
	 OB/GYN - PATIENT HEALTH HISTORY
Welcome to FCHC OB/GYN.  As a new patient, please fill complete this 
form to the best of your ability.  Thank You!
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	LEGAL LAST NAME

	LEGAL FIRST NAME
	MI
	DATE OF BIRTH 
	AGE

	MARITAL STATUS

	OCCUPATION/EMPLOYER

	REASON FOR VISIT TODAY


	ALLERGIES


	MEDICATIONS



	NON-SCRIPT, HERBALS AND SUPPLEMENTS


	PREVIOUS HOSPITALIZATIONS OR SURGERIES WITH DATES



	PAST MEDICAL HISTORY - Please check if you have ever had any of the following:


	  Measles
	  Venereal Disease
	  Blood or Plasma Transfusions
	  Hepatitis

	  Mumps
	  Anemia
	  Back Trouble
	  Ulcer

	  Chicken Pox
	  Bladder Infection
	  High Blood Pressure
	  Kidney Disease

	  Whooping Cough
	  Epilepsy
	  Low Blood Pressure
	  Thyroid Disease

	  Scarlet Fever
	  Migraine Headaches
	  Hemorrhoids
	  Bleeding Tendency

	  Diphtheria
	  Tuberculosis
	  Asthma
	  Any other diseases

	  Smallpox
	  Diabetes
	  Skin Conditions
	         (Please List)

	  Pneumonia
	  Cancer
	  Aids or HIV
	_______________________________

	  Rheumatic Fever
	  Polio
	  Mono
	_______________________________

	  Heart Disease
	  Glaucoma
	  Bronchitis
	_______________________________

	  Arthritis
	  Hernia
	  Stroke
	_______________________________

	

	MENSTRUAL/GYNECOLOGICAL HISTORY

Age of First period _____   Date of Last period (1st day) ___________________ Frequency _____________


	Do you spot between periods?   Yes   No             Do you have cramping with cycles?   Yes   No


	History of Vaginal Infections?   Yeast   Chlamydia   Gonorrhea   Herpes   Trichomonas


	Are you currently sexually active?   Yes   No    More than one partner?   Yes   No


	Does your partner have a history of any STD?   Yes   No      If yes, which? ____________________


	Are you or have you ever been on birth control?   Yes   No      If so, please list it ______________________________


	If post-menopausal, are you experiencing bleeding?   Yes   No


	Have you been on Hormone Replacement Therapy?   Yes   No     If so, how long?  ____________________________


	Date of Last Pap? _________________ Result of Last Pap? ___________________ History of Abnormal Pap?   Yes   No


	Date of Last Mammogram? _________________ Result of Last Mammogram? ___________________ 


	OBSTETRICAL HISTORY


	Total number of pregnancies? _____  Full Term Births _____  Pre-Term Births _____  Miscarriages _____  Abortions _____  Ectopic _____  Multiples _____
Living Children?  _____


	Pregnancies


	Date _______________
	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________


	Date _______________
	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________


	Date _______________
	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________


	Date _______________
	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________


	Date _______________
	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________


	Date _______________
	Weeks __________
	Weight _______________
	Sex __________
	Type of Delivery ____________________
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	LEGAL LAST NAME

	LEGAL FIRST NAME
	MI
	DATE OF BIRTH 

	PATIENT SOCIAL HISTORY


	Use of Alcohol
	 Never
	 Rarely
	 Moderately
	 Daily

	Use of Tobacco
	 Never
	 Rarely
	 Moderately
	 Daily

	     Packs per day
	Did you quit?              
	 Yes   No      
	Start ___________
	Stop ___________

	Use of Street Drugs
	 Never
	 Rarely
	 Moderately
	 Daily

	Have you had exposure to secondhand smoke?  Yes   No   
   

	OTHER HISTORY


	Have you ever been immunized against the HPV virus (Gardasil)?   Yes   No      

	Do you take a calcium supplement?  Yes   No      

	Do you exercise?  Yes   No      

	Have you ever been sexually abused?  Yes   No      

	Have you ever been emotionally or physically abused?  Yes   No      

	In the last 2 weeks, have you had any feelings of hopelessness or depression?  Yes   No      

	In the last 2 weeks, have you had any loss of interest or pleasure in doing things?  Yes   No      

	Have you had a flu shot this year?  Yes   No      

	Have you had a pneumonia vaccine this year?  Yes   No 
     

	FAMILY HISTORY - Please indicate Yes or No and which relative


	
	
	Which Relative
	
	
	Which Relative

	Diabetes
	 Yes   No      
	________________
	Breast Cancer
	 Yes   No      
	________________

	High Blood Pressure
	 Yes   No      
	________________
	Ovarian Cancer
	 Yes   No      
	________________

	Stroke
	 Yes   No      
	________________
	Uterine Cancer
	 Yes   No      
	________________

	Heart Disease
	 Yes   No      
	________________
	Colon Cancer
	 Yes   No      
	________________

	
	
	
	Other
	
	________________

	REVIEW OF SYSTEMS - Do you currently have any of these symptoms?


	GENERAL

	 Weakness      Fatigue      Fever      Weight Gain      Weight Loss

	
	
	

	CARDIOVASCULAR
	GENITOURINARY/FEMALE
	SKIN/BREAST

	 Chest Pain
	 Frequent Urination
	 Rash or Itching

	 Dizziness
	 Burning/Painful Urination
	 Change in Hair or Nails

	 Palpitations
	 Blood in Urine
	 Breast Discharge

	 Varicose Veins
	 Incontinence or Dribbling
	 Breast Pain

	
	 Kidney Stones
	 Breast Lump

	RESPIRATORY
	 Pain with Periods
	

	 Chronic Cough
	 Irregular Periods
	NEUROLOGICAL

	 Shortness of Breath
	 Vaginal Discharge
	 Frequent Headaches

	 Wheezing
	
	 Seizures

	
	EYES, EARS, NOSE, THROAT
	 Lightheaded or Dizzy

	GASTROINTESTINAL
	 Vison Changes
	 Numbness or Tingling

	 Abdominal Pain
	 Ear Ringing
	

	 Change in Bowel Movements
	 Sinus Drainage
	HEMATOLOGIC/LYPHATIC

	 Rectal Bleeding
	 Throat/Neck/Ear Pain
	 Prolonged Bleeding

	 Nausea or Vomiting
	
	 Easy Bruising

	 Frequent Diarrhea
	MUSCULOSKELETAL
	 Swollen Glands

	 Constipation
	 Joint Pain, Stiffness, or Swelling
	

	
	 Muscle Pain or Weakness
	

	
	 Back Pain
	

	
	
	

	To the best of my knowledge, the questions on this form have been answered correctly.  It is my responsibility to inform the medical office of any changes in my medical status.  I authorize the healthcare staff to perform the necessary service I may need.

	PATIENT/AUTHORIZED REPRESENTATIVE SIGNATURE
x
	DATE

	WITNESS SIGNATURE



	DATE




