
AnnI Ph sIcaj Review

Narne Reason f DL Visit:

Address Phone

Date of Visit:
— DOS - Occupation.

Pririary Care Physictan & Phone #:

***ALLERGIES:

Svcrl& Dvrei Srparatei Wid wad DorreThe Patner

iVjnstruaI_Histqty: Last .1enstrjai POnoC

! Days of Flow Amouni hcaio norraf. fgh!) Length Betwoer Periods

Have ou ev& beer prognant Yes No

How many times:

# Full Tern if Pre Tern- if Miscarr aae Abortion if L ving Children
Any pregnancy complications

—_______

Do you use birth control?

°ills Diaphragm Depo Provera implanon!Ncrplant Abstinence None Neecied

UD Vasectomy Tubal Lgation Condoms Rhythm Method

Do ycu use hormone replacement? Yes No Rx:

MecticaLHIsiory Check if you have had any of the following:
Yes No Yes No Yes No Yes No

Cancer High 81000 Pressure Anemia Depression
Abnormal Pap Smear

— Heart Disease
— Thyroid Problems — Alcoholism

i Pelvic Infection Mitral Valve Prolapse Diabetes Digest ye Problems
Sexually Transmitted Disease High Cholesterol Thbemulos s Drug Addmction
Phlebitis Blood Clots n Legs Migraine Headaches Hepatitis Infertility

Date at Last Co1onusroe Bone Density HPV ‘acrmnc — — iGaroasili —

Ies No

Do scu DertorT Lreast exars on you lf How often?

f-ia jDU had marrTuraiam c ;rJr reas Sc

av o eve ha an an r nal ar r osra ‘n

—- —
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SugicaI Hisipro

ha yo had an femnilo s go

Bras

Lap—

Reasrn tjr Surnew Find nor

i-ea e I -U any nthr surgery r r apoende tCOy neon sUrgV

Reviewed by:
n —is COn I ‘n



Social History I Habits;

Are you at rsk for HIV infect on’?

Are you or have you ever been threatened c’
physically. sexually or mentally abused

Do you exercise?

‘Yes No

Li Breast Cancer

_______

I Ovarian Cancer

______

El Other Cancer

i I Birth Detects
F ‘1

I High Blood Pressure —

n
Heart Attack

Li High Cholesterol

Chest Pain

RespiratQry

Shortness of BreaP

irreguar Heart Beat Fainting I 0 zziness

Yes No

Have you ever smoked’? How Muuh’ * Quit Years’?

Do you dnnk alcohol? How Much’ How Often?

Do you use street drugs’ What Kind7 How Often’

How Often?

Family History: (Siblings, Parents, Grandparents)
Please check V) aporopriate box if a family member currently has or previously baa one of these innesses. Check every listing.

Yes No

Li Tuberculosis *

Diabetes

L Bleeding Disorder

Alcoholism

Mental Retardation
—fl

Li Osteooorosislosteopenia —

LOther

REVIEW OF SYSTEMS - Please check if you are having problems with any of the following:
Genital /ikmnary

Yes No Yes No Yes No ‘Yes No
- i_I

Vaginal Warts Li Heavy Vaginal Bleeding Li i Painful Intercourse Li L Urination at Nightnfl _n finLi Li Vaginal Dryness Li LI Irregular Vaginal Bleeding Li Li Unnary Urgency Li L Bladder Control / Leakage
—

fi —J Painful Menstrual Periods .• . Pain i Burning with Urination Urinary Tract Infections

Endocrine
1 n 1

—L I I Fatigue Hair Loss I Absence of Menstrual Periods Li Hot Flashes

Skin I Breast

Li Nipple Discharge Li Sore That Does Not Heal — Changes in Mole Rashes I Persistent tching

Li Breast Lumps / Tenderness

Neurological

. Frequent Headaches Poor Coordination Muscle Weakness Trouble Sleeping

Psychiatric
r7 —

Depression Anxiety Memory Changes Counseling or Treatment

Mood Swings

ENT

Visuai Problemu Allergies Haytever Li Frequent 5cr Throat Mouth Ulcers

Hearing Loss Hoarseness Sinjs °roblems

Digestive

Heart Burr Rectai Bleed no Diarrhea Yellow Jaundice

Vomiting Black Stoo s Significant Weight Change (i e c or> 10 15 bs / yr I

Cardiac

Coughed BIcod Wheezing


