
1. Adopted? Yes ______ No _______ 21. First day of your last normal menstrual period (date)
2. List anyone in your immediate family (parents, brothers,

sisters) who have had: 22.
A. 23.
B. 24.
C. 25.
D. 26.
E. 27.
F. 28.
G. Yes_______ No________
H. 29. Do you have severe cramps? Yes_______ No________

3.
to prevent a miscarriage? Yes_______ No________

4. Is this your first pelvic exam? Yes_______ No________
5. Family Doctor: ________________________________________
6.
7. Have you ever had surgery or 

been hospitalized? Yes_______ No________

8. Have you ever had a blood transfusion 
or been exposed to blood products? Yes_______ No________

9.  What medications (prescription or over-the-counter) do you

10. Are you allergic to latex or ever had an allergic reaction to a drug 
or local anesthetic? Yes_____ No_____ What?______________

11. Do you drink alcohol? Yes_______ No________

12. Have you or your partner(s) ever used street drugs
(including IV)? Yes_______ No________

13. Do you have problems reading, hearing or with perception
(e.g. numbness)? Yes_______ No________

14. Do you now have or have you ever had any of the following?
A. Acne or skin problems Yes_______ No________
B.  Thyroid - on medication Yes_______ No________
C. Lung problems Yes_______ No________
D. Liver-hepatitis, mononucleosis,

recent jaundice Yes_______ No________
E. Diabetes Yes_______ No________
F. Birth defects Yes_______ No________
G. Cancer Yes_______ No________
H. Eating Disorders Yes_______ No________ If smoker: Informed risk of smoking ❑ Yes ❑ No

15. Do you smoke? Yes_______ No________ Length of time client has smoked: 
16. 

Yes_______ No________
17. Have you had the Hepatitis B vaccine? Yes_______ No________
18. Age at last Tetanus/Diphtheria booster? _________
19.

e.g. violence, incest, sexual abuse? Yes_______ No________

20. 
Yes_______ No________ Turn sheet over to complete - Thank You

Do you have bleeding between your periods?

STAFF COMMENTSWhen your mother was pregnant with you did she take DES

CLIENT HISTORY - GENERAL

Family History: _____________________________________________

__________________________________________________________
__________________________________________________________

INITIAL MEDICAL HISTORY FORM/ROS
This medical record is confidential and will not be released to anyone without written consent except as may be required by law.

Stroke ____________________________________________

Date ___________________ Name ________________________________________________ Birthdate ______________ Age _______

I am here today for: _________________________________________________________________________________________________

Number of pads or tampons used on heaviest day ______________

______________________________________________________
Age when your period began ______________________________

Last physical exam: ____________________________________

If yes, why? __________________________________________

FAMILY HISTORY MENSTRUAL HISTORY

Diabetes __________________________________________
Heart Attack ____________________ What age? _________
Blood Clots ________________________________________
Breast Disease _____________________________________
High Cholesterol or Triglycerides _______________________
None of the above ❑

How many days do you flow?_______________________________
Number of days between your periods? ______________________

Cancer ___________________________________________
High Blood Pressure ________________________________

Are your periods: Regular_____________ Irregular_____________
Is the flow: Light__________ Medium__________ Heavy________

__________________________________________________________
__________________________________________________________

__________________________________________________________

__________________________________________________________
__________________________________________________________

__________________________________________________________

Menstrual History: ___________________________________________

__________________________________________________________
__________________________________________________________
__________________________________________________________

currently take? ________________________________________

__________________________________________________________
__________________________________________________________

__________________________________________________________

__________________________________________________________
____________________________________________________

Amount of drinks a week ________________________________

Client History-General: _______________________________________

__________________________________________________________

__________________________________________________________
__________________________________________________________
__________________________________________________________

__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________
__________________________________________________________

(If so, we will discuss in private)

or is violent?
Are you in a relationship that scares you

__________________________________________________________
__________________________________________________________
__________________________________________________________

Have you had Measles, Mumps, or

Do you have any partner or family concerns? 

Rubella (MMR) Vaccine

__________________________________________________________
__________________________________________________________

__________________________________________________________
__________________________________________________________
__________________________________________________________

__________________________________________________________
__________________________________________________________

__________________________________________________________

______________________
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30. Could you be pregnant now? Yes_______ No________
31. 59. Gallbladder disease Yes_______ No________
32. 60. Kidney infection or problem Yes_______ No________
33. 61. Bladder infection or problem Yes_______ No________
34. 62. Stomach or intestine problems Yes_______ No________

35. Yes_______ No________
36. Yes_______ No________
37. Yes_______ No________
38. Yes_______ No________ 63. Severe or frequent headaches Yes_______ No________
39. Yes_______ No________ 64. Eyes blurred or distorted vision Yes_______ No________
40. 65. Emotional problems Yes_______ No________
41.
42.
43. 66. Mental depression Yes_______ No________
44. 67. Seizures/epilepsy Yes_______ No________
45.

Yes_______ No________

46. Yes_______ No________
47. 68. High blood pressure Yes_______ No________

69. Stroke Yes_______ No________
48. What methods have you used in the past? ________________ 70. Heart disease, rheumatic fever Yes_______ No________

71. Blood clots (thrombophlebitis) Yes_______ No________
49. 72. Varicose veins Yes_______ No________

73. Blood disease Yes_______ No________
74. High cholesterol or triglyceride Yes_______ No________

50. 75. Sickle Cell Anemia Yes_______ No________
a) Ovary/Uterus problems Yes_______ No________ 76. Anemia (Iron) Yes_______ No________
b) Infection of uterus/tubes Yes_______ No________
c) Vaginal infection(s) Yes_______ No________
d) Herpes or genital warts Yes_______ No________
e) Gonorrhea, syphilis or chlamydia Yes_______ No________
f) Pain or problems with sex Yes_______ No________
g) Hirsutism (excess hair) Yes_______ No________
h) Breast problems or surgery Yes_______ No________

51.

52. Have you or your partner had more
Yes_______ No________

53.
Yes_______ No________

54.
55.

Yes_______ No________

56.
57. Yes_______ No________
58. Have you ever had follow-up tests

Yes_______ No________

I certify that the answers given are true and complete to the best of my knowledge: (Patient, please sign below)

Name _________________________________________________Birthdate______________________Date ________________

Reviewed by _______________________________________________________________ Clinician Signature

Cesareans?

Number of abortions ____________________________________
Date last pregnancy ended _______________________________
How many children would you like? ________________________

Current or in past

Current or in past

__________________________________________________________
(If yes, describe) ____________________________________________

NEURO. HISTORY

__________________________________________________________

_____________________________________________________
What method do you wish to use? _________________________

Age of first sexual intercourse? __________________________
Having more than one partner increases the chance of infection

than one partner in the past 6 months?
Are you concerned about a sexually

__________________________________________________________
__________________________________________________________

STAFF COMMENTS

transmitted infection?
Do you have sex with: Men______Women______ or Both_______

Last Pap smear ________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________
__________________________________________________________

Other: ____________________________________________________

_________________________________________Staff Signature

Are you planning a pregnancy in the next 2 years?

for an abnormal pap?

CONTRACEPTIVE/GYN/SEXUAL HISTORY

PAP HISTORY

Have any of your partners been bisexual?

Was it normal?

_____________________________________________________
_____________________________________________________

What method of birth control do you currently use? ___________
_____________________________________________________

PREGNANCY HISTORY GU-GI HISTORY

Number of miscarriages __________________________________
Number of stillbirths ____________________________________

Current or in past

Total number of times pregnant ___________________________

Are you sexually active now?

Number of live births ___________________________________
Number of living children ________________________________

Toxemia?
Blood Sugar problems? (diabetes)
Birth defects?

Age of each living child _________________________________

Pregnancy Complications?
_____________________________________________________

__________________________________________________________

GU-GI HX: _________________________________________________

Pregnancy HX: _____________________________________________

(If yes, treatment) ___________________________________________

CARDIOVASCULAR HISTORY
Current or in past

NEURO HX: _______________________________________________

CV HX: ___________________________________________________

GYN HX: __________________________________________________

__________________________________________________________
__________________________________________________________

__________________________________________________________
__________________________________________________________

__________________________________________________________

__________________________________________________________
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