Date: GYNECOLOGIC INTAKE HISTORY Patient:
DOB:

REVIEW OF SYSTEMS: Please check any diamonds that apply to you now or have applied in the past.

Currently Past Currently Past
Constitutional Vulva pain 0 0
Weight loss 0 0 Fibroid tumors 0 0
Weight gain 0 0 Ovarian cysts 0 0
Fever 0 0 8. Musculoskeletal
Fatigue 0 0 Muscle weakness 0 0
Eyes Joint pain 0 0
Spots before eyes 0 0 9. Skin/breast
Vision changes 0 0 Pain in breast 0 0
Ears/nose/throat/mouth Nipple discharge 0 0
Ear aches 0 0 Masses 0 0
Ringing in ears 0 0 Rash 0 0
Sinus problems 0 0 Ulcers/Herpes 0 0
Sore throat 0 0 Genital warts 0 0
Mouth sores 0 0 10. Neurological
Dental problems 0 0 Dizziness 0 0
Cardiovascular Seizures 0 0
Painful breathing 0 0 Numbness 0 0
Chest pain 0 0 Frequent Headaches/Migraines 0 0
Difficult breathing on exertion 0 0 11. Psychiatric
Swelling of legs 0 0 Depression 0 0
Palpitations of heart 0 0 Frequent crying 0 0
Respiratory Insomnia 0 0
Wheezing 0 0 Suicide attempt(s) 0 0
Spitting up blood 0 0 12. Endocrine
Shortness of breath 0 0 Dry skin 0 0
Chronic cough 0 0 Abnormal thirst 0 0
Gastrointestinal Hot flashes 0 0
Frequent diarrhea 0 0 13. Hematologic/lymphatic
Blood in stool 0 0 Blood clots 0 0
Nausea/vomiting 0 0 Frequent bruises 0 0
Constipation 0 0 Enlarged lymph nodes 0 0
Genitourinary 14. Allergic/Immunologic
Blood in urine 0 0 Food allergies 0 0
Pain with urination 0 0 Drug allergies 0 0
Urgency 0 0 Other allergies:
Frequency of urination 0 0 15. Other Menstrual Concerns:
Incomplete emptying 0 0
Uncontrolled loss of urine 0 0
Irregular menses 0 0
Heavy menses 0 0
Painful periods 0 0
Painful sexual intercourse 0 0 ?;\:"?;82’)2262@:;2'0@’ LLP
Vaginal dryness 0 0



Personal History
Gender: M/F

# of vaginal/cesarean delivery:

# of living children:

# of miscarriage/abortion/ectopic:

Prior surgery:
Hysterectomy (total or subtotal)
Ovary
Other:

Major llinesses
Asthma

Eating Disorder

High Cholesterol

Kidney infections

Kidney stones
Premenstrual Symptoms
Heart problems/murmur
Diabetes

High blood pressure
Stroke

Rheumatic fever

Cancer

Ulcers
Depression/anxiety
Anemia

Blood transfusions
Seizures/convulsions

Arthritis
Fracture

Hepatitis/jaundice
Thyroid disease
Immunizations:
Tetanus
Flu shot
Pneumovax
HPV
TB skin test
Hepatitis A/B

Downtown Gynecology, LLP
Tel: (503) 222-7333

# of Pregnancy:

Yes
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Patient: DOB:

Family History Family Member:
Diabetes

Heart disease

High blood pressure

Drinking/drug problem
Breast cancer
Cancer: Type:

Mental lliness
Blood Clots
Osteoporosis

Social History

Tobacco Yes/No/Past Packs/day:
Alcohol  Yes/No/Past Drinks per wk:
Drug use Yes/No/Past

Seat beltuse  Yes/No

Regular exercise: __ hours per week
Diet:

Sleep hours per night/day
Current Medications:

Occupation:

Partnered Yes/No

Married Yes/No

Sexual preference: M/F/Bi

# Partners in the last year:

Unprotected sexual behavior: Yes/No/Past
Last Pap smear:

Abnormal pap smears: Yes/No Date:
Mammogram: Yes/No Date
Colonoscopy: Yes/No Date

Bone DEXA: Yes/No Date

History of physical/sexual abuse: Yes/No

Adult Minimum weight:
Non Pregnant Adult Maximum weight:

Is there anything that you think we should
know that we did not ask you?

Signature of patient:
Date reviewed by physician with patient:
Signature of Physician:

Annual Review of History:

Date reviewed: Sig:
Date reviewed: Sig
Date reviewed: Sig:

Date reviewed: Sig:




