 (
If you are 50 years old, or older …
Have you had a colonoscopy to check for colon cancer?

 
No
     

 
Yes
Have you been evaluated for osteoporosis?
 

 
No
     

 
Yes
Have you had your cholesterol checked?
 

 
No
     

 
Yes
) (
If you delivered a baby in the last 2 months, please continue…
Date baby delivered _______________________  Weight at birth ____________
_________

 
Vaginal 
  

 
Forceps 
  

 
Vacuum 
  

 
C-section – Reason for c-section
 _________________
Sex of baby 
 

 
Male 
  

 
Female

 
Breastfeeding 
  

 
Bottle feeding 
   

 
Both
Any complications
 
with your pregnancy?
 

 
No
     

 
Yes
Explain _______________________________________________________________
Did you have gestational diabetes?
 

 
No
     

 
Yes
Have you had a period since delivery?
 

 
No
     

 
Yes
Have you had intercourse since delivery?
 

 
No
     

 
Yes
Do you need birth control?

 
No
     

 
Yes
) (
GYN History
Age you first started period:  ___ years old
How often do you get your period?  Every ____ days, Lasts for __ days
On heaviest day you soak a regular pad/tampon in ___ hour(s).
Do you have painful periods?

 
No
     

 
Yes
Do you leak urine or stool at any time?

 
No
     

 
Yes
Have you ever had an abnormal pap?
 

 
No
     

 
Yes
Date/Treatment _____________________________
Are you sexually active?
 

 
No
     

 
Yes
Do you have pain or other problems during sex?
 

 
No
     

 
Yes
Are you using birth control?
 

 
No
     

 
Yes
Method: ___________________________________
Have you ever had a sexually transmitted infection?
 

 
No
     

 
Yes
Date/Treatment _____________________________
Have you ever been abused emotionally/physically/sexually?
 

 
No
     

 
Yes
Do you feel safe?

 
No
     

 
Yes
Family History
How is the general health of your:
Mother  
 

  
Good  

  
Other _________________________________________________
__
Father 
    

  
Good 
 

  
Other ______________________________________________
_____
Siblings 
  

  
Good 
 

  
Other ________________________________________________
___
Social History
Are you 
  

 
Single 
  

 
Married  
             
Spouse De
p
loyed?
                      

 
No
     

 
Yes
What is your occupation?
 

 
No
     

 
Yes
Do you use tobacco (smoke, chew)?

 
No
     

 
Yes
Are your immunizations up to date?
 

 
No
     

 
Yes
Do you use alcohol?
 

 
No
     

 
Yes
Do you use recreational drugs?
 

 
No
     

 
Yes
Do you eat a nutritional, balanced diet?
 

 
No
     

 
Yes
Do you exercise regularly?

 
No
     

 
Yes
Do you wear your seat belt every time you ride in a car?
 

 
No
     

 
Yes
) (
Surgical
 History
Have you ever had surgery?   

 No     

 
Yes
Date/Type
:
 _________________________
___________________________
_______
______
____________________________
) (
Medical History
(High blood pressure, diabetes, asthma, etc.?)
Please List:
 _________________________
___________________________
_______
______
____________________________
) (
Date:
Name:
Age:
Date/Results of Last Pap:
Date of Last Mammogram:
BP:
P:
T:
WT:
HT:
Pain:
G:                   P:
Vaginal
:
 
C-sections
:
LMP:
Drug Allergies:
Latex Allergy (Y/N)
Current Medications:
)
