Gynecology Patient Questionnaire

Name: Age DOB: _/ [  Today'sDae [ [
Allergiestomediciness [ONo [OYes-to: Reaction:
Allergiestolatex: [ONo [OYes Reaction: O Noted on patient chart
Medications/ Her bstaken daily:
Reasonfor today’svisit:  OAnnual Exam [OBirthcontrol [0 Other:
S Occupation: OHomemaker [ Student O Other:
o Marital Status: O Married OSingle ODivorced OLiveinPartner  OWidowed
C Exercise: ONo  0OYes- How many timesaweek? for (# of minutes)
| Doyousmoke? [ONo [ Yes-Amount per day for (#of years).
A Do you want help to quit smoking? ONo 0OYes
L Doyoudrink?  [ONo [ Yes—#of drinks'week Type of alcohol
Areyou concerned about theamount youdrink oruse? ONo  OYes
Do you use recreational drugs? ONo [OYes-Whatkind? How often?
Have you ever used needlesto inject drugs not prescribed by adoctor? ONo OYes
Areyou safein your current relationship or home? ONo 0OYes
Provider Comments:
Name of your family doctor or provider: 01 Don’thaveone
Now Previous MEDICAL PROBLEMS Now Previous
M O 0 Anemiaor blood disorders ad O Anxiety / depression or other
E O O Asthmaor respiratory problems ad O Back problems
D O O Bladder/ kidney infections or stones ad O Bloodclotsor stroke
I O O Cancer: Type g O  Chroniclllnesses
C 0 O Diabetes 0 O  Galbladder disease
A O O Headachesor Migraines 0 0  Hepatitisor liver problems
L O O HighBlood Pressure ad O  Osteoporosis
O O Seizures O O  Sleepdifficulties
O O Thyroid problemslow or high O O Weight lossor gain (unintentional)
O 0 Other:
O Surgery: Date& Type: 1) 2)
3) 4)

Provider Comments:

(OVER)




Name Date

Last Period: /| [ Haveaperiod every # days Lasts#
Areyour periods. Olight (1 pad/tampon every 4hrs) Omedium (every 2-3 hrs)

__ days

Oheavy (every 1-2 hours)

Do you have cramping? ONo OYes—Isitaproblem? [ONo [OYes
G Do you have PMS? ONo [OYes—Isitaproblem? [ONo [OYes
Y Areyou currently sexually active? 0ONo [OYes ifyes...
N How many NEW partners have you had inthelast yr? ONone 013 [4o0r more
E If you havenew partners, do you use condoms? ONever OOccas OAlways
C Do you have any unusual discharge or bleeding? ONo 0OYes
0] Do you have pain with intercourse? ONo 0OYes
L Do you have any concerns or problemswith sex you'd liketodiscuss?  0ONo  [Yes
Y Birth control method:(including sterilization) Areyou happy withthismethod? O No OYes
Number of pregnancies: OVaginal births or [0 Cesareanbirths  Number of children_
Number of Adopted children
& Have or do you have any STDs: ONo OYes (type)
Have you ever had an abnormal PAP? ONo [OYes - ifyes...
Didyou have any surgery onyour cervix? [ONo  OYes—type Year
Do you examine your breasts regularly? ONo OYes 0ODon’tknow how to
B Haveyou ever had breast: O Lumps/cysts [Biopsies O Other
Date of last mammogram?__ /[ Results: CONormal 0 Abnormal ONever had one
Do you have any problemswith: O Hot flashes OMood Swings Olrregperiods  [OVagina Dryness
OLeaking Urine [0Sleep changes [ Other If Yes, explain:
Areyouinmenopause? [ONo OYes -Doyoutakehormones? [ONo OYes
Provider Comments:
FAMILY HISTORY Please check any diseases that affect your family:
Mother Father Siblings Mother’ s Parents Father’ sParents

Autoimmune Disease— describe

Cancer: Ovarian, Breast or Colon

Diabetes

Drug & Alcohol problems

Heart Disease/ Stroke/ Heart Attack

Hypertension

Mental Health issues

Osteoporosis

Thyroid problems

Provider Comments:

Reviewed by:




