ilOOﬂ‘l' Gynecology Health History e

A Record System for Today's Date: / /

Physidans and Clinlcs

PATIENT IDENTIFICATION (Please print} DateofBith: ____/ ____/___ Age: Religion:
Patient's Name: Marital Status: [3S QM D [ SEP QW BRace:
Education: years Qccupation:
Address:
Employer:
Type of Insurance: Policy #:
Home Telephone No: { ) Referring Physician:
Work Telephcne No:  ( ) Primary Physician:
Reason for Seeing Doctor :
1. CURRENT MEDICATIONS I:I Nene 37. PREGNANCY HISTORY {Complete all information)
# of # of Pramature # of # of Spontaneous | # of Induced i of Living
Pregnancies Births Miscarriages Abortions Abortions Children
# of Born Baby's Waight Weeks Pregnant | Hours | Type of | Type of | Complications
; gﬁ.,"g; Month/fear | Sex at Birth {Term= 40Wks) |in Labor | Delivery AngsthesTa Yes  No
2. MEDICATION ALLERGY / SENSITIVITY 1 7 bs, = o O
List all medications allergic to: D None . . i o o
5. oz
3 / Ibs. oz O
4 / Ibs. oz a O
MEDICAL HISTORY (Check the appropriate box) 5 / lbs. oz . [ R |
Have you or any members Your
of your family had: You Family 3_8. MENSTRUAL HISTORY L!FESTYLE Yes No
; First Day of Last / ! 40. Did your mother take DES or any other
3. High Cholesteral .......coiiiiinninininnnns [ | M | Period
4. Heart DiSBase vuvueuusremnnerernenennannen o o enstryal Rerio hormones when pregnant with yau?....... O O
5. Rheumatic Fever.............. PR 0 Menarche Interval 41, Have you ever had a Pap test? o o
: Age at No. of D Length of £ W BETEARESEN
g. :@m Blood Pressure .. a a | Fir(slgPBerE:od) Eegw:a: Paari};sds) Pe‘?iod If Yes: Date of your last
» ASThMA e ;
8. TUBEIGUIOSIS svvevveensirnsiensseanienes 0 il daye days Paptest? [/ ___ [
B DIBDEIes v s G e o Abnormalities: [ Excessive Bleeding Have you ever had abnormal
10. 'Il_'hyrulig Problems.... El] J [ Discharge [} Pain 1 None Pap test resultS?....cciveiriirennninnn [ I |
1. Liver Disease —_—
i2. Starach, Rowel ot 39. CONTRACEPTIVE HISTORY 42. Are you sexually active? .......ccceecvneenn a o
Gall Bladder Problems ..........c........ a Type Dates Used 43. Do you have one partner or.............. O one
13. Kidney or Bladder Problems ...vevvsene D Oral Contraceptive [ MANY PARNEIS .cciviviriiicanrainasrnaanas = many
14..A1DS WIV) """"""""""""""" o Type(s) a 44. Is intercourse painful for you? ........... [ -
15. Hepatitis (type Fovsniganancscsooosnasmss [ I | 0
16. Anemia or Blood DiSorder .o...vueiies.. a O 45. Do you do a monthly
17. Blood Transfusion .......... | :DU.D h 8 self breast exam?.....cocvvvicnniiiinne.. a o
18. ' Allergies.....ocveeuenn. PR | laphragm 46. Have you ever had ram?
19. Breast Problems .ouvcvviviinriiiisiinens T | Narplant ... [ ! yau Bvmr s SmEmmogatite )
20. CanCer ..oiviiriieieiinan O U I | Sponge (] If Yes: Date of your last
D1t Infertilifus e O Spermicide............. 0 mammogram? __ [ [
22. Female or Sexual Problems............. a Condoms.....ccceeen... [ 47. Do you exercise on a regular basis? ... O
23.. Chlamydial .. ovimvavimmams i sosiisi - , )
o4 Gonorhss 0 Other a If Yes: Type of exercise
25. Herpes (HSV) coeeeiiiei e, Q Sterilization 1 Male [ Female Hours per week exercise
268L: SYPhIIS coonmmmmpmianimas v s [ |
27. Birth Defects or Inherited Diseases.... 1 [ FOR OFFICE USE ONLY
28. Sexual Abuse or Domestic Vialence ... 3 [
28. Other Medical Problems ....covvieveinnn. [ |
30. No Known Medical Problems ......... [ |
31. HOSPITALIZATIONS List those operations/serious ill-
nesses that have required hospitalization. If more than six,
check this box. 0 Do not Include pregnancies here.
Complications
Month/Year lliness gr Operation Yes No
/ a O
/ a O
/ a O
/ a o
Fox [ |
/ I
SUBSTANCE USE (Check only those you use)
32, AIGONOHcoevemerreverensene [ 35. Non-Prescribed
Type Drugs...vvivmeennnn
Amifday __ Type
~ Amt/day
Type
33. Tobacco......coceeereeee 1 Amyday
Type
Amtday 3. Street Drugs .....oceeen
Type
34, Caffeine...crvuiesennennn Amtday
"Type__ Type i ;
Amt/day Amtiday___ Slgnature‘
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