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women’s hcalfh center

REASON FOR APPOINTMENT ’ : MARITAL
' , _ STATUS; OS OM DD OW OSep

MENSTRUAL HISTORY OBSTETRIC HISTORY

Age at first period _____ Age at menopause . ___ | # of pregnencies
Bleeding between periods 0 Ves O No . # of living children 4 of prelerm deliveries
Interval between periods fiirsi day to firsi day) .| #of miscariages/abortions # of eclopic pregnancies
' # of adopted children " Pregnancy complications

__ # ol {ull erni-defiveries

A

Days of fiow
GYNECOLOGIG HISTORY _ :
Abnormal pap smears: 0 Yes O'No Whai? . When? Treatment?
Have you had any Yeast infection 3 Yes O-No Bacterial vaginosis 3 Yes 1 No Trichomoniasis T Yes O No
of the following: - “gonomhea - O Yes ONo Chilamydia DYes ONo  Syphiis. ~ DYes ONo
- Genital warts ~ T3 Yes O No - HIV/AIDS OYes ONo  Hempes D Yes ONo

Are you sexually active? e OYes TONo Do you have any concems with sexual matters ;
Preference? T Men £ Women O Both Dmeemottod:smss that you wish to discuss? - O Yes T No
Number of sexual partners in the fast year? __ Are you using birth controf? O Yes O No
Have you ever hiad sexual intercourse ' What method? _ :

against your wili? OYes ONo Anyprcbiemsmﬁﬁ?biaddercmﬁai? ) .0 Yes O No
Any history of physical, mental, or sexual abuse‘?.__...EiYes O No Specily: - 2
Any abuse in currerd relaionship? OYes ONo Hmfeyeueverhadaboﬁescan’? D Yes T No
Ay h’eaimem for emotional/mental iiness? ... e BYes O No When? . '
Any pain with intercourse? .OYes ONo Restits? _
GENERAL HISTORY (History of any of the following for yourseif or your family) L

L SELF | FAMILY WHO ' CSELF | FAMEY | WHO
High Blood Pressure | 13 Yes 0 No| 3 Yes 3 No | Thyroid Diséase O Yes, T No | O Yes TNo
Diabetes ' OYes I No{dYes ONo g Siroke ; 'E_&’és ONo{OYes OONo
Asthma. | Yes BNo DO Yes ONo . |teartDisease  [OYes ONo|DYes B
Depression {8 Yes BNo T Yes ONo Osteoporosis O Yes O No|DYes G No.
Cholesterol | OYes ONoj O Yes ONo | Azheimers: [ Yes 0 No|BYes DNo
Cancer - | D Yes ONo| O Yes Do {oter O Yes ONolDYes O No
et T : chizd : s
MEDICATIONS ' " {A11ERGIES
o gf?dUdE Pmsmpﬁon over the if:e counter, herbal and aﬁ#emaiwe) | ist all medigations, fatex, foods)

LIFESTYLE - _ D ALL PAST SURGERJES
Do you exercise regularly? 3 Yes O No How nmchpa'week :
- Do you smoke? D Yes ‘D No How much per day:
Do you drink-ajcohol? O Yes D No Amount per week:
Do you.use sfeet/recreational drugs? {3 Yes 0 No Which ones:
Do you drink caffeinated beverage? 1 Yes [ No Amount per day:
Any sleep problems? D Yes ONo Specify:
ApproXimate calcium intake per day - : : i
How much stress would you say is in your life? - .
Do you do monthly self breast exams? 13 Yes O No

Patiernt Signature;

Phone # dufing office hours:




