NEW PATIENT EXAM

Email:

Please fillin completcly if You are new to our Pracﬁoe, othcrwiscjust upclatc each categoryon both sides.

Patient’s Name:

Todag’s Date:

Address

Date of Birth:

Primarg Care Phgsician:

Fhone #

SPeciaI concerns you wish to discuss todag:

A”ergies/ Reactions (include metals, Iatcx, etc.)

Medical Historg: Please list major medical Prob!ems, illnesses or irljuries

Medications:

Pharmacg:

HosPitalizations/Surgerics:

Gynecolog’c History
Is this your I Pc[vic exam Yes No Date of last PaP:
How often do you get menstrual Periocls’.’ Evcrg Last Menstrual Period:
_______ days‘ Average dags b|ceding:
Age when Pcriocl bcgan: Concerns with your Yes No
menstruation?
Did your mother take Hormones to prevent Yes No Contrace[:tion or birth Yes No
miscarriages? control?
Do you have or have you had: Yes No Yes No

Frequcr\t Vagina[ infections

Pain/blccding with intercourse

5’1’D~GonorrhcaJ ch[amgc’ia, hchcs, warts

Been scxua”y 8bUSCCI

Unusual vagina| clischargc/oclor

Unusual/missed Periocls

Vagina| i’cching/burning/sorcs

Severe mens’crual cramPS

PID/Infection of uterus, tubes, ovaries

Premenstrual c]iscomFort/PMS

An abnormal PAP smear

Other

Obstetrical History

Number of Pregnancies

Number of Miscarriages

Vaginal or C-Section Deliverg

Number of Living Children

Have you ever had an Tubal Pregnancy?

Yes No

Number of Abortions

Did you have any comP]ications with Pregnancg?

Yes No

Familg Hisbog Alive
Mother

Father

Deceased

Cause

Social Histoty Yes

NO

Personal Profile

Tobacco Use

Have you ever smoked?

Packs per clay:

Martial Status

Alcohol Use Drinks per week: Married Since

Drug Use Previous Martial status
Caffeine Intake Per Day: Children

Domestic Violence Grandchildren

chu[ar Exercise How !ong? OccuPation

SuPP[emcnts

Residence (own home, condo, aPt)

Hobbies




Personal HX: Yes No Family HX: Yes No Family Member
DePression DePression
HHPertension HHPertension
ResPiratorg Disease ResPiratorg Disease
Kidneg Disease Kidneg Disease
Anemia Anemia
T!ﬁyroid Disease T!ﬁyroid Disease
Birth Defects Birth Defects
Lung Cancer Lung Cancer
Skin Cancer Skin Cancer
Colorectal Cancer Colorectal Cancer
Stomach Cancer Stomach Cancer
Liver Cancer Liver Cancer
Breast Cancer Breast Cancer
Other Cancer Other Cancer
Diabetes Diabetes
Heart Disease Heart Disease
Asthma Asthma
OsteoPorosis OsteoPorosis
B[eeding Disease B[eeding Disease
Deve]oPmer\t Disorders Deve]oPmer\t Disorders
Gl Disorder Gl Disorder
General Yes No Gastrointestinal Yes No
Sweats Nausea
Anorexia Vomiting
Fatigue Diarrhea
Wcight Loss Changcs in bowel habits
Insomnia Abdominal Pain
RcsPiratorg Yes No Cardiovascular Yes No
Cough Chest Pains
Dhq:iculty Brcathing Pa|Pitations
thczing Shortness of breath
skin Yes No Breast Yes No
Bruising Pain
Rash LumP
SusPicfous lesions Dischargc
skin char\gcs
GYN Yes No Yes No
SPottir\g between Pcriocls Pain with intercourse
Vaginal clischargc Unusual Pclvic Pafn
Date of last Mammogram Date last Bone Density Date last Colonoscopy
Office Use Onlg
Vitals Wcig}wt Hcight Blood Pressure Pulse Temp

Staff Comments:






