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        “Taking the Time To Care”

Name: _________________________________________________________DOB_________________________
Menstrual History:

First day of your last period:________________________How many days do your periods last?_______________
Do you have a lot of blood clots during your period?      YES           NO

Does your period cause you to avoid social activity, sexual activity, sports or work:




YES             NO

 SOMETIMES

Describe your cramps:  NONE

MILD             
MODERATE                   SEVERE

BIRTH CONTROL:

What method of birth control are you using:

________________________________________________________________________________________

(This includes: vasectomy, tubal ligation, hysterectomy, menopause, abstinence, condoms, and rhythm method)

MENOPAUSE:     
    YES


NO

If yes, what age were you when your periods stopped?________________________________________________

Are you on hormone replacement therapy?       YES     NO

If yes, what type?___________________________

(This includes prescription and over-the-counter herbal remedies)

PREGNANCY HISTORY:

Total number of preganacies:_______________________

Vaginal deliveries:__________________C-Sections_________________Ectopic__________________________
Abortion______________Miscarriage______________________

Date of last PAP smear____________​​__Normal

Abnormal_________________________

Date of last Mammogram______________Normal

Abnormal__________________________

Surgeries/Hospital Admissions (please list type and date)______________________________________________
____________________________________________________________________________________________

____________________________________________________________________________________________

Personal Cancer History

Breast 

Ovarian

Cervical

Uterine

Other______________________________

Date and treatment:_________________________________________
PLEASE COMPLETE THE REVERSE SIDE
MEDICATION
_________________________    _____________________________  _________________________________

_________________________  ______________________________  _________________________________

_________________________  ______________________________  _________________________________

DRUG ALLEGRIES

________________________  _______________________________  _________________________________

Do you now or have you ever smoked? __________Yes ______________No

      If so, how much:_____________    How long?______________If you quit, when?______________________
Do you drink alcohol? _________Yes______________No        Drinks per day ___________________________
Have you ever used Methamphetamine, Marijuana, or other street drugs?___________Yes   ______________No

     If yes, please list: _________________________________________________________________________

	
	Me
	Family
	
	Me
	Family

	Bladder Infection
	
	
	High Blood Pressure


	
	

	Gallbladder
	
	
	High Cholesterol


	
	

	Diabetes
	
	
	Osteoporosis
	
	

	Headaches/Migraine
	
	
	Arthritis
	
	

	Bowel/Stomach
	
	
	Kidney Stones
	
	

	Asthma/Resp
	
	
	Hepatitis
	
	

	Anxiety/Drepression
	
	
	Heart Disease
	
	

	Auto Immune
	
	
	Difficulty w/Anesthesia
	
	N/A

	Thyroid Disease
	
	
	Leaking of Urine
	
	N/A

	Varicose Veins
	
	
	
	
	

	Transfusion
	
	
	
	
	

	STD: Chlamydia

          Gonorrhea

          Genital Warts

          Other


	
	N/A


	Family Cancer History

      Breast            Ovarian

      Uterine           Cervical

       Other
	
	


 PERSONAL AND FAMILY MEDICAL HISTORY                                                                                                                                 
What brings you to the office today?________________________________________________________________
_____________________________________________________________________________________________

