GYN MEDICAL HISTORY

Al oF the inFormation requested below is striCtly Confidentiaj and will assist your provider i being thorough with your Care. If You are
uncamfortable with disclosing ahy of the information asked before you see your provider, feel free to walt untf theh. “Thank you.

Name:

Dateof Bireh: ___f f
Family Heatth History

Piease mark If anyone in Your immediate family or your
Grandparents have had any of the followihg:

() High bjood pressure {1 Canhcer
( } Heart disease ( 1 Blood clotfstroke
{ )} DepressionfHamiery

{1 Diabetes
{ } Thyroid problems :

{} Other

Your Past Medical History

When was your last pap:
Have you ever had an abnormal pap?  Yes No
Current method of birch Coptrof:
Have you ever had any problems with any-forim of bireh
Control? Yes No
I yes, please list type of birth control and
Problems you had:

Age which period First begam:

First day of last menstruat peviod: ___f [

Is your period regular? Yes - _NoO Absent

CyCle length (How often periods Come):

Pain with period. None  Mild  Moderate GSevere
Hou long do they [ast? :

Ceverity of fFlow: Light M™Mild Moderate Heavy

Please list any surgery and the date it was dohe:

Are you sexually activer _

Currently Previously Never - -
How many sexual parthers ave you had ih your -
Lifetime? In the past Year?

Do you have ahy historyor an §TD? Yes  No
IF ves, please list:

Medicat condidons you have ever been diaghosed with:

{1 Gtroke/blood clot
{1 High blobd pressure
{ } Heart disease

() Diabetes

() I¥igraines

() Cancer

{ } Thyroid problems

{ LDepression/Ankiety

{1 Qther

Do you Wear Your seatbelt? Yes NO
Have you ever had proplems with any form of abuse?

Yes No

Do you smoke? Yes No
IF Yes, hou many Clgarettes/packs per day?

Do you use Alcohal? Yes (No

De you use any other drug? Yes No
I ves, what drug was used and when was it asc used?

Who Currently lives gt home with you?,

What is Your occupation?.

Number of pregnancles dncluding mlscarriages apd
abortions): L

How manhy (f any) were born preterm? _

Houw many miscarriages/abortions have you had?
How many children are currently living?

Please list the Year gach Chitd was born, how much
hefshe weighed, gender, whether It was a c-Section or
vaginal deilvery, and where each one was borh:

“Year: Whe: : Gender: ____

Delivery type: . Piace:

Year: e Gender:
Delivery type: _ Place:

Year: We (ender:
Delivery type: ‘Prace:

Year: W Gender: _
Dellvery type: Place:

Year: we Gender:
Delivery type: Place:

Year: Wt Gender:
Dellvery type: Place:

Did you have any problems twith any OF your
pregnancies? Yes No
If ves, please list:

iviedications belng taken reguiariy:

Medication Aliergles:




