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	DESCRIPTION
	S
	F
	DESCRIPTION
	S
	F

	1. Heart disease
	
	
	11. Asthma
	
	

	2. High blood pressure
	
	
	12. Diabetes
	
	

	3. Tuberculosis
	
	
	13. Liver disease/Hepatitis
	
	

	4. Thyroid problems
	
	
	14. Kidney/Bladder problems
	
	

	5. Stomach/Gall bladder problems
	
	
	15. Blood clots in lungs or extremities
	
	

	6. History chronic disease/infection
	
	
	16. Blood transfusion
	
	

	7. Anemia/blood problems
	
	
	17. Cancer
	
	

	8. Breast problems
	
	
	18. Migraine headaches
	
	

	9. Birth defects/inherited diseases
	
	
	19. Eating disorder
	
	

	10. Rheumatic Fever
	
	
	20. Mental/Emotional disorder
	
	




	21. History of physical or sexual abuse
	
	Y
	
	N

	22. Sexually transmitted disease - If yes, please circle type(s): Herpes, Chlamydia, Gonorrhea, HPV, Syphillis, Trichomonas
	
	Y
	
	N

	23. Have you ever been pregnant                                   Complications ?         
	
	Y
	
	N

	24. Date of last pap smear:                                                          Were results NORMAL?
	
	Y
	
	N

	25. Have you had a previous abnormal pap smear
	
	Y
	
	N

	26. Do you do self-breast exams monthly?
	
	Y
	
	N

	27. Last date of mammogram:                                                    Were results NORMAL?
	
	Y
	
	N

	28. Are you menstrual cycles (circle any that apply):  REGULAR / IRREGULAR / PAINFUL

	       How many days do you have menstrual flow?                              How often?

	29. Method of birth control:     Abstinence / birth control pills / DEPO / Patch / Condoms / Other

	30. Please list surgeries (year and type):



	31. If you have any other medical problems not mentioned, please list them:



	SEXUAL HISTORY





	LIFESTYLE



	THIS SIDE FOR PROVIDER USE ONLY
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Signature:  ___________________________________________________________
Next Appointment: ____________________

Have YOU or anyone in your family ever had any of the following illnesses?  Please check all that apply.


S – SELF	F - FAMILY





Have YOU had the any of the following?		Y – YES		N - NO





Have you ever been sexually active?  


_____ YES      _____ NO


Have you been sexually active in the past 6 months?	


_____ YES	_____ NO


Have you had more than one sexual partner in your lifetime?


_____ YES	_____ NO


Please circle your sexual preference:


Heterosexual / Bi-sexual / homosexual





Do you drink alcohol?	_____YES	_____NO


	Type:


	Amt/Day:


Do you use tobacco? 	_____YES	_____NO	Type:


	Amt/Years:


Do you use any street drugs?


		_____YES	_____NO





Do you exercise regularly?	_____YES	_____NO	Type:


	Amt:


Do you eat a healthy diet? 	_____YES	_____NO	


How many ounces/glasses of water do you drink daily?


	


	





Please list any drug allergies:








What was the FIRST day of your last period? 





Please List All Current Medications (Prescription, over-the-counter, vitamins, herbs, etc.):





Check and detail all positive findings below.  Use system numbers.





INITIAL PHYSICAL EXAM





1. Height 		4. B.P. 		





2. Weight 		5. Pulse 		





3.  BMI  	





PELVIC EXAM�
Norm�
Abn�
N.E.�
�
6. External genitalia�
�
�
�
�
7. Vagina�
�
�
�
�
8. Cervix�
�
�
�
�
9. Uterus (describe)�
�
�
�
�
10. Adnexa�
�
�
�
�
11. Rectum�
�
�
�
�
12. Other�
�
�
�
�
GENERAL PHYSICAL�
Norm�
Abn�
N.E.�
�
13. Skin�
�
�
�
�
14. HEENT�
�
�
�
�
15. Neck�
�
�
�
�
16. Chest�
�
�
�
�
17. Breasts�
�
�
�
�
18. Heart�
�
�
�
�
19. Lungs�
�
�
�
�
20. Abdomen�
�
�
�
�
21. Musculoskeletal�
�
�
�
�
22. Neurological�
�
�
�
�
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