iloom

. L ID No.:
Gynecology Health History
Anseed oo ter Today's Date; / /.
PATIENT IDENTIFICATION (Please print) Date of Birth: e Sl 1S Religion:
Patient's Name: Marital Status: []S O M D [JSEP [JW Race:
Education: years Occupation:
Address: Empl
mployer:
Type of Insurance: Policy #:
Home Telephone No: | ) Referring Physician:
Work Telephone Neo:  ( ) Primary Physician:
Reason for Seeing Doctor
1. CURRENT MEDICATIONS D Fone 37. PREGNANCY HISTORY (Complate ail information)
# of # of Premature # ol it of Spontanecus # of Induead # ot Living
Pregnancies Births Miscarriages Abortions Abaortions Children
1?93-:1 Born EBaby's Weight Weeks Pregnant| Hours | Type of Type af | Complications
Birthe| Monthivear Sex at Birth (Term= 40Wks) (in Labar |Delivary | Anesthesia|  Yes Ma.
2. MEDICATION ALLERGY / SENSITIVITY 1 ! bs. oz E | AE|
List all medications allergic to: [ ] None i ; ” = Bkl
3 ! Ibs. oz. D D
id ) Ibs. 0. l:l D
MEDICAL HISTORY (Check the appropriate box) 5 1 Ips. oz. = O
skl e vou i | 38. MENSTRUAL HISTORY LIFESTYLE Yes  No
- H'Y?'lu('}:rT] yt I D DY First Day of Last ! f 40. Did your mother take DES or any other
. i e R e :
% He%rt Dig:asszm BT M;nﬂrua; F’iarhcllctt : hormones when pregnant with you?____..[1 [
i enarcne nierval o'l
5. Rheumatic Fever..... 0 e o of by | Length of 41. Have youeverhada Paptest? ... [0 [
?. :I:gt;: Bloed Pressure 8 | First Pericd) | Belween Periods) Period If Yes: Date of your last
. Asthma _...... :
8. Tuberculosis. .. ... O LA Sy ey Paptest? ./ /
9. Diabetes __. O 0 Abnormalities: [] Excessive Bleeding Have you ever had abnormal
10. Thyroid Problems _..........cooe..... ER | O pischarge [0 Pain. [ None Pap test results?...........ooocoeeeevmenneen. (] ]
11. Liver Di a 42 lly active?
12. Stomach, Bowel of 39. CONTRACEPTIVE HISTORY o sesaly oty el B
Gall Bladder Problems..........oooovveeenn. | Type Dates Used 43. Do you have one partner or ... Sus
13. Kidney or Bladder Problems...eeceeeeeeee. [ Oral Contraceptive [ MENY Hartners e el e e 0  many
14.AIDS (HIVY (| O Typa(s) 3 44. Is intercourse Painful for you? .. O O
15. Hepar.lrrs (type._......l)“.... Y [ ] | O 45. Do you do a monthly
16. Anemia or BIQC_'d Disorder. a O B e s ad self breast exam? ....weeeeeveansise 1 [
17, Blood Transfusion._........ee e, Cl Diaphragm ............ []
lErat ' 48. Have you ever had a mammogram? ...... o O
18. Allergies.. D Narplant e |
19. Breast Problems.,. .o O | It Yes: Date of your last
20.C T sl — O
- Cancer e S | mammogram? ____/ /
21 Intertility . Spermicide = _ )
22. Female or Sexual Problems .__.......... [1 Condoms................ | 47. Do you exercise on a regular basis? ...[1 []
23.Chlamvdia..c...n 0 a Other O IfYes; Type of exercise
24. Gonorrhea . a Sterilizati i
ation Male Female Hours per week exercise
25. Herpes (HSV)____ S = Ll s :
26. Syphilis.ennn | Check and detail positive findings below. Use referance numbers.
27. Birth Delecis or Inherited Diseases... [1 [
28. Sexual Abuse or Domestic Violence... O [
29._Other Medical Problems ——-cvcvceveeeeeee. L1 [
30. No Known Medical Problems.............. (|

31. HOSPITALEZATIONS Listthose operationsisarious ill-

nesses that have required hospitalization. Il more than six.
check this box. D Do not include pragnaricies hers.

Complications

Month/Year llinessar Operation Yes No

/ O 0
/ B (e |
/ B O
/ E A
/ B O
/ B E
sussTANCE USE (Check only those you use)

32. Alcohol .iveierecians (] 35. Non-Prescribed
Type BT et Ao 1
amt/day Type

Amt/day.
Type

33. TODACED .eremrerineees ] JP
Type Amt/day.
amt/day 36. Strest Durgs.......... 1

Type

34. Catteine ___ Amt/day
Type Type
amt/day Amt/day

Signature:




Nol Evalualed

N.E.

mileom

Gynecology Health History DHe
Frmiins 572 e Today's Date: / I
INITIAL PHYSICAL EXAM Check and detail all positive findings below, LABORATORY PROCEDURES
1. Height Use system numbers. Test Date Result
2. Weight 30. Hgb /
3. Blood Pressure 31, Het /
Pelvic Exam Narmal | Abn. | ME. 22 WBC /
4. Ext. Genitalia | 33. Differential /
6.Urethral Meatus 34. Pregnancy Test /
6.Urethra 35. Urinalysis /
7 .Bladder 26. HIV !
8.Vagina 37. Gonorrhea f
9.Corvix 38. Chlamydia .
10.Uterus (describe) 39. HSV /
11.Adnexa/Parametria 40. VDRL Serology /
12.Rectumn (Digital Exam) 41. Hepatitis £
18.Anus and Perineum 42, Pap Test 2
14.0ther 43, Wet Mount ",
General Physical Normal | Abn. | N.E. 44. Gulture ’,
15.5kin 45. Stool Oceult Blood |
16.HEENT 46. Blood Glucose ;
17.Neck 47. Cholesterol /
18.Chest 48, Thyroid Screen /
19.Breasts 49. Biopsy /
20.Heart 50. Mammogram /
21 Lungs 51 /
22.Abdomen 52, /
23.Musculoskeletal 58. /
24.Extremities 54.
25.Neurological
Nutritional Assessment
26.Not Performed ...z O
27.Apparently adequate............coooeeee. [
28.Apparenily inadeguate....... . d
29.Excessive caloric intake |
Diagnosis and Treatment Plans
"
Next Appointment. _ /  /_ Signature:




