NAME:
DOB

PAST MEDICAL HISTORY

Major Illness
Yes (date)
Major Illness
Yes (date)

Anemia

Glaucoma


Arthritis

Headaches (migraines)   
( ) w/aura    ( ) w/out aura

Asthma

Heart Disease


Back Problems

Hepatits/Yellow Jaundice


Blood Clots in Lungs or Legs

Liver Disease


Blood Transfusions

High Blood Pressure


Irritable Bowel Syndrome

High Cholesterol


Broken Bones

HIV/Aids


Cancer

Kidney Infections/Stones


Colitis

Kidney Disease/Kidney Problems


Chickenpox

Pneumonia/Lung Disease


Collagen Vascular Disease (Lupus)

Reflux/Hiatal Hernia/Ulcers


Depression or Anxiety (circle)

Rheumatic Fever


Diabetes

Seizures/Convulsions/Epilepsy


Eating Disorders

Stroke


Gallbladder Disease

Thyroid Disease


Other

Tuberculosis


GYN History

Problem
Yes
No
Problem
Yes
No

Abnormal hair growth


Infertility



Abnormal bleeding


Ovarian Cyst



Abnormal Pap Smear/Dysplasia


Osteoporosis



Breast Problems


Sexual Problems



Recurrent Urinary Tract Infections


Sexually Transmitted Disease



DES exposure


Uterine Abnormality



Endometriosis


Urinary Leakage



Fibroid Uterus


Lichen Sclerosis



Sexually Active/# of partners in last yr. _____




Bartholins Cyst/Abscess



GYN Surgeries

Surgery
Yes
No
Date/Comments

Abdominal Surgery




C-Sec




Dilation & Curettage (D&C)




Hysterectomy  ( ) Vaginal   ( ) Abd. ( ) LAVH




Hysteroscopy




Laparoscopy




Vaginal Surgery




Urinary Incontinence Surgery/Sling




Other Operations/Hospitalizations

Date
Diagnosis
Procedure
Findings
















