Please fill in oll information on front and back of form PLEASE USE BLACK INK ONLY

Name
Referred by

Reason for today's visit

Primary Care Doctor

Today's Date

Date of Birth / /

Pharmacy Address & Phone #

Menstrual History

‘First day of last period / ! Age at first period

Your peri'od_s OCCUr every days and last for days
Any problems with your periods? o Né = Yes

oHeavy flow o Clots o PainfCramping o (rregufar periods o Ducharge
o Bleeding between periods o Other

f menopausal
Agefyear bagan

Did you/are you taking hormones? Yes  No

Any Postmenopaussl bleeding? O No O Yes |

| Gynecological History

Hawve you had any of th_e following? {Check all that apply}
T Abnormal Pap Smear 0 Breast Pain 0 Chronic Pelvic Pain
O DES Expasure O Endometrigsis [T Genital Warts

O Infertility O Ovarian Cysts O Pain with intercourse
O PID O PMIS O Recurrent Miscarriage
O Recurrent Vaginitis O STD

O UTi{chronic) O Uterine Fibroids
{odditional medical history on the bock of form)

2 Urinary Incontinence
O Mone of the sbove

Contraceptive History
fre you currently sexually active?

C¥es Oho O BMever been
How many life dime pariners? How many in the last year?
Cuwrrent method of birth control {Incude tubal or vasectoniy)

Any problems with current method? T No OYes

Ptrevmuslv used methods [Check all that apply)

3 Birth Control Pill O Condoms O Disphregm O Depo Provers O IUD
o NuvaRing O Implsnon O Mexplanon O Spermicide O Sponge T Other
O No previous birth control

| Preventive Care History Last WWE:

| Last Pap Smear Date: O Mormal O Abnormal
Last Mammogram Daie: O Wormal O Abnormal
Last Colonoscopy Date:, O Mormzl T Abnormal
Last DEXA {Bonge Scani Date: © dormal T Abnormal
ILast Cologuard Date: C MNormal Abnormal
Vaccinations [y=ar} Gardasil Flu

Hepatitis B TOAP [Tetanus)

- Miscarriages -

Wuitiples | G

~Binth® | 5=
“.";tenght st

':"Cammemsi{:cmpllcutulcms
Gestational Diabetes

Your age at first delivery:

| Allergy History {List all medication slizrgies and reaction)

y {F‘I@ase list all surgical procedures) o None o None
Surgery Date Allergy Reaction
Surgery Date Allergy Reaction
Surgery Date | Allergy Rezction
Surgery Date Allersy Reaction
Surgerv Date Aflergy Reaction
Cumrent Medlcatmn Histol & tyle v
{Plzase include gurrent prescriptions and medications OHLY) = None MaritalStatus____~ Occupation
‘ . i Tobacco Smoker O Maver T Former O Current - Amit/Day
Drugname____ Dose Alcohol Use O No OYes  Ifyes, Amt/Wk
Drug name Dose Cafieine Use O Mo OYes  Street Drugs/Marijuans use O No O Yes
Drug name Dase, Domestic Abuse O No CiYes [fyes, O Current or OO Past
Drug name Dose Regular Exercise O Mo OYes Type_ At /W
Drug name Dose honthly Breast Exam No O Yes Have you had Chicken Pox DO No T Yes
E]ﬁrug name, Dose Do you have 3 Healzh Care Directive {living will] © No & Yes




Past Medical History | ndicsre Reisionsip EXperiencing Today / Recently

Review of Systers - You are currently having any of the following:

Anemia . -

Constitutional

Byes
Head, Ears, Nose,
& Throat
Breast

Cancer; Other -> el pFamily = " Cardiovascular

Gastrointestinal '
o Family

Genitourinary

" Integument
{Skinj

Neurclogic Wiuscular weskness -

Musculoskeletal
hWiuscle pain

* Endocrine

Psychiatric

' Hemf-tmrfﬁ ph

Allergic- Sinus allergy symptoms
Scoliosis _ el Cfemily = Immunologic

|
|
Sickle - C2dl Diseass : It Height: i

Weight:

BP:

Other Medical History we should know about -

Are there any other problems that are important to you today?
C Mo O Yes

Patient Signature: o Reviewed by:




