WOMEN’S CLINIC HEALTH HISTORY FORM
THIS QUESTIONNAIRE IS CONFIDENTIAL

Name______________________________Date of Birth_________Phone number_____________________
Today’s date____________Why are you here today?___________________________________________
What was the date of the FIRST  DAY of your last menstrual period?__________

How often do you menstruate_________________   and for how many days?________

Do you have any menstrual problems?________________________________________________________
When was your last female/pelvic exam?___________________________Date of last pap?______________
Have you ever had an abnormal pap smear? YES/NO  If so, when?_________________________________
Have you ever had any surgery? YES/NO  If so, what kind and when_______________________________
What medications are you currently taking, including contraceptives?________________________________
Do you have any allergies to medications?  YES/NO  Allergy to:___________________________________
Are you allergic to latex? YES/NO

Do you use tobacco products?  Never/Quit/Yes   How many per day?_____How many years?______

PERSONAL HISTORY: Have you ever had or do you have now: (Please circle all that apply)

Blood Clots
High Blood Pressure
Heart Disease
Stroke        High Cholesterol   Diabetes     Liver Disease
Gall Bladder Disease       Cancer      Headaches    Depression   Breast Lumps   Kidney Disease     Epilepsy      Sickle Cell Disease
      
Any problems with your reproductive organs?  YES/NO    If so, what kind?______________________________
___________________________________________________________________________________________

Have you been hit, kicked, pushed, hurt, or verbally abused in the past year?   YES/NO
FAMILY HISTORY: Has any person, related to you by blood, had any of the following? (Please circle all that apply)
Diabetes    Blood Clots
Stroke
 Heart Attack
High Blood Pressure
High Cholesterol     Cancer (what kind?)__________________
Have you ever been or are you currently sexually active?  YES/NO

If yes, are your sexual partners: Men/Women/Both?        
Age at time of first sexual intercourse______

What is your current birth control method?____________________________________
Number of pregnancies______Deliveries______Miscarriages_______Abortions_______

Have you ever had any of the following sexually transmitted infections? (Please circle all that apply)

Trichomonas
  Chlamydia
  Gonorrhea
  Pelvic Inflammatory Disease
Cervicitis

Genital Herpes
Genital Warts

Other

When was your last screening for sexually transmitted infections?_________ Number of new partners since?_____

Are you having any of the following symptoms today? (Please circle all that apply)

External genital discomfort or itching
Unusual vaginal discharge
Pain with sexual activity

Irregular or unusual vaginal bleeding

Pain with urination

Other


Do you have any additional concerns you would like to talk about today? (Please use back of page if needed)
revised 1/20/09
