HEALTH HISTORY

Welcome to Siouxland Obstetrics and Gynecology. As a patient, please fill out the information found below to the best of your ability.

NAME: Birthdate: Date:

Are you here for a routine exam?

Are you having any problems?

GYN History: 1st day of your last period - PREGNANCIES # of pregnancies:
Problems with periods? - # of deliveries:
# of miscarriages:
# of terminations:
Birth control method: (please circle) none, condoms, spermicidal, foam, DepoProvera, [IUD (Mirena),
IUD (Paraguard), birth control pills, birth control patch, birth control ring,
tubal ligation, vasectomy

If NOT done in our office please list:

Date of last pap smear: Any history of STD’s: Y/ N
Normal: Y/N  If no, results - (If yes, please list)

Date of last mammogram:
Normal: Y/N  If no, results -

Date of bone density: Have you received the HPV vaccination? Y/ N
Normal: Y/N  If no, results -

CURRENT MEDICATIONS: ALLERGIES TO MEDICATIONS:

(including herbal and non-prescriptions medications)
DO YOU REQUIRE ANTIBIOTICS PRIOR TO PROCEDURES? Y /N
PAST MEDICAL HISTORY ( Have you ever had the following? )

Measles......ooeirinieieinieieeeeeeene Y /N ANCMIA ...ooiiiiiiiieieieeeeetee e Y /N  Back trouble......c.ccceceveininicnininieinene Y/N
MUMPS....cnveiiiiieiriencieeeeereeeeeeee Y /N  Bladder infection........c..coccoveereneeenennene. Y /N  High blood pressure.........c.coceeveerueneenennee Y/N
(1116316531110 ) QSR Y /N Epilepsy..cocerineriieieieneneeeeerienienene Y /N  Low blood pressure..........oceeerveveeruennene Y/N
Whooping cough........cccceeucenreinnccnne Y /N  Migraines. Headaches.........c.cccccceunenaen. Y /N  Hemorrhoids ......cccccccevvveinncionccnnnnee Y /N
Scarlet fever.......covvvevcrneneinccenene Y /N Tuberculosis......ccoervemrerenerencnieinennne Y /N  Date of last chest x-ray

Diphtheria......cccccoocevieiiiineniieieeee Y /N Diabetes ...ccccevvereererieieienieneneeieieniene Y /N ASthMa....oocociiiiiiicceeeceeceene Y/N
SMall POX...evvieiiieiciniricieecereeeene Y /N Cancer .....ccoccceiviiiiiniiiniiiiiciciees Y /N  Hives or €CZeMma......cccceveuerereeuiernuereennnnee Y /N
Rheumatic fever..........coccovenvincnccnnne. Y /N  Glaucoma.....cccoceeerenerinenenieenieieeseene Y /N  Infectious mono........cccecevcereeerenieenenenne Y /N
Heart disease.......c..ccceevveeneneincnneennenn. Y /N Hernia ....ocoeveneoininiininiicincieincnne Y /N Bronchitis......ccccceecireeveenenieenenieincnne Y /N
ATALIHS oo Y /N  Blood or plasma transfusion................... Y /N  Mitral valve prolapse.......c.c.ccccceevereuennnee Y /N
HepatitiS ....ccoeeveenreenencinciececccne Y /N UICET i Y /N SOKE .o Y /N
Thyroid diS€ase.......cccevvererereereereeniennns Y /N  Kidney disease.......cccevuevvererereereeruennenne Y /N  Bleeding tendency .........c.ccoccoeveeveinucnnne Y/N

PLEASE EXPLAIN ANY IF NEEDED:

Are your vaccinations current? Y / N

PAST SURGERIES:

SOCIAL HISTORY: Occupation: (exposures?

Marital status: Single: Married: Separated: Divorced: Widowed:
Alcohol use: Never: Rarely: Moderate: Daily:

Tobacco use: Never: Previous? ( quit: ) Current packs per day:

Drug use: Never: Previous? (quit: ) Drug:



FAMILY HISTORY: AGE DISEASE if deceased, age and cause of death (please list mother’s or father’s side of family)

Grandparents:

Father

Mother

Aunts/Uncles

Siblings

Children

GYN Review of Systems:  Irregular periods ..........ccccevceeroieriieniennene Y/N Frequent urination .........c..ceceeceevvencneennee Y/N
Painful periods......cc.ccoooeenieniiniiniienen. Y/N Burning or painful urination ................... Y/N
Heavy or prolonged periods.................... Y/N Change in Stream.........ccccoeceeeeeeeereennenns Y/N
Absent periods.........cceeeeeeeeieenieenieeieeenn Y/N Difficulties emptying completely............ Y/N
Pelvic Pain........ccccoceviiniiniiniiiiee Y/N Incontinence with activity .......c...cecceueeeee Y/N
Abnormal vaginal bleeding...................... Y/N Incontinence with urgency .........cc.ccc..e... Y/N
Abnormal sores or lesions............cc......... Y/N Kidney Stones .........ccocceevvveeeiieeeneeenieenne. Y/N
Painful intercourse........cc.ccoceevernenneennen. Y/N Facial hair.........coccoviniiniininiiice Y/N
Vaginal itching or burning....................... Y/N Nipple discharge..........cceevveevceierieennnenns Y/N
Vulvar itching or burning ........................ Y /N Breast lump .....cccoecvveiiiiiiieeieeeee, Y/N
Decreased sex drive.........cccveveveeeereeeinennns Y/N Breast pain.......cccoeceeeeieeiiieecie e Y/N
Hot flashes or menopause symptoms......Y / N Vaginal dryness .......ccccceevvvercieeecieennenns Y /N

GENERAL REVIEW OF SYSTEMS:

Constitutional: Good general health lately .............. Y /N Recent weight gain ........ccceeveveinieeiiniccniniciecieenne Y /N Recent Weight 10SS....c.ccocuevveieiniiicniniceiceieceeee Y/N

Fevers......ccooviiiiiiiiiiiiccccs Y /N Fatigue......ccoeuiuiiiiiiiiiiieeieee e Y /N Headaches ........ccovvieiiiriiiciicciiciiceeeeeeeeeenee Y/N
Eyes: Eye disease Or injury ...........ccoceeeeuee. Y /N Wear glasses/Contacts ..........cccocceeciicininicinininienennens Y /N Blurred or double vision...........ccccceviviiiviciciiciicncnnne Y/N

Ears/Nose/Mouth/Throat: Hearing loss or ringing

.Y /N Earaches or drainage.....

Chronic sinus problems/rhinitis ........Y /N Nose bleeds.............. .Y /N Mouth sores .............. Y/N
Bleeding gums.....c..cccocvveueenne ..Y /N Bad breath or bad taste ..........cccevveevirieennerenicinenns Y /N Swollen glands in necK.......ccocoeeveiivneinncenccennes Y/N

Cardiovascular: Heart trouble ........c.c.cccccoeeevenenennnnne. Y /N If yes explain:
Chest pain or angina...........c.ccceeeeeueee. Y /N Palpitations.......cccccccoeiieinirinirinirieieieieicieeciceeceeeennas Y /N Shortness of breath ...........ccccceuceeiiinininnninrecnee Y/N
Swelling of the feet or ankles............ Y/N

Respiratory: Persistent cough ..........ccccceeueueccnnne Y /N Pneumonia .....cccceceververienieieinenieneieeeesceee e Y /N Chronic bronchitis .........ccecevververieieerieneneneeeeseeennen Y /N
Spitting up blood? ........ccccceeuiieinns Y /N WHhEEZING ..o Y /N

Gastrointestinal: Loss of appetite ...........cccocceevuneee. Y /N change in bowel movements ...........cccceeerveuceneeucnnnes Y /N Irritable BOWel.....oc.cooviiiiiriiiiiciieceecceceeeeceee Y/N
Nausea / vomiting......... .Y /N Frequent diarrhea................ .Y /N Constipation.... Y/N

Painful bowel movements ..Y /N Rectal bleeding ....
Musculoskeletal: Joint pain ................. .Y /N Joint stiffness ....
Weakness in muscles..........ccccceeeunn. Y /N Muscle Cramps .......ccceeeeveueveereeneererenreeneeeeenenenns
Cold extremities............cceeveeeeurueuennne Y /N Difficulty walking.........cccooevnienrnnncicceccneee
Skin: Rash or itching .....c..cccceeeveccnnnnnes Y /N Change in sKin COlOT ......ccoeirireineinincineceee
Varicose VEIns.........ooevvvvviviiviieienennns
Neurological: Headaches..............
Numbness or tingling
Head injury .................. .
Psychiatric: ~ Memory loss/ confusion.................... Y /N Nervous/ anxious .........ccccceeeeeereeerererueueueeeuerenenenene
Sleep disturbance...........coeeeerveerennene Y/N
Endocrine:  Excessive thirst/ urination ................. Y /N Heat/ cold intolerance............cccccoevvvrurvevinenennnnncnns
Hematologic: Slow to heal after cuts............ccccc.c.c. Y /N Bleeding bruising tendency ...........c.ccceeevereeerenenes
PhIebitis ..o Y /N Past transfusions ..........cccceeeeuveiciciiiiinininns

.Y /N Abdominal pain.

.Y /N Joint swelling.. Y/N
....... Y /N Back pain ......cccocceeveeveneceeenncenecneeceneessecene Y / N
....... Y /N
....... Y /N Change in hair or nails ........ccccccoevvcvnccnnccnccenne. Y/ N

Paralysis

....... Y /N Depression .........cccceeveeeeevereeueueucucueccccresesesneneseennns Y [ N
....... Y /N Dry sKin .c.coeveinieiiieiiniccinccneceeeceeenieeneeeene Y / N
....... Y /N Anemia......ccoeevenneenvenecnccceccccrescseseeeeeeee Y [ N
....... Y /N Enlarged glands .......ccccccvvennecenncrncccnncccncvcenee. Y / N

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be
dangerous to my health. It is my responsibility to inform the doctor’s office of any changes in my medical status. I authorize the healthcare staff to

perform the necessary services needed.

Date:

Patient signature:

ConvulSioNS OF SEIZUIES .....ccveververeerrererrerreieeeeereerenas Y/N




