
 

 

 

Gynecology Patient Questionnaire 

 

Name:  ______________________________ Age:  ________   DOB:  ___/___/____   Today’s Date:  ____/____/____ 

Allergies to medicines:     � No      � Yes - to: ____________________________   Reaction: ____________________ 

Allergies to latex:     � No    � Yes   Reaction: ____________________________________ �  Noted on patient chart 

Medications / Herbs taken daily:  ____________________________________________________________________ 

________________________________________________________________________________________________ 

Reason for today’s visit: � Annual Exam � Birth control      �  Other:  ___________________________________ 

_________________________________________________________________________________________________ 

S Occupation: � Homemaker  � Student � Other:  ___________________________________ 

O Marital Status: � Married � Single  � Divorced       � Live in Partner � Widowed 

C Exercise:  � No � Yes - How many times a week?  __________ for _______ (# of minutes) 

I Do you smoke? � No � Yes - Amount per day __________________ for _______(# of years).  

A Do you want help to quit smoking?      � No    � Yes  

L Do you drink? � No � Yes – # of drinks/week _____________   Type of alcohol ______________ 

 Are you concerned about the amount you drink or use?  � No � Yes 

 Do you use recreational drugs?      � No    � Yes - What kind? ________  How often?  _________ 

 Have you ever used needles to inject drugs not prescribed by a doctor? � No    � Yes 

 Are you safe in your current relationship or home?  � No    � Yes     

Provider Comments: 

 

 

 

Name of your family doctor or provider: ________________________________ � I Don’t have one  

        Now      Previous                       MEDICAL PROBLEMS              Now     Previous 

M        �             �       Anemia or blood disorders                �           �       Anxiety / depression or other  

E          �            �       Asthma or respiratory problems                �           �       Back problems    

D         �             �      Bladder / kidney infections or stones               �           �        Blood clots or stroke   

I           �            �      Cancer: Type ______________________               �           �       Chronic Illnesses  __________ 

C          �            �      Diabetes                                                                         �           �       Gallbladder disease   

A          �            �      Headaches or Migraines                 �           �        Hepatitis or liver problems  

L          �            �      High Blood Pressure                 �           �        Osteoporosis  

             �           �       Seizures                  �           �        Sleep difficulties 

             �            �      Thyroid problems low or high                �           �      Weight loss or gain (unintentional)  

             �            �      Other: _________________________________________________________________________ 

             �    Surgery:  Date & Type:  1) ________________________     2) ________________________________ 

                3) ________________________     4) ________________________________ 

Provider Comments:     

 

                                                                                       (OVER)  



 

 

Name___________________________________Date_____________________________ 

 Last Period:   ___/___/___  Have a period every # _____days Lasts #    ____days 

 Are your periods: � light  (1 pad/tampon every 4 hrs) � medium (every 2-3 hrs)  � heavy (every 1-2 hours) 

 Do you have cramping?   � No � Yes – Is it a problem?   � No � Yes 

G Do you have PMS?  � No � Yes – Is it a problem?   � No   � Yes  

Y Are you currently sexually active? � No � Yes if yes … 

N      How many NEW partners have you had in the last yr? � None � 1-3 � 4 or more 

E      If you have new partners, do you use condoms ?  � Never � Occas � Always 

C Do you have any unusual discharge or bleeding?  � No � Yes 

O Do you have pain with intercourse?     � No � Yes  

L Do you have any concerns or problems with sex you’d like to discuss? � No � Yes 

Y  Birth control method:(including sterilization) ______________ Are you happy with this method ?  � No     � Yes 

 Number of pregnancies:  _______     � Vaginal births  or   �  Cesarean births      Number of children_____ 

             Number of Adopted children ______      

& Have or do you have any STDs:  � No � Yes   (type) ________ 

 Have you ever had an abnormal PAP? � No � Yes  -  if yes . . . 

      Did you have any surgery on your cervix?  � No � Yes – type _______________     Year _________ 

O Do you examine your breasts regularly? � No � Yes � Don’t know how to  

B Have you ever had breast: � Lumps / cysts � Biopsies � Other ____________________________  

               Date of last mammogram? ___/___/___ Results: � Normal   � Abnormal � Never had one 

               Do you have any problems with: � Hot flashes � Mood Swings � Irreg periods � Vaginal Dryness 

   � Leaking Urine   � Sleep changes � Other _________________       If Yes, explain: ___________________ 

 _________________________________________________________________________________________ 

 Are you in menopause? � No � Yes   - Do you take hormones?  � No � Yes   ______________  

Provider Comments: 

 

 

FAMILY HISTORY  Please check any diseases that affect your family: 

 Mother Father Siblings Mother’s Parents Father’s Parents 

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:  _______________________________________ 


