Health History Questionnaire

Premier Women’s Health
Name: Phone: ( )
Age Birthdate: Date of last period (first day)

What is the purpose of your visit today?

Gynecology History—pleasefill in or circleyour response:

How often do you get your period?...........covveieiie i e Every days
How long do your periods 1ast?. .. ....co. v e e e days
How many pads/tampons do you use on theheaviest day?

Do you haveany spotting between periods?..........ovvuii i Yes No
Do you have any significant pain with periods?... Yes No
Do you haveany spotting or bleeding after mtercourse? .............................. Yes No
Do you haveany problem with sexual function?..............cccoeeii i iiiennns Yes No
Do you haveany breast masses or [UMPS?.......c..vviiiiii e e Yes No
Do you haveany breast disCharge?.........ccooviii e Yes No
Do you haveany urinary complaints? (burning, loss of urine, urgency) Yes No
Have you ever had an abnormal pap smear result?...............coiiiiiiiiiiiienn, Yes No
Have you ever had an abnorma mammogram?............ ceeeiiieii.YES  NO
Do you have a history of anysexuallytransmlttedlnfectlons’? TR 4= \\[o}
Do you have ahistory of sexual, physical, or emotional abuse’7 ...... Yes No
Do you have any ongoing issues with sexual, physical or emotlonal abuse? ......... Yes No
Are you currently sexually active? ...........ccoiii i e YES . NO

What is your current method of birth control’7
If you answered “yes’ to any of the above questions, please explain:

Obstetrical History-please list all pregnancies, their outcomes and any complications:
Date Gest. age Length of Vag/C-Section Sex  Weight Complications
labor




General Medical History—pleaseindicate if you have a history of the following:

Anemia Eating disorders Kidney problems
Angina/chest pain Glaucoma Phlebitis/blood clots
Arthritis Headaches Seizures/convulsions
Asthma Hearing problems Skin disorders
Bladder infections Heart attack Stroke/mini-stroke
Bleeding problems Heart failure Thyroid disease
Blood transfusions Heart murmur

Cancer (type: ) Hepatitisliver disease

Depression/Anxiety High blood pressure Other ( )
Diabetes High cholesterol

Drug/alcohol dependency Irregular heartbeat

Family History—pleaseindicate if any family members (parents, grandparents, siblings,
children) have thefollowing:

Breast Cancer Ovarian Cancer Diabetes
Thyroid disease Heart disease Hypertension
Colon Cancer Blood clots Other Cancer

Surgical History/Hospitalizations—please list all surgical procedures and hospitalizations
(excluding childbirth):

Y ear Reason for Hosp/Surgical Procedure Complications, if any

Medication allergies—pleaselist both the medication and the reaction below:

Medication Reaction

Medication Reaction




Current Medications (including over the counter medications, herbs and vitamins):

Medication Strength

How often? What isit for?

Per sonal Habits

Do you smoke cigarettes? Yes
Do you drink alcohol? Yes
Do you use recreational drugs? Yes
Do you exercise regularly? Yes

No

No

No

No

How many per day?
How much per day/week?

What drug do you use?
How often?

Activity?

How often?

If there are any concerns regarding your visit, or aspects of your health history that were not

covered above, please explain below:




