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m Care Clinics

The care you need, when you need it




New Gynecology Patient Health Summary
Patient Name_____________________________________ Date__________
Date of Birth__________________ Age ________
Are You Having any of the Following problems today?

	Yes
	No
	
	
	Yes
	No
	

	
	
	More than 20 pound weight change in 3 months
	
	
	
	Abnormal bleeding

	
	
	Unintentional loss of urine
	
	
	
	Surgery in last month (If yes what)

	
	
	Pelvic Pain
	
	
	
	Thoughts of suicide or hurting yourself

	
	
	Significant trouble breathing
	
	
	
	Private matters you want to discuss with MD only


	Personal Profile

	Sexual orientation: □  Heterosexual       □ Homosexual      □Bisexual

	Marital Status: □ Married    □ Living with Partner  □ Single   □ Widowed  □ Divorced

	Number of living Children:

	Number of people in your house:

	School completed: □ No school    □ Elementary  □ Secondary School  □ University  □ Graduate/Professional

	Current or Most recent Job:

	Travel outside the USA:   ___yes ___No    Locations:

	

	Referred by: 

	Why have you come to the office today?

	Is this a new problem?

	Please describe your problem, including, where it is, how severe it is, how long it has lasted:

	

	


Tell us about your past Medical Illnesses (Prior to today's visit)?
	Yes 
	No 
	
	When
	
	Yes 
	No
	
	When

	
	
	Cardiac Arrhythmia 
	
	
	
	
	Anemia/Low blood
	

	
	
	Asthma 
	
	
	
	
	Lung Cancer
	

	
	
	Breast Cancer 
	
	
	
	
	Heart attack
	

	
	
	Carotid Artery Stenosis 
	
	
	
	
	Osteoarthritis
	

	
	
	Cardiac Arrhythmia 
	
	
	
	
	Osteoporosis
	

	
	
	CVA/Stroke 
	
	
	
	
	Stomach Ulcers
	

	
	
	Gall Stones 
	
	
	
	
	Skin Cancer
	

	
	
	Colon cancer 
	
	
	
	
	Anxiety
	

	
	
	Emphysema/ Chronic Bronchitis
	
	
	
	
	Depression
	

	
	
	Diabetes Type 1 or 2 or High Blood Sugar
	
	
	
	
	Blood Transfusion
	

	
	
	Broken Bones/Fractures 
	
	
	
	
	Hypothyroid too low
	

	
	
	Chronic Reflux GERD 
	
	
	
	
	Hyperthyroidism too high
	

	
	
	Headaches, Migraines 
	
	
	
	
	Urinary Tract Infections
	

	
	
	Headaches, Tension 
	
	
	
	
	Other Cancer
	

	
	
	Elevated Cholesterol 
	
	
	
	
	Infertility
	

	
	
	High Blood Pressure/ Hypertension
	
	
	
	
	Other Illness:
	

	
	
	Urinary Incontinence Loss of
	
	
	
	
	
	


Tell Us about your OB-History?
Number of Pregnancies_____ # Vaginal Deliveries____ # C Sections___ Number of Miscarriages____ Abortions ___
	Enter Your pregnancy details as much as you remember

	When
	Weight
	Where
	Notes ( Complications)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Last Menstrual Period ________ ___ Age of First Period______ Number of days of bleeding__________
Any recent changes or problems with your cycle?______________________________________________________________ _____________________________
What are you Doing for Birth Control and STD Protection?_______________________________________________________

Have you ever used any form of birth control other than abstinence?____________________________________________ 

Have you ever had sex? ___yes   ___No       Are you currently sexually active? (Vaginal, Oral, Anal)__________________

Number of Lifetime Sexual partners?

Sexual Partners are: ___Men  ___Women  ___Both 
Any history of STDs? __yes __no If Yes What?_____________________________________ 

If you are menopausal, how old where you when you went through?____ 

When was last PAP Smear?__________ Have you ever had an abnormal PAP?__yes ___no 

If "yes" when was the abnormal PAP?_______________________________________________ 

What was the abnormality?_______________________________________________________ 

What Treatments did you have?________________________________________ ___________ 

Do you do Breast Self-examinations?
When was your last Mammogram?_____________ Where?____________________ 

Have you ever had an Abnormal Mammogram? __yes __no 

If "Yes," When and what was done?________________________________ 

Last Colonoscopy?

Result:___________________________________________________________________

Last Bone Scan? 
Result:_________________________________________________________________
Any past Surgeries You Have Had?
	Yes
	No
	Surgery
	Date
		Yes 
	No
	Surgery
	Date
	
			Appendectomy

					Hysterectomy

		
			Joint Scope Surgery

					Tubal Ligation 

		
			Biopsy of:

					Tonsils Removed

		
			Open Heart Surgery

					Laparoscopy for pain

		
			Neck Artery Surgery

					Bladder tack surgery
		
			Gallbladder
					Other Bladder Surgery
		
			C Section
					Breast Surgery
		
			D and C
					Vaginal Surgery
		
			Broken Bone repair
					Surgery to fix loss of Urine
		
			Joint Replacement
					Other:
		
			Back Disk Surgery
							

	


	Tell us about your Family History?
□   Noncontributory  □ No interval change since:      /      /      /

	Mother: □ Living  □Deceased-Cause:                                Age:       Father: □ Living    □Deceased-Cause:                                   Age:

	Siblings: Number Living:         Number Deceased:              Cause(s)/Ages(s):

	Children: Number Living:         Number Deceased:              Cause(s)/Ages(s):

	Yes

No

Disease

Who

Yes 

No

Disease

Who

Heart attack

Osteoporosis

High Blood Pressure

Blood clots

Asthma

Bleeding problems 

Diabetes

Depression

Breast Cancer

Stroke

Ovarian cancer

Birth Defects

Colon Cancer

Infant surgery

Kidney disease

Infant death

High Cholesterol

Alcoholism

Other

Other:




Any other health Issues? 
Tell us about your Social History?
	Yes

	No

		Yes 

	No

		Notes


			Tobacco use

			Folic Acid Intake


			Alcohol Use

			Calcium Intake


			Illegal/Street Drug use

			Caffeine Intake

			Misuse of Prescription Drugs

			Advance Directive (Living Will/Power of Attorney

			Violence (Intimate partner Violence, Elder/Child Abuse

			Organ Donation

			Sexual Abuse

			Veteran Status

			Health Hazards at Home/Work

			
			Safe Driving Practices

			
			Regular Exercise

			
			Dairy Product

			

	

	


Other Doctors You See

	Specialty 
	Name
	City and Telephone Number

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Current Medications: Pharmacy of Choice/Location__________________________Phone_____________________
	Drug 
	Dosage
	Drug 
	Dosage
	Drug
	Dosage

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


  Any Drug Allergies?

	Drug 
	Reaction
	
	Drug
	Reaction

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


