gynecologic intake history

	NAME:___________________________________________


	BIRTH DATE:____/____/_____
	DATE:____/____/____


review of systems:    

	1. Constitutional
no    yes
 
Weight loss
(
 (




Weight gain
(
 (



Fever
(
 (



Fatigue
(
 (



	2. skin

  no   yes        




acne

   (
   (

hair loss                        (
   (

excessive hair growth (
   (

                                                         other problems

   (
   (
                                                         

	3. Eyes/nose/troat
Vision problems 
(
 (                                    Other

(
 (

	4. Psychiatric
Depression

   (
    (




Anxiety

   (
    (




	5.  breast
 






 
Pain in breast

(
 (




Nipple discharge
(
 (



Breast lump

(
 (



	6. Neurological
Headaches

   (
    (




Seizures

   (
    (
                                                        Dizziness

   (      (



	7. Cardiovascular
Chest pain

(
 (



Palpitations         
(
 (



	8. Endocrine
Always feeling cold
   (
   (




Abnormal thirst

   (
   (



Hot flashes

   (
   (


	9. Respiratory
Wheezing

(
 (



Shortness of breath
(
 (



	10. Hematological/Lymphatic
Bruises, frequent
   (
   (



Enlarged lymph 
nodes

   (
   (




	11. Gastrointestinal
Diarrhea

(
 (



Bloody stool

(
 (



Nausea/vomiting
(
 (



Constipation

(
 (



Heartburn                   (
 (
	12. Urinary
Blood in urine

   (
   (



Pain with urination
   (
   (



Urgency to urinate
   (
   (



Frequency 

   (
   (


Loss of urine

   (
   (


	13. Genital
Abnormal periods
(
 (



Vaginal discharge
(
 (



Pelvic pain

(
 (
	ALLERGIES:
NONE: (
if YES: please list them and describe details                         Allergy to medications:   _________________________________





Other:              _________________________________







PERSONAL MEDICAL HISTORY: Please check accordingly:
	
	
	No
	Yes
	
	
	No
	Yes

	1
	Anemia/blood disease
	
	
	16
	Heart disease/murmur
	
	

	2
	Arthritis
	
	
	17
	Hepatitis/liver disease
	
	

	3
	Asthma/respiratory disease
	
	 
	18
	Hypertension
	
	

	5
	Blood transfusion
	
	 
	19
	Kidney disease
	
	

	6
	Bowel disorders
	
	
	20
	Psychiatric problems
	
	

	7
	Breast disease
	
	
	21
	Skin disease
	
	 

	8
	Cancer
	
	
	22
	Stroke or deep vein thrombosis
	
	

	9
	Chicken pox
	
	 
	23
	Seizures
	
	

	10
	Cholesterol problem
	
	
	24
	Thyroid disease
	
	

	11
	Diabetes
	
	
	25
	Tuberculosis
	
	

	12
	Depression
	
	
	26
	Varicose veins
	
	

	13
	Gall bladder disease
	
	 
	27
	Sexually transmitted diseases
	
	 

	14
	Glaucoma
	
	 
	28
	Other
	
	

	15
	Headaches
	
	 
	


	current medications

	Name
	Dose
	Name
	Dose

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Operations / Hospitalizations / Injury
	Have you ever had?

	
	Date
	
	When?

	
	
	Mammogram?

( No   (Yes
	

	
	
	Pap smear? 

( No   (Yes
	

	
	
	Osteoporosis screening?( No   (Yes
	

	
	
	Colonoscopy? 

( No   (Yes
	

	Obstetrical history

	
	Number
	
	Number

	Gave birth 
	
	Ectopic pregnancies
	

	Abortions
	
	Molar pregnancies
	

	Miscarriages
	
	How many children do you have?
	

	Family History (mark with an X if a member of your immediate family suffers from it):

	( Cancer
	( Diabetes
	( Stroke or deep vein thrombosis
	( Heart disease

	( Cholesterol problem
	( Thyroid disease
	( Psychiatric problems
	( Other


social history

	Habits

	Smoking
	No
(
	Yes
(
	Packs per day______
	Years_________

	Alcohol
	No
(
	Yes
(
	Drinks per day______
	Drinks per week_____

	Drug Use
	No
(
	Yes
(
	
	

	Regular Exercise
	No
(
	Yes
(
	
	

	Personal Profile

	Marital Status:
	Married
(
	Single
(
	Widowed
(
	Divorced
(

	School Completed:
	High School
(
	College
(
	Graduate Degree (


	Other
(

	Current or most recent job____________________________________________________________________

	
	
	
	
	


Signature of patient:___________________________________________________________________________

Date reviewed by physician with patient:___________________________________________________________

Physician Signature:___________________________________________________________________________

© Copyright, 2013 Laura Kuperman, MD


