PATIENT QUESTIONNAIRE

To ensure optimal health care for you, please provide the information requested below to better assess your health needs. All
information on your record is confidential and cannot be released without your written permission. Answering questions is optional. If
you decline to answer, it will not affect your care.

Name Date of Birth Age

Date Primary Care M.D.

Reason for your visit

GYNECOLOGIC HISTORY
Date of last pelvic exam:

(7]

Have you had:

Abnormal Pap smears.

Vaginal infections: O Yeast [ Bacterial (BV)

Sexually transmitted infections: [0 Syphilis [ Gonorrhea [ Chlamydia [ Herpes
OHepatits BorC O Warts OHIV/AIDS O Trichomonas O Other
Endometriosis

Pelvic Infection or Inflammatory Disease

Infertility

Current method of birth control:

Sexual difficulty (eg. Bleeding, pain, difficulty with sex drive, difficulty with orgasm)
Are you postmenopausal?

ODoOg
ooog

Ooooooao
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If you are postmenopausal, do you have: [lvaginal dryness [vaginal bleeding [ hot flashes [ night sweats

O O Are you having periods?

Age at 1% menstrual period 1% day of last menstrual period

Periods are: I regular L1 irregular Number of days of flow (average)
O O Length of cycle (days) [ Bleeding between periods
O O Do you have cramping: O mild O moderate [ severe

Abnormal heavy bleeding: [ frequent changes of pad/tampon
O Clots [ Gushes [ Night floods
0o PMS: [ Irritability [ Anxiety [ Moodiness [ Depression
I R Abnormal discharge
PREGNANCY HISTORY
#of pregnancies:____ Live Births:____ Miscarriages: ___ Abortions:____ Ectopic (tubal) pregnancies:____ Adopted:
YOUR CHILDREN'S BIRTH INFORMATION
BIRTHDATE WEIGHT  SEX OB DOCTOR COMPLICATIONS (include cesarean sections)
1.
2.
3.
4.
FAMILY HISTORY

Have any family members had (include parents, grandparents, aunts, uncles, siblings, cousins) :

O Heart attack or stroke before age 55 [ High cholesterol

O High blood pressure [0 Diabetes [ Thyroid Disease

O Osteoporosis, frequent fractures O Mental lliness: O Depression [0 Anxiety O Other
O Birth defects: list which family member (if currently pregnant, include father of baby’s family)

O Cancer: Breast: Prostrate:

Ovarian: Uterine: Colon:




Medical History

Medications (include prescription, over the counter medications, vitamins, and herbs):

Allergies to medications & type of reaction (Example: sulfa —
hives)
Other medical providers involved in your care:

[ ] Chiropractor  [""] Acupuncturist [ |Naturopathic doctor [ | Therapist [ | Other

REVIEW OF SYSTEMS — PAST AND /OR PRESENT. Please check “past” and/or “present” or “never” as applicable:
Never Past Present

|:| |:| |:| Cardiovascular:

[] Palpitations or heart racing [] Heart attack []lrregular rhythm [ Murmur

[[1 Prolapsed mitral valve [] High blood pressure [] chest pain [] Anemia

] Elevated cholesterol/blood fats [lleg swelling or pain ] blood clots in legs or lung
L]

]

1 Neurological:

Headaches  [_]Migraines [1Dizziness [Seizures [ ]Stroke

Visual disturbance [] Hearing problems
O o O MRSA — methicillin-resistant staph aureus

Cancer:
E E E General: regular or new problems with

] Fever Chills [IFatigue [] Sleep problems
] O O Skin: L New lumps Moles ] Rashes
1 OO O Diabetes
1 O OO Thyroid disorders
] ] Weight: [] wt.changes []appetite changes DBinge eating [ Anorexia L Bulimia
] 0 O Lung Disorders: Asthma ] Wheezing [ Coughing L] Pneumonia
Shortness of breath [] Chest pain or tightness

| [1 [ Gastrointestinal: Dlndigestioﬁseartburn []Gas/Bloating [ ] Irritable bowel

] Hepatitis [] Diarrhea pastic colon [ ]constipation  [] Ulcers

Jaundice change in bowel movements Ulcerative colitis/Crohn’s
Pancreatitis  [_] Bleeding from the bowels Brightred  [1Black
O O O Kidney/Bladder Problems: Leakage/incontinence [] urgency frequency
[] Stone [] Interstitial cystitis [linfections/UTI ] Burning Incomplete bladder emptying

J O O Bone, joint disorders: 1 Arthritis [ Fractures [1 Osteoporosis [JLoss of height
0 [ O Mental Changesl/liiness: [ ]Depression [JAnxiety [] Mood swings O Other
O O O Any other Medical condition:

PAST SURGICAL HISTORY
Surgeries you have had in the past (include outpatient surgery, dental surgery, tonsillectomy, etc.)

DATE TYPE COMPLICATIONS

SOCIAL HISTORY

Marital status: ___single ___married ___significant other ___ divorced ___ widowed

Who lives in your household? Do you have concerns about your safety?

Do you have a personal history of sexual, physical, or emotional abuse? If yes, by whom

Smoking History: O Never O Quit. How much currently? Are you ready to quit?

Recreational drugs: O None [0 Marijuana O cocaine [0 amphetamines [ heroin [ prescription narcotics [_]Other
Alcohol consumption: per day/week/month (circle one)

Exercise: How frequently? what type?

Do you wear seatbelts? Do you wear bicycle/ski helmets? O not applicable

Job description:
Personal problems you would like us to be aware of:




