FOR OFFICE USE ONLY
[0  NEW PATIENT
[0  ESTABLISHED PATIENT

O  consuLTATION

PATIENT INTAKE HISTORY

PATIENT NAME: BIRTH DATE: / / DATE: |/
ADDRESS:

CITY: STATE/ZIP:

JHOME TELEPHONE: ( ) WORK TELEPHONE: ( )

IEMPLOYER: INSURANCE CO: POLICY NO:

INAME YOU WOULD LIKE TO USE:

PRIMARY LANGUAGE:

INAME OF SPOUSE/PARTNER:

EMERGENCY CONTACT:

INAME OF SPOUSE/PARTNER:

RELATIONSHIP:

HOME TELEPHONE: ( )

WORK TELEPHONE: ( )

JREFERED BY:

WHY HAVE YOU COME TO THE OFFICE TODAY?

IS THIS IS A NEW PROBLEM?

JPLEASE DESCRIBE YOUR PROBLEM, INCLUDING WHERE IT IS, HOW SEVERE IT IS, AND HOW LONG IT HAS LASTED:

If you are uncomfortable answering any questions, leave them blank; you can discuss them with your doctor or nurse.

GYNECOLOGICAL HISTORY

PHYSICIAN'S NOTES

JLAST NORMAL MENSTRUAL PERIOD (FIRST DAY):

JAGE PERIODS BEGAN:

JLENGTH OF PERIODS (NUMBER OF DAYS OF BLEEDING):

INUMBER OF DAYS BETWEEN PERIODS:

JANY RECENT CHANGES IN PERIODS?

JARE YOU CURRENTLY SEXUALLY ACTIVE?

JHAVE YOU EVER HAD A STD?

INUMBER OF SEXUAL PARTNERS (LIFETIME):

IPRESENT METHOD OF BIRTH CONTROL:

IHAVE YOU EVER USED AN IUD OR BIRTH CONTROL PILLS?

IIF YES, FOR HOW LONG?

IWHEN WAS YOUR LAST PAP TEST?

I\/\/HAT WAS THE RESULT?

IHAVE YOU EVER HAD AN ABNORMAL PAP TEST?

IDO YOU DO BREAST SELF-EXAMINATIONS?

IHAVE YOU BEEN EXPOSED TO DIETHYLSTILBESTROL (DES)?




PATIENT INTAKE HISTORY (PAGE 2)

PATIENT NAME: BIRTH DATE: / / DATE: / /
OBSTETRIC HISTORY

| NO. NO. NO.
[PrEGNANCIES ABORTIONS MISCARRIAGES
|prEMATURE BIRTHS (<37 WKs) LIVE BIRTHS LIVING CHILDREN
NO. BIRTH DATE WEIGHT AT BIRTH BABY'S SEX WEEKS PREGNANT TYPE OF DELIVERY (VAGINAL, CESEREAN) PHYSICIAN'S NOTES
1
2
3
4

ANY PREGNANCY COMPLICATIONS?

C pIABETES ] HYPERTENSION/HIGH BLOOD PRESSURE L1 PREECLAMPSIATTOXEMIA L1 oTHER
ANY HISTORY OF DEPRESSION BEFORE OR AFTER PREGNANCY? COno [ YES, HOW TREATED

CURRENT MEDICATIONS

(Including hormones, vitamins, herbs, nonprescription medications)

DRUG NAME DOSAGE WHO PRESCRIBED DRUG NAME DOSAGE WHO PRESCRIBED

FAMILY HISTORY

IMOTHER: O uwvine [0 DECEASED-CAUSE AGE | FATHER: [1 vLiviNng[] DECEASED-CAUSE AGE:
SIBLINGS: NUMBER LIVING: NUMBER DECEASED: CAUSE(S)/ AGE(S):

JCHILDREN: NUMBER LIVING: NUMBER DECEASED: CAUSE(S)/ AGE(S):

IILLNESS WHICH RELATIVE(S) AND AGE OF ONSET PHYSICIAN'S NOTES

IDIABETES
STROKE

JHEART DISEASE

IBLOOD CLOTS IN LUNGS OR LEGS

IHIGH BLOOD PRESSURE

IHIGH CHOLESTEROL

IOSTEOPOROSIS (WEAK BONES)

IHEPATITIS

IHIV/ AIDS

TUBERCULOSIS

JBIRTH DEFECTS

JALCOHOL OR DRUG PROBLEMS

J|BREAST CANCER

ICOLON CANCER

IOVARIAN CANCER

IUTERINE CANCER

IMENTAL ILLNESS/ DEPRESSION

JALZHEIMER'S DESEASE

O|O|0|0(o|o|o(o|o|ojg|jo|ojo|o|olo|o|o|z

lotHER




PATIENT INTAKE HISTORY (PAGE 3)

PATIENT NAME: BIRTH DATE: / / DATE: / /
SOCIAL HISTORY

YES PHYSICIAN'S NOTES

JEVER SMOKED? CURRENT SMOKING: PACKS PER DAY: YEARS:
ALCOHOL:DRINKS/DAY: DRINKS/WEEK: TYPE OF DRINK:

JDRUG USE

SEAT BELT USE

JREGULAR EXERCISE: HOW LONG AND HOW OFTEN?

IDAIRY PRODUCT INTAKE AND/OR CALCIUM: DAILY INTAKE?

IHEALTH HAZARDS AT WORK OR HOME?

IHAVE YOU BEEN SEXUALLY ABUSED/THREATENED/HURT BY ANYONE?
IDO YOU HAVE AN ADVANCE DIRECTIVE (LIVING WILL)?

IARE YOU AN ORGAN DONOR?

(] ] ) ]
(] ] o )

PERSONAL PROFILE

IMARITAL sTATUS: [IMARRIED [ LIVING WiTH PARTNER [ sINGLE [] wipowep [ bivorceD

INUMBER OF LIVING CHILDREN:

INUMBER OF PEOPLE IN THE HOUSEHOLD:

SCHOOL COMPLETED: [JHIGH SCHOOL [] SOME COLLEGE/ AA DEGREE [1cOLLEGE [] GRADUATE DEGREE [] OTHER
JCURRENT OR MOST RECENT JOB:

TRAVEL OUTSIDE THE UNITED STATES? |LOCATION(S)?

PERSONAL PAST HISTORY OF ILLNESSES

IMAJOR ILLNESSES YES NO NOT SURE PHYSICIAN'S NOTES
JASTHMA

JPNEUMONIA/LUNG DISEASE
IKIDNEY INFECTIONS/ STONES
TUBERCULOSIS

JFIBROIDS

STD/ CHLAMYDIA
IINFERTILITY

IHIV/ AIDS

IHEART ATTACK/ DISEASE
IDIABETES

IHIGH BLOOD PRESSURE

STROKE
JRHEUMATIC FEVER

IBLOOD CLOTS IN LUNGS OR LEGS
IEATING DISORDERS

JAUTOIMMUNE DISEASE (LUPUS)
JCHICKENPOX

fcancer
REFLUX/ HIATAL HERNIA/ (LUPUS)

IDEPRESSION/ ANXIETY
JANEMIA

BLOOD TRANSFUSIONS
ISEIZURES/ CONVULSIONS/ EPILEPSY

|BOWEL PROBLEMS
IGLAUCOMA

kcataracTs
ARTHRITIS/JOINT PAIN/BACK PROBLEM

JBROKEN BONES
IHEPATITIS/YELLOW JAUNDICE/LIVER DIS.

ITHYROID DISEASE
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