GYNEGOLOGIQ INTAKE HISTORY

NAME: = : DATE: ) /

ADDRESS! ‘BIRTH DATE: / /

cmy: HOME TEL! { '
STATEZIP WORKTEL: ( ) i
EMPLOYER: ' INSURANCE:

NAMEOFISPOUSEIPARTNER REFFERREDBY: )

REVIEW OF SYSTEMS: PLEASE CHECK (\) APPROPRIATE BOXIF ANY OF THE FOLLOWING APPLY TO YOU NOW OR HAVE APPLIED IN THE PAST
Currantly Past Notes

[

1. Constitutlenal
Welght [oss
Welght gain
Fever

Faligue

2. Eyes
Double vision
Spots before eyes
Vision changes

3. EntMouth
Ear aches
Ringng in ears
Sinus problems
Sore throat -
Moulh sores
Dental problems __*

>
-
]
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-

4. Cardiovasctlar
Palnful breathlng
Chest pain '
Difficult breathing on exertion
Swelling of legs

. Palpitations of heart

5. Resplratory
Wheezing
Spitting up blood
Shortness of breath

Chronic cough

6. Gastrointestinal
Frequent diarrhea
Rlood stool
Nausea/vomiling
LConstipation

7. Genltourinary
Blood in utine
Pain with urination
Urgeney
Frequency of urination
Incomplete emptying
Stress Incontinence
Abnormal perlods

Painful inlercdurse

8. Musculoskeletal
Muscle weakness

8, Skin/Breast
Pain in breast
DIscharge
Masses
Rash

Ulcers
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REVIEW OF SYSTEMS (CONT INUED) PLEASE CHECK

() APPROFRIATE BOX IF ANY OF THE FOLLGWING APPLY 7O YOU NOW OR HAVE

APPLIED IN THE PAST
) —'c“rrnr:ﬂ! Past Notes
10. Neurological .
Dizzlness | (8]
Seizures Im) 8]
Numbness o o
Trauble walking . ] g
11.” Psychiatiic
Depression I ] a
Frequent crying x| [m]
12. Endocrine -
' Dry skin @l o
Abnormal thirst & a
Hot flashes O jm]
13. _ Hematologiciiymphatlc
" Frequent brtises [ [
Cuts that do not stop bieeding n o
Enlarged iymph nodss [m] =]
14.  Allergic/immunologle :
Allergles o o,
Drug aliergy o £
He 16T WergtiT:
Persona! Past History
MAJORILLNESSES Yes No ‘| MAJGRILLNESSES YES ND
Asthma (] jmi Cancer [} fu]
Pnaumonla O b Ulcers m] s
Chronic Lung Disease O a Depresslonfanxioty O a
Kidnay Infections/stones o o Anemia/Blood transfuslons @] a
Tuberculosis o ju| Seizures/convuisionsfepllepsy a a
Venereal Disease n] a| Bowel trouble o n]
Heart Trouble/munnur- o (m] Glaucoma ju | ]
Dlabetes 8] | Arthritis/jolnt paln pu] n]
High Blood Pressure . o o Fracture 8] -
Stroke, 0 o] Hepatlfis/YEllow jaundlce o 8]
' Rheumatic Fever - | O ‘Thyrold Disease jm] n]
Opmmuusmnsmmmus {DESCRIBE AEASCN FOR OPERATION/HDSPITALIZATION) _
Date Date
4
) /
lmumesm.messis gpscrumz TYPE OF INJURY/L1 NESS)
Date Date
LAST IMMUNIZATION OR TEST _
Data Date
Tetanus 'Pneumonla
Fiu Shot TB Skin Test
CR/GYN HISTORY
Numbar Number
Births Abortions
Miscattiages Living children
CURRENT MEDICATIONS {LIST BRUG NAME[S] AND DOSAGE[S])
Dosggefs ‘Dosage(s)
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FAMILY HISTORY: PLEASECHECK (\) YESIFA FANILY MEMBER WAS OR HAD ONE OF THESE lILLNESSES

Iness Yes No Famlly Member | lllness Yes No P :
NOD Niness Yes No Family-Memb
Diabetes a a Drinking Problem o - g e
Stioke ) (m) n 1 Breast Cancer a I
Heart Disease () a Colon Cancer i o
High'Blood Pressure ] a Ovarian Cancer jmj 0
SOCIAL HISTORY: PersoNar Hanits
: Yes No -
Smoking a ' Packs perday: Years: *
Alcohol O IO  Drinks perday: Drinks per weak:
Drug Use ] oy |
Seat Balt Use B |8
Regular Exercise O O
PERSONAL PROFILE
‘Marital Status: * Married O Single o Widowed O Diorced O
Number of Living Children
Numtbier of people in househeld
School Completed High School O 'College - 3 GraduateDegree O Other (]
Curant or most recent job
PERSONAL SAFETY Yes No
Has anyone close to you ever threatened fo hurt you? m] |
Has anyone ever hil, kicked, choked, or hurt you physically? [m] a
Has anyone, including your partner, ever forced you to have sex? ju O
Ara you ever afrald of your pattner? ] a]

| MEDICARE “HIGH RISK” CRITERIA. Pleasa check (¥) If you have ever been treatail for any of the following infectlons:

Vaginosis GenitalWaris O Chlamydia a
Tiichomanas EI Gonerthea a . - Syphilis 0
: . ‘ .{ Yes No
. Have you had a Pap smear in the Jast 7 years? O jm|
Have you gver had an abnonmal Pap smeartest? . O O Ifso;when?
Did you hegin sexual activity before you were 16 years-old? o a
Have you had more than 5 sexua! partners in your Irfehme? a O
Have you ever tested positive for the HIV virus? . [a] ju|
Did your mother !ake the drug DES when sha was pregnant wilh you? [w] =]
Completedby: ‘Pattent O OfficeNuse 1IOI. Physiclan O
Slgnature of patient:
Date reviewed by physiclan with patient:
Physlclan Signature:
Dale reviewed: Physiclan Signature:
Date reviewed: Physictan Signature:
Dato reviawed: Phjvslclan Signatqre:
Dale reviewed: Physiclan Signature:
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