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WOMEN’S HEALTH

New Patient Obstetrics & Gynecology Form

Today’s Date:

Name: Date of Birth: Age:
Primary Care Physician: Phone #:
Pharmacy: Location:

Phone #:

Menstrual History:

First day of 1ast MENSIIUAI PEIIOQ. ........ooiuiiiiie ettt ettt b et b e et e ae e e teesaneeeaee s
Number of days from the start of one period to the start of the next.............coo days
Number of days that YOU DIEEA..........co it e st e ettt e e e tee e e anteeeeanbeeesnteeeesneeeensaeaeanseeaeane days
Describe the amount of menstrual flow (CIrCle ONE)..........ociiiiiiiiii e light / moderate / heavy / clots
Describe the amount of menstrual discomfort (CIrCle ONE).........coiiuiiiiiiiiie e none / mild / moderate / severe
Do you bleed in DEIWEEN YOUF PEHOGAS?........oiuiiiieiiiiie ettt ettt ettt e bt sae e nbe e naneeas Yes|:| NOD
DO you bleed after INTEICOUISE?........c. .ttt ettt et et e s te e sae e e b e s e e saeeeaneas Yes D No D
If you stopped menstruating, at what age did YOU STOP?.........oi s
Have you had bleeding or spotting since your period StOPPEA?.........cocuiiiiiiiiiriie e Yes D No D
Contraceptive and Sexual History:
Present birth control method:
Have you ever been sexually active (had iINTErCOUISE)?........ooiiiii i Yes|:| No|:|
Do you experience pain or discomfort with SeXual INtErCOUISE?.........uviiiiiiiiiiie e e Yes |:|No |:|
Gynecological History:
Have you been vaccinated for Human Papilloma Virus (HPV) - Gardasil............ccocoeiiiiiiiiiiiee e Yes[_INo[_]
[ o= To IS 41T PP URPURURRRPRN
(= TSI F=Ta T g aToTe | 2= 10 o PO TP T PP P PP U O PP PPPPP PPN
Last Bone Density (DEXA)
(ST O] [T g Tttt ] o) VAU OP PSPPI
Have you ever been on hormone therapy (estrogen / progesterone)? .........coceeiieeiieeiieenie et Yes|:| NOD
Any personal history of:
ADNOIMAI PAP SIMEAIS. ... ittt ettt ettt et e e e et e bt e e at e e eae e e s e e emee e be e e meeeameeeaneeenbeesmeeenneeanneennes
Sexually transmitted diseases
[ |Warts [_|Herpes [_]Chlamydia [ ]Gonorrhea [_|Vaginal infections[ ] Other:
FHDTOICS. .- Yesl_INo[]
ENAOMETIIOSIS. ...ttt et e e e e e e s b e e et e e e e e e e b e e e b e e nn e e e e e e e nireeree e Yes|:| No D
@RI v eeeee e eee e s e et eeee e e s Yes[ |No[ ]
UFIN@IY INCONTINENCE......eiiiiiiii ittt bt e et e e bbb e e e st et e e bt e e e s b e e e e s be e e e sab et e s b e e e aatns Yes|:| No D
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Obstetrical History: Please record the number of:

Pregnancies............. - Vaginal Births............. _ Ectopics...ccceoueruenne - Abortions...........
Living Children......... C-Sections................. Miscarriages...........

Medical History:

ANEMIB.....vveiieieieieieese s [] Mental [lINESS.......ccvevevererererereieinasn. [] Liver Disease / Hepatitis..............c.c........ []
High Blood Pressure............ccceee... ] DEPIESSION. ..o ] Gall Bladder Disease...........ccocuvcereureeennns ]
High Cholesterol...........cccccccnrueenac [] Blood clots in veins/lungs..............c.cc...... ]
Heart Disease Blood Transfusion..............ccccecrcurceneunnes ]
SHOKE. .1veveeieeereieeeeeseeeeeeae igrai Breast CanCer..........coocwureeerneeneeeeneenes ]
DIabEES. ... ] Urinary Tract Infection...................... ] COlON CANCET.....ouveeereeeeeeeiesiseeeeeneeene ]
COPD / Emphysema.........ccccocvenne [] LUPUS ..ot ] Utering CanCer. ..o ]
Asthma......cccooiiiiiiii, |:| ARhtiS...oo |:| Ovarian Cancer...........ccccecviininiieicine, |:|
SeIZUIeS. ..o |:| Back INjury........ccoooiiiiiiiece |:| Other Cancer, specify:

Thyroid problems...........ccccocceeieene |:| OSteoporosis........cccoceereereccieeeeen |:|
Other Medical Problems (list all):

Surgical History: Please list any operations, including the year, or your age when you had it:

[ ]Hysterectomy [] Vaginal ] Abdominal
[_]Ovaries removed [] Both [ Left [ Right
[ ]Others. List:

Personal History:

Occupation Marital Status
Do / Did you uSe tobacCo ProdUCTS?..........ccvereeveveieereieeeeeeeeeteteeeeteeeeseeeeeesssteee e Yes [ | No [ | How much?
Do / Did you drink alCoNOI?...........oooii e Yes |:| No |:| How many drinks per week?
Do / Did you use illicit/street drugs?..... Yes |:| No |:| Which drugs?
Have you ever been tested for HIV ... Yes D No D Year and result:
Have you ever been a victim of physical, verbal, emotional or sexual abuse?......... Yes D
Medications: Please list any medications you take, including over-the-counter medicines
MEDICINE DOSE HOW OFTEN MEDICINE DOSE HOW OFTEN
Please list any allergies to medications:
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Current Medical Concerns: Please check if you have had any of the following recently:

Low-T No
T To 1 e - U OSSOSO PP U ST OPPRPPRON O
FAEIGUE. ...ttt ettt e h e b a e h oo h e h e e a e e e Rt et e e eh et R et et et e ae e ean e e b e e beeeaneennee s O
Decreased sex drive O
Loss of muscle tone.......... O
P OO MUSCIE QAN bttt a et e a e ettt et e e e he e et e e et e e ehe e e bt e eab e e sas e e bt e eaneeseneeteesaneenns O
DECreased EXEICISE ENUUIANCE. ............cvceeeeeeeeeeeeeeeeeeeseeeseeeeseseeeeesesaes s ese s aee s ses s eeessesessesessssssasessssasnsseensssansssensesnaesssnsanees o O
Hypothyroidism Yes
DiffICUIY IOSING WEIGNE. ...ttt e e e ee e eeeeee et eseeeee s eeeeeeeeeeeee e e s e e e e eee e eeeee st ss s s seeeeeeeeseseeeeseeseeeenes O
Coarse dry skin

L F= L 01T PO OO PP OO PP O UPPOUPPP TR

MUSCIE CramPS @NA GCNES. ...ttt e e e e ettt e e oo e s b ettt e e e e e s bttt et e e e e aab b et e e e e e e sbas e e e e e e annnbeneaeeeaaan O
FEEING COI. ...ttt ettt ettt et et et et e et et e et et eas et e e et e e et e et ese et ese et ese et ese et ese et esseeessetens et ene et e s ete et ese et ese et esseseseatereaeenis O
AGIENAI TALIGUE. .......eueeeieeieeeeee ettt ettt ettt ettt et et e st e aeeae e st e aeeae e s e eaeebeeseeseeaeeseese s et et et ensensensensensenseneesseneeneeneeaeareereare e O

Ia TSt Ty 4T = OO OO OSSOSO USSR O

Day time eXhaustion = LACK Of BNEIGY....c..uiiiiiiiie ittt et e e e bt e e s bt e e e sabe e e e sateeeenseeeeanteeeaanseeeaanseeesnseeennneeeenn O
ANXIELY = ANGET = FIUSIIATION. ...ttt e e e ettt e e ettt e e s sttt e e see e e e bt e e e anbeeesanbeeeeanbeeeenseeeennseaeanreeaean O
Unexplained weight gain N0 Matter What YOU TrY........ooieiiiiii et e s e e e e e e e s aaaees O

Reliance on stimulants to Function
Leaky Gut

(0] g TgeTa 1ol B F=Tg s T=Y - SO PRRRSOPPPPPPRRRPIN
(07070110 =1 1T o PSR RRRPPRR
[0 7= 1] o PO PPPPPRONE
SKIN TASNES. ... .ttt ettt e e e ettt e e e e e e e st aeeeeeeeaeaaeaeeeeeeeaastseeeee e e e asaeeeaeeaaaabreeeeeeeeaaabeeeeeeeannraaaaeeaaanrreeaans

LN g (a3 e g ToT 1 e Y- 11 o PSP R U PPRSTRR
(O 1V T o I (o] =10 o = SO U SRR OUPROPRRPRPIN
FOOA SENSITIVITIES. ...ttt h e bt e e bt e bt e et e e e st e b et ea bt e ehe e e be e et e e nan e e bt e eas e e be e e nteesereeaae s
[ (=T Lo o Ted 1= PRSP P OO RO PRPPPOPI

OO0O0O0O0O0O0O0O00O &8 OOOOOOOOOOO &

Obesity

INCIEASEA SWEANING. ... .ttt h e e e e s et e e s e e e ae e e s e e e aee e ese e e b e e e e e e s me e e me e saneesseeeneeseneanneesaneenns
Snoring
Low confidence and low self esteem
LRL=T=] T aTo R (1Yo TSRO PURTPRRRTRT
2T Lol 1= 1q o I T ] gL o F=1 (o SO TP PP P OUPPPTRPPPPPTIN

O0000 &

How did you hear about us?

Is there any other information you feel we should have?

Patient Signature Date Provider Signature Date
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Prenatal Genetic Screening (FOR PREGNANT PATIENT ONLY)

Note: Fill out only if you are pregnant or planning to be pregnant in the near future.

Have you or the baby’s father or anyone in your families ever had any of the following:

|:| Down Syndrome? If yes, who?

[] Other Chromosomal abnormality? If yes, specify.

(] Neural tube defect (spina bifida, anencephaly)? If yes, who?

|:| Hemophilia or other coagulation abnormality? If yes, who?

|:| Muscular Dystrophy? If yes, who?

] Cystic Fibrosis? If yes, who?

If you or the baby’s biological father are of Jewish ancestry, have either of you been screened for Tay-Sachs disease?

Yes |:| No|:|

If you or the baby’s biological father are of African ancestry, have either of you been screened for Sickle cell trait?

Yes |:| No|:|

If you or the baby’s biological father are of Italian, Greek, or Mediterranean background, have either of you been tested for B-thalassemia?

Yes |:| No|:|

If you or the baby’s biological father are of Philippine or Southeast Asian ancestry, have either of you been tested for A-thalassemia?

Yes |:| No|:|
None [_]

Patient Signature Date Time
Physician Signature Date Time
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