
Name

HEALTH HISTORY

Date of Blrth Age __Today's Date

Reason for vlsit today:

Menstrual History: Last Menstrual Period

Age of first menses- Hegular cycles every-days. lrregular Cycles
Average days of flow- Heavy Painful

Premenstrual Symptoms: Menopausal Symptoms:
Hormone Replacement Therapy: Duratlon of Hormone Use:

When was your last Mammogram? When was your last Pap? Normal?

I

Pregnancy History:

# of pregnancies 

- 

# of live births 

- 

# of still blrths 

- 

# of mlscarriages 

-# 

of abortlons
Do you use any method of contraceptlon?-Yes 

-No

lf yes, currently using: Have previously used:

'ry history of infertilitf

Areyousexuallyactive?-Doessexcausepainorbleedlng?Yes-No
Doyouhaveanyhistoryofsexualabuse?-Anyhistoryofdomestlcvlolence?

Have you ever had trouble with: ROS _ M.D. _
Blood pressure 

-too 
high 

-too 
low Pelvlc infections-Chlamydia- Gonorrhea-

Heart dlsease 

- 
high cholesterol or triglycerides Pelvlc paln 

- 
Endometrlosis

Asthma Ovarian cysts

Kidney Herpes

Bladder-lnfections 

- 
lncontlnence 

-Fibrolds
Liver-Hepatltis A 

-Hepatltls 
B-Hepatitls C Breast 

- 
prior blopsy

Stomach or lntestines 

- 

Blood clots

Gallbladder

:=.- Diabetes 

-lnsulinCancer

Neurologic Problems
Unusual Weight Loss/Gain

Transfusions

Anemia

-Thyrold 

dlsease
Depression/Anxlety- present _ prevlous

Other

Previous Surgeries:-

Do you have any allergies to medications?

Do you take any medications?

Do you smoke?_ Do you use recreational drugs? Do you drink alcohol? _ lntake

Does anyone in your familv have a hlstory of:

Breast Cancer Colon Cancer Ovarlan Cancer Osteoporosis

Uterine Cancer Heart Disease Dlabetes Blrth defects or Genetic Disorder


