarian Cancer: Yeart Diseass Hysteroscopy Domesllc Abuse =0 Alergies to Medications =0 i

Hepatitls ! Liver Disease Knee Surgary Drug Reaclion
Stroke: High Blocd Pressure Laparcscopy Sexual Abuse Peniclllins
Kidney Disease Ovarlan Cyst Surgery Sulfas
Thyroid Disease: Kidney Stones 1 Ovary removed  |History of STD Cephalosporins
Menstrual Problems Both Ovarles Specily: Erythromycin
Uterine Cancer: Migraine Headaches Shoulder Surgery Percocet
Osteoporosis Sling Morphine
Unknown/Adopted Ovarian Cyst Tonslllectomy Codeine
PCOS Tubal Ligation Norco / Lortab
Other: Thyroid Disordar Cther: lodine
Other: LATEX
Other:
| Total # of Pregnancies: Full Term: Preterm: Living Chiidren: Adopted: Ectopic:
“|Miscarriages: Abortions: How many vaginal births: How many C -Seactiens:

:SEXUAL H!STORY

Are you sexually actwe?

What do you use for
confraception?

Do you have any of the following
problems with intercourse?

CURRENT MENSTRUAT!DN UG TS T

Please list the first date of your Iast menstrual cycle

What best describes the regularity of your menstrual

cycles?

How often do your menstrual cycle occur? Every?

How would you best describe your menstrual flow on

most days of your cycle?

How many days do you bleed during an average

menstrual cycle?

Promatital -




Do you bleed or spot between cycles?

How: would you best describe your cramps / pain
during your menstrual cycles?

Do you expetience any premenstrusl syndrome
(PMS) Symptoms’? _ .

How many years since your last menstrual cycle?

|How did your menopause ocour? '

Do you have POSTmencpausal vaginal bleeding?

- Do vou experlence any menopausal symptoms‘?
(Circle all that apply)

Are you currently using any hormone therapy?

How many years was your last
Pap Smear?

Have you ever had an aknormal
Pap Smear

If YES..How many years ago was
" |your last Abnormal Pap Smear?

Circle any procedures you have

ever had done for abnormal paps

Heow. many years ago was your .
last mammogram?

Have you ever had an abnormal
‘mammogram?

De you have any of ihe following
symptoms? (circle all that apply)

How many years ago was your
last Colonoscopy?

Have you ever-had an
abnormal Colonoscopy?

This testing is also available for women:of any age.

American Colflege of Obstetrics and Gynecology guidelines state: :
All sexually active adolescents and young women up to the age of 25 years should uno'ergo annual testmg for Chlamydia and’ Gonorrhea

Would you like to have testing for Sexuaﬂy'Transmltted Infections? " YES NO

s there anything else you would ke to discuss today?




