PATIENT MEDICAL HISTORY FORM

Name: Today’s Date:

Height: Weight: Date of Birth: / /
Race: [JCaucasian [IBlack [Hispanic [JAsian [IOther (list):

Status: [ Single [1 Married [] Separated [IDivorced [IWidowed

Medical History — Have you ever had any of the following?

[JAnemia [IBlood Clots in Lungs/Legs [CIChicken Pox [IPneumonia
[JHeart Disease/Attack [CJGall Bladder Disease [CJEpilepsy/Seizures [Tuberculosis
[IHigh Blood Pressure [CLiver Disease/Hepatitis [CIMigraines [ISickle Cell Disease
[Istroke [IKidney Infections [CIDepression/Anxiety [IThyroid Problem
[IHigh Cholesterol [(IBladder Infections [CIDrug or Alcohol Problem [1Blood Transfusion
[IMitral Valve Prolepse [Pelvic Infections [IDiabetes [IGenetic Condition
[IBleeding Problems [CArthritis [JAsthma [JCancer

List all medications you are currently taking, including over-the-counter medications, vitamins and herbal remedies:

Are you allergic to any known medications? [] No known allergies [] Yes,

if yes please list below:

Surgical History — Please list all surgeries with dates

Obstetrical History

[1 Check here if you have ever been pregnant

Please list all pregnancies in order, including miscarriages, premature births, stillbirths, ectopics (tubal) and abortions:

Year M/F Weight I;I'ype of Length of Problems (eg. Preterm labor, diabetes, high blood pressure) Name / Age
elivery Pregnancy
Gyn History
Age of 1t period: Periods are:  [] Regular Flow is: [ Light
Age of last period: [ Irregular [ Light to moderate
Cycle Length: Every_  days [ Painful [J Moderate to heavy

Lasting days

Are you sexually active? [ Yes Sexual Preference:
CINo
[ Virginal

Method of Birth Control: [ICondoms [Ivaginal Ring
Opills [JTubal/Essure
OPatch Oiup

[ Not really bothersome

[ Heterosexual
[J Homosexual
[ Bisexual

[IPartner with Vasectomy
[CINatural Family planning
[Jother

[ Very heavy

New Partners? [1Yes [INo
Number of Lifetime Partners:

[INone




PATIENT MEDICAL HISTORY FORM

Gyn History (continued)
Have you ever had any of the following STD’s?

[IChlamydia [JHPV [JHIvV [INever had any

[IGonorrhea [ISyphilis [JHepatitis B

[IHerpes [Trichomonas [CIHepatitis C
Have you ever had any of the following?  []Fibrocystic Breast [CJEndometriosis [JOvarian Cysts [JUterine fibroids
Date of last pap smear: [CONormal  [JAbnormal
Have you ever had any of the following for an abnormal pap?  [JColposcopy [CJLEEP/Laser/Conization ~ []Cryo surgery  [INo
Date of last Mammogram: [CINormal  [JAbnormal [CINever had one
Date of last bone density: [CINormal  []Osteopenia [1Osteoporosis [INever had one
Family History — Please list any close relatives with a history of the following:

Relative Relative

[IBreast cancer [CIHigh blood pressure
[JOvarian cancer [IDiabetes
[JUterine cancer [(JHeart disease (heart attack, stroke, bypass surgery)
[Colon Cancer
Social History
Alcohol use [dYes [CINo If yes, drink(s) per day / week / month
Tobacco use [dYes [CINo If yes, pack(s) per day for years
Street drug use [dYes [CINo Type and frequency.
Exercise [dYes [CINo Type and frequency.
Caffeine [dYes [INo If yes, caffeinated drinks (coffee, tea, soda) per day / week
Sexual abuse [dYes [INo If yes, are you safe now? [JYes [JNo Counseling? []Yes [INo
Physical abuse [dYes [INo If yes, are you safe now? [JYes [JNo Counseling? []Yes [INo
Emotional abuse [dYes [INo If yes, are you safe now? [JYes [[JNo Counseling? []Yes [INo

Review of Systems — Do you currently have any of the following?

[Generally healthy

[CIRecent weight gain or loss of 25 Ibs.
[CFever

[Jvision problems (excluding glasses
[IHearing loss

[IChest pain

[JVaricose veins

[IShortness of breath

[IChronic cough

[IDiarrhea

[CIConstipation

[IBlood in stools

[IHeartburn / reflux

[INone of the above

Comments:
[CIFrequent urination
[CIBuming with urination
incontinence
[Jurgency
[CIBladder infection
[CJStomach pains
[JVaginal discharge
[irregular vaginal bleeding
[JPelvic pain
[JPainful intercourse
[CIBreast lumps
[IBack pain
[IJoint / muscle pain
[CIDepression / anxiety
[CINone of the above

Any further health information we should know.

Comments:

Patient Signature:

Date:

Clinician Signature:

Date:

Annual Review #2 Clinician Signature;
Annual Review #3 Clinician Signature;

Date:

Date:




