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[J Yes [ No Do you have any allergies?
If yes, please list
[ Yes [JNo Are you allergic to LATEX?
[JYes [JNo Are you taking any medications, herbs,

supplements? If yes, please list

General Medical History
Have You Ever had any of the following?
Yes No

1. Cancer
2. Genetic Condition

3. Heart attack/ Serious heart valve problems/
heart arrhythmia
. High Blood Pressure

. Stroke
. High Cholesterol

. Blood clots in arms, legs, lungs
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. Anemia (low iron)/ Sickle cell anemia
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9. Blood clotting disorder
[ 10. Blood transfusion(s)
[ 11. Migraine Headaches

If yes do you have?
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[ vision changes
[J numbness, /weakness/- or tingling of arms or legs
[ speech problems

[ 12. Seizures/ Epilepsy

[ 13. Diabetes/ Gestational Diabetes (w/ pregnancy)
[ 14. Thyroid problems

[ 15. Asthma/ Chronic cough/ TB

[ 16. Breast cancer or Lump/ Mass/ Discharge
[ 17. Breast Surgery

[ 18. Liver disease/ Hepatitis

[J 19. Gall bladder disease

[ 20. Intestinal or Stomach problems

[ 21. Kidney or bladder problems

[ 22. Arthritis

[ 23. Lupus

[J 24. Broken bones/ fractures

[ 25. Severe Depression/ Eating disorder
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[ 26. Past surgery(s) or hospitalization(s)
List:

27. Have you ever had?
[ Yes [ No Chlamydia [JYes [No Gonorrhea

[ Yes [J No Herpes [ Yes [ No Syphilis
[ Yes [JNo HPV or genital warts ~ [] Yes [] No Molluscum
[ Yes No Trichomonas

Name Client #

Comprehensive Female History Date

Gynecological History

28. Age periods began

29.[] Yes [ No Do you have a period every month?
30. [J Yes [JNo Do you bleed between periods?

31. Date of last period
32. Flowis: [JLight [Moderate [] Heavy

33. What Birth control methods have you used in the past?
Problems?

34. What birth control method do you want today?

35.[] Yes [1No Do you plan a pregnancy in the next year?
36. [ Yes [JNo Have you ever had problems with your uterus or
ovaries?
37. [ Yes [JNo Have you ever had an abnormal pap test?
38. [ Yes [JNo Have you ever had a colposcopy or treatment to
your cervix?
39. Date of last pap test

40. Date of last Mammogram?

Pregnancy History
41. How many times have you been pregnant?
Number of live births? Dates of Births
Stillbirths C-sections
Miscarriages Abortions
Tubal Pregnancies
42.[]Yes [INo Problems with Pregnancies?

Social History
43. How old were you when you first had sex?

44. What type of sex do you have? [Jvaginal [JOral [JAnal
45. Do you have sex with?  [JMales [JFemales [ Both
46. Do you use condoms?  [] Never [] Sometimes

[ Always [INot needed

47. How many sex partners in the last month?
Last year?

48. ] Yes []No Have you had a new partner in the past 2 months?
49. ] Yes []No Does your current partner have other partners?

50. [] Yes []No Do drugs or alcohol cause problems in your life?
51. [ Yes [JNo Do you smoke? How much

52.[] Yes [1No Do you drink alcohol? How much

53. [ Yes [JNo Does someone force you to have sex?

54.[] Yes [1No Does someone hit, slap or hurt you?

What is your Occupation?

Pl EASE CONTINUE ON OTHER SIDE
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Review of Systems

Do you have any of the following NOW?

1. General
Yes No

[0 [O Recentweight gain or loss
(20 Ibs)
[0 [ Night sweats/hot flashes

2. Cardiovascular
O [O Chestpain
3. Respiratory
Chronic cough

Shortness of breath
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Other trouble breathing

4. Neurologic

[0 O Headaches

[0 [ Numbness in arms or legs
5. Gastrointestinal
Nausea or vomiting
Abdominal pain

Diarrhea
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6. Musculoskeletal
O O Legpain

7. Eyes
O [O Double vision

8. Lymphatic
O [ swollen lymph nodes
9. Breasts
Lump in breast
Nipple discharge
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Breast tenderness

10. Genitourinary

Frequent urination

Burning with urination
Vaginal discharge/ itching
Vaginal sores/blisters/ bumps
Problems with your periods

Do you think you might be
pregnant?
Do you have problems with sex?

11. Skin
Rash
12. Other Problems
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List

Name

Comprehensive Female History

Immunization/Shot History

Have YOU HAD your shots?

Yes No Unsure

[ [ [ Measles/ Rubella shot
(usually get by age 5)
Tetanus vaccine (shot)
in the last 10 years

o O O
o 4d O Hepatitis B shots (a
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series of 3 shots)
Gardasil (HPV) shots (a
series of 3 shots)

Your Family History
13.[] Yes [INo Are you adopted?

14. Check any that parents, brothers or
sisters had:

[] Diabetes

[Jcancer

[JHigh cholesterol

[0 Blood clotting disorders

15.[] Yes [1No Has your father or
brother had heart disease or
stroke before he was 55 years
old?

16.[] Yes [1No Has your mother or
sister had heart disease or stroke
before she was 65 years old?

17. [ Yes [ No Did your mother take
DES while she was pregnant with
you?

Date
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Client Signature

Date

Reviewed by Clinician

Date

For Staff use

History Changes: O None 0O As noted

Notes:

Client Signature

Date

Reviewed by Clinician

Date

For Staff use

History Changes: O None 0O As noted

Notes:

Client Signature

Date

Reviewed by Clinician

Date

Client #

Age

DOB




