
Yearly Annual Exam 

Phone#:_____________________________________    Email: ________________________________________________________ 

Patients Name: _________________________________________________  Today’s Date: ________________________________ 

Address: ___________________________________________________________________________________________________ 

Primary Care Physician: __________________________________ Date of Birth: _________________________________________ 

Allergies: ___________________________________________________________________________________________________ 

Special concerns you wish to discuss today: _______________________________________________________________________ 

___________________________________________________________________________________________________________ 

Hospitalizations/Surgeries since last visit: _________________________________________________________________________ 

Last Menstrual Period: _________________Contraception:___________________________________________________________ 

Medications & Dosage:_________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

Supplements: ________________________________________________________________________________________________ 

Pharmacy: ___________________________________________________________________________________________________ 

General  Gastrointestinal  Respiratory  
Sweats Yes/No Nausea Yes/No Cough Yes/No 
Anorexia Yes/No Vomiting Yes/No Wheezing Yes/No 
Fatigue Yes/No Diarrhea Yes/No   
Weight Loss Yes/No Changes in bowel habits Yes/No Cardiovascular Yes/No 
Weight Gain Yes/No Abdominal Pain Yes/No Chest Pains Yes/No 
Insomnia Yes/No Change in appetite Yes/No Palpitations Yes/No 
Anxiety Yes/No   Shortness of breath Yes/No 
Depression Yes/No     

Skin  Breast  Gyn  
Bruising Yes/No Pain Yes/No Spotting between periods Yes/No 

Rash Yes/No Lump Yes/No Vaginal discharge Yes/No 
Suspicious lesions Yes/No Discharge Yes/No Pain with intercourse Yes/No 

    Unusual pelvic pain Yes/No 
Date and location of last: 

Mammogram: ____________________________      Bone Density: __________________________________________ 

Colonoscopy: ________________________________________________   

I would like to make an appointment to discuss concerns I have with: (please circle your concerns) 

Anti-Aging  Mood Issues  Fatigue   Hormones  Sex Drive 

Sleep   Supplement  Weight   Other________________________ 

________________________________________________________________________________________ 

 

Keep in mind, Dr. Jill has a limited amount of time at your annual visit. To keep her schedule moving, she does not have 
the ability to completely discuss concerns outside the scope of your annual wellness visit. An additional appointment 
may be necessary to give you the best treatment option                                                                                                                              


