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Gynecologic Intake History

DATE: REFERRED BY:

NAME: REASON FOR VISIT:

Review of Systems/ Past Medical History
Please mark (x) if any of the following apply to you now or in the past.

Constitutional Currently Past
Weight Loss
Weight Gain
Fever
Fatigue

Eyes

Double Vision
Glaucoma

Spots before eyes
Vision Changes

Cardiovascular
Painful breathing
Chest pain
Swelling of legs
Irregular heartbeat
Heart Attack
Stroke

Heart Murmur
Hight Blood Pressure
Heart Disease
High cholesterol

Respiratory
Asthma

Wheezing

Chronic cough
Shortness of breath

Gastrointestinal
Diarrhea, frequent

Bood in bowel movement
Nausea/vomiting, frequent
Hepatitis

Liver Disease

Bowel Disease
Constipation, frequent
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Genitourinary

Blood in urine

Pain with urination

Urgency to urniate

Frequency of urination
Incomplete emptying

Stress Incontinence

Abnormal periods

Painful intercourse

Uterine Cancer

Endometrial Cancer

Ovarian Cancer

Kidney Disease

Frequent Urinary Tract Infections
History of sexually transmitted disease(s) (STD’s)

Skin/Breast

Pain in breast
Discharge from breast
Masses or lumps
Rash

Ulcers

Musculoskeletal
Osteoporosis
Osteopenia

Joint pain

Joint replacement
Orthopedic surgery

Neurological
Dizziness
Seizures
Numbness
Migraines
Headaches

Psychiatric

Depression

Crying, frequent/ Excessive tearfulness
Moodiness, excessive

Endocrine
Dry skin
Abnormal thirst
Anemia
Diabetes

Currently

Past
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Thyroid Disorder
Hot flashes

Henatologic/ Lymphatic:
Bruises, easily or frequent
Cuts do not stop bleeding
Enlarged lymph nodes
Blood clotting disorder
HIV/AIDS

Allergic/ Inmunologic:
Do you have any allergies to any drugs/medication Yes No
List any medications you are allergic to, and the type of reaction i.e. itching, rash, etc.

Do you have any food allergies Yes No
List any food allergies and the type of reaction, i.e. itching, rash, etc.

What surgeries have you had in the past?
Surgery Year

Please list any times that you have been hospitalized:
Reason for hospitalization Year
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Please list any immunizations you have received and the year received.
Immunization Year
Tetanus

Influenza

Pneumonia

Tuberculosis (TB)

Gardasil (Cervical Cancer/HPV vaccince)

Other:

Other:

OBGYN History
How many time have you been pregnant in your lifetime?

How many living children do you have?

Have you had any miscarriages? Yes/ No If yes, how many?

Have you had any abortions? Yes/ No If yes, how many?

Have you ever had an ectopic pregnancy? Yes/ No

What is your current method of contraception?

Pill Ring Shot IUD

Condom Abstinence Patch Other

Vasectomy Tubal Hysterectomy
What other methods of contraception have you used?

Pill Ring Shot IUD

Condom Abstinence Patch Other

Vasectomy Tubal Hysterectomy

How old were you when you had your first period?

What was the first day of your last period?

How often do you have periods?

How long do your periods last? (how many days?)

Are your periods painful? Yes/ No

What medications do you currently take?
Drug Name Dosage
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Do you smoke? Yes No
Packs per day

Do you drink alcohol? Yes No
How much?
How often?
Do you use drugs of any kind? Yes No
List:
Family History:
lliness Relation to you
Diabetes
Stroke

Heart Disease

High Blood Pressure

Breast Cancer

Ovarian Cancer

Uterine Cancer

Cervical Cancer

Colon Cancer

Signature of Patient:

Date:

Reviewed by/ date of review:




