
PATIENT HISTORY
	Name:
	
	Age:
	
	Date:
	

	SS#:
	
	Marital Status:
	
	DOB:
	

	Reason for Visit?
	
	
	Referred By:
	
	


Pharmacy: __________________________________________________ Pharmacy Phone #: ______________________________
When was the first day of your last menstrual period?

How many times have you been pregnant?

How many liveborn children have you had?

How many pregnancy losses have you had? (miscarriage, abortions, ectopic pregnancies)?

	
	
	
	
	
	

	Do you experience problems with:
	Yes
	
	No
	
	

	Pelvic or abdominal pain?
	
	
	
	
	

	Bleeding between periods?
	
	
	
	
	

	Abnormal vaginal discharge?
	
	
	
	
	

	Cramps with your periods?
	
	
	
	
	

	Hot flashes?
	
	
	
	
	

	Depression?
	
	
	
	
	

	Anxiety?
	
	
	
	
	

	Breast Symptoms?
	
	
	
	
	

	Urinary incontinence, burning or frequency?
	
	
	
	
	

	Blood in the urine?
	
	
	
	
	

	Have you ever had any abnormal Pap smears?
	
	
	
	
	

	Previous Mammogram? If yes, when?
	
	
	
	
	

	Previous Colonoscopy?
	
	
	
	
	

	Are you sexually active?
	
	
	
	
	

	Do you have plans to attempt pregnancy THIS year?
	
	
	
	
	

	History of Tubal ligation?
	
	
	
	
	

	Surgeries? If yes, please list them.
	
	
	
	
	

	Have you ever had any sexually transmitted diseases?
	
	
	
	
	

	Do you  smoke?
	
	
	
	How much?
	

	Do you drink alcohol?
	
	
	
	How much?
	

	Do you use marijuana, cocaine or other street drugs?
	
	
	
	How much?
	


What prescription or over-the-counter medications do you take on regular basis (including vitamins)?
Are you allergic to any medications?

What do you use for birth control?

Are there any problems or issues you would like to discuss?

