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Obstetrics & Gynecology

MEDICAL HISTORY FORM

This is a confidential questionnaire that will be used by The Women’s Center in creating an initial history and physical for your medical record. 

Please mark a “(” or “(” in all boxes that apply, and add clarification or comment that is pertinent.



Personal Information

Patient Name:
 Date:


D.O.B.:
 Age:


Who filled out this form: 

( Self   ( Other   Relation to Patient: 


If an interpreter is provided to assist the patient to complete the medical questionnaire, please complete:

( I have translated the information and advice presented orally to the patient.

( I have read the form to the patient explained its contents in ( Spanish   ( 
(language)

To the best of my knowledge and belief, the patient understood the explanation.


Interpreter Signature
 Date


Reason you are seeing the doctor today:

( New Well Woman visit (no problems, yearly visit)

( Established Well Woman visit (no problems, yearly visit)

( New medical problem visit (reason for visit):


( New referral from Dr. (name):
 Reason for referral:


Primary Care Doctor:


Address:


Phone:
 Fax:


( I have no Primary Care Doctor

Other doctors you see:


Doctor
Specialty (type of doctor)
Reason for seeing


Chief Complaint: ________________________________________________________________________________

History Present Illness: ___________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

Patient Name:
 Date: 

D.O.B.:
 Age:


The following information is requested but optional:

Race and Ethnicity Designation:
( American Indian
( Alaska Native
( Asian
( Pacific Islander


( Black (not of Hispanic origin)
( Hispanic
( White (Not of Hispanic origin)

PERSONAL HISTORY

	Major Illness
	Past
	Present
	No
	Major Illness
	Past
	Present
	No

	Asthma
	
	
	
	Cancer
	
	
	

	Pneumonia
	
	
	
	Ulcers
	
	
	

	Chronic lung disease
	
	
	
	Depression/anxiety
	
	
	

	Kidney infections/stones
	
	
	
	Anemia/blood transfusions
	
	
	

	Tuberculosis
	
	
	
	Seizures/convulsions/epilepsy
	
	
	

	Venereal Disease (sexually transmitted disease or infection)
	
	
	
	Bowel trouble
	
	
	

	Heart trouble/murmur
	
	
	
	Glaucoma
	
	
	

	Diabetes
	
	
	
	Arthritis/joint pain
	
	
	

	High blood pressure
	
	
	
	Fracture
	
	
	

	Stroke
	
	
	
	Hepatitis/yellow jaundice
	
	
	

	Rheumatic fever
	
	
	
	Thyroid disease
	
	
	

	Other Major Illnesses
	Past
	Present
	No
	Other Major Illnesses
	Past
	Present
	No

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Medications (Including Herbal Supplements, Diet Pills, Steroids)

Medication
Dose
Frequency
Last Taken

1. 







2. 








3. 








4. 








5. 







Allergies
( No known drug allergies
( No known environmental allergies
( Latex/rubber allergy


Drug Allergies
Environmental Allergies


Drug Name
Reaction
Allergic to
Reaction

1. 



1. 




2. 



2. 




3. 



3. 




Patient Name:
 Date:


Past Surgical History


Month/Year
Surgery Type
Where
Why

1. 







2. 








3. 








Other Nonsurgical Hospitalizations


Month/Year
Surgery Type
Where
Why

1. 







2. 








Last Immunization Dates

Tetanus
 Pneumonia 

Flu 
 TB Skin Test 

Obstetrical History

Total pregnancies:

Number of living children: 


Number of vaginal births: 

Number of Caesarean sections: 


Number of abortions:

Number of miscarriages: 


Current method of contraception:

	( Condoms
	( Copper T IUD (10 yr)
	( Depo Provera 

	( Ortho Evra Patch
	( Implanon 
	( Mirena IUD (5 yr)

	( NuvaRing
	( Pills Name:

	( Tubes tied

	( ESSURE
	( Other: 



GYN History- Menstrual and Pelvic History

Age of first menstrual period:

Start date of last menstrual period:


Normal cycle length from first day to next first day of flow:
 days
Normal period length from first to last day of flow:
days

Flow: ( Regular
( Irregular
( Heavy
( Light
( Moderate or variable

( Menopausal Symptoms:
( Hot flashes
( Vaginal dryness
( Mood Swings
( Night sweats

( Vaginal discharge:
If yes, does it: 
( Burn?
( Have an odor?
( Itch?

( Vaginal bleeding other than period or after menopause: If yes, describe: 

( History of sexually transmitted disease/infection (if yes, include date): ( Chlamydia: ________
( Gonorrhea: _______ ( Herpes: _______ ( Gonorrhea: _______ ( HIV: _______ ( Syphilis: date_______ ( Other: __________________________________________________________________________________
( Pelvic or lower abdominal pain (if yes, location):


( Pain related to cycle (if yes, location):


( Pain related to something else (if yes, what):


Patient Name:
 Date:


Social History

( Married (how long):

( Single
( Widowed (how long):

( Separated (how long):

( Divorced (how long):

( Cohabitate (how long):


Sexual Orientation: 
( Heterosexual (male/female)
( Homosexual (same gender)
( Bisexual (both genders)

Sexually Active:
( Yes
( No
If yes:


Total current sexual partners: 
Total sexual partners: 



Libido (sexual desire):
( Normal
( Decreased
( Increased


Intercourse:
( Pain with insertion
( Bleeding during or after
( Unable to reach orgasm


Have you ever been forced to perform any sexual act that you did not want to do? 
( Yes
( No

In the past year, have you been threatened, struck, slapped, or kicked by anyone you know? 
( Yes
( No

Do you feel safe where you live? 
( Yes
( No

On a scale of 1 (low) to 5 (high), how do you rate your current stress level? 

Do you smoke?
( No
( Yes 
cigarettes per day
How many years have you smoked


Do you drink alcohol?
( No
( Yes 
drinks per 
( Day
( Week
( Month


( Beer
( Wine
( Hard liquor
( Other


Do you use recreational drugs (confidential)? 
( No
( Yes
Substance:___________________________
How often:____________________ How many years? __________________ Last used: __________________
Do you exercise?
( No
( Yes 
How often? _______________________________________________
Family History

( High blood pressure
Relative

( Heart attack
Relative

( Stroke
Relative

( Diabetes
Relative

( Breast cancer
Relative


( Uterine cancer
Relative



( Ovarian cancer
Relative


( Colon cancer
Relative

( GI polyps
Relative

( Irritable bowel
Relative

( Other family disorders:


Breast History 
Yes
No

Change in size
(
(
Change in symmetry
(
(
Lump(s), bump(s) or red streak(s) 
(
(
Tender area(s) 
(
(
Nipple secretion or discharge
(
(
Lump(s) in arm pit
(
(
Breast surgery/implants/reduction
(
(
Other 


Cardiac History 
Yes
No

High blood pressure
(
(
Irregular pulse
(
(
Pacemaker
(
(
Chest pain
(
(
Extremity swelling
(
(
Cardiac History (continued) 
Yes
No

High cholesterol/triglycerides
(
(
Heart attack
(
(
Heart surgery
(
(
Mitral valve prolapse
(
(
Other cardiac problem(s). Explain:


Eye, Ear, Nose and Throat History 
Yes
No

Glasses/contacts
(
(
Lens implants or 


other eye corrective surgery
(
(
Visual defects/glaucoma
(
(
Hearing deficits/hearing aids
(
(
Dental disease
(
(
Dental surgery
(
(
Dentures
(
(
Other 


Patient Name:
 Date:


Endocrine History
Yes
No

Diabetes
(
(
Thyroid disorder
(
(
Adrenal gland disorder
(
(
Pituitary gland disorder
(
(
Other 


Gastrointestinal History 
Yes
No

Weight change in recent past
(
(

If Yes: 
lbs 
( Up
( Down

Bleeding from rectum
(
(
Hemorrhoids
(
(
Ulcers
(
(
Heart burn/hiatal hernia
(
(
Reflux disorder
(
(
Constipation
(
(
Diarrhea
(
(
Nausea/vomiting
(
(
Hepatitis/Liver disease
(
(
Irritable bowel syndrome (IBS) 
(
(
Alcoholism
(
(
Other 


Immunology History 
Yes
No

Lupus
(
(
Steroid use
(
(
Autoimmune disease
(
(
Other 


Musculoskeletal History 
Yes
No

Osteoporosis
(
(
Arthritis
(
(
Joint replacement(s) 
(
(
Myofascitis/fibromyalgia
(
(
Chronic back pain, neck  pain, sciatica
(
(
Curvature of the spine (scoliosis/kyphosis) 
(
(
Impaired mobility
(
(
Other 


Neurology History 
Yes
No

Headaches/migraines
(
(
Stroke/TIA
(
(
Seizures
(
(
Memory loss
(
(
Head injury or surgery
(
(
Weakness, numbness, loss of balance
(
(
Insomnia
(
(
Other 


Psychiatric History 
Yes
No

Depression
(
(
Anxiety attacks
(
(
Suicide attempts
(
(
Bipolar
(
(
Other 


Respiratory History 
Yes
No

Asthma/sneeze
(
(
Chronic cough
(
(
Pneumonia
(
(
Bronchitis
(
(
Asthma/sneeze
(
(
Chronic cough
(
(
Pneumonia
(
(
Bronchitis
(
(
Skin History 
Yes
No

Psoriasis/rashes
(
(
Skin cancer
(
(
Acne
(
(
Actinic keratosis
(
(
Excess body or facial hair
(
(
Other 

Urinary / Bladder History 
Yes
No

Urgency
(
(
Frequent voiding
(
(
Painful urination
(
(
How often do you get up to void at 


night?
times

Loss of urine with cough, sneeze, 


or jump
(
(

If yes, is it: 
( Mild
( Moderate
( Severe

Loss of urine before getting


to the bathroom
(
(

If yes, is it: 
( Mild
( Moderate
( Severe

Do not empty completely or dribble


after finishing
(
(
Bladder problems related to intercourse(
(
Other 

Vascular/Hematologic History 
Yes
No

Blood clots in vessels or lung (thrombosis) 
(
(
Easy bleeding
(
(
Easy bruising
(
(
Anemia
(
(
Varicose veins
(
(
Blood transfusion
(
(

If yes, when?


Other 

Any other health problems or concerns?

Patient signature: 
Date: 


Physician review: 
Date: 


Patient Name:
 Date:


PHYSICAL EXAMINATION

Ht: 
Wt: 
BMI:  
T: 
P: 
BP: 
LMP: 
Parity: 


General appearance (Note all that apply)

( Well-developed
( Other 


( Well-nourished
( Other 

( Normal habitus
( Other 

( No deformities
( Other 

( Well-groomed
( Other 


NECK

· Neck
( Normal
( LN
( Other

· Thyroid
( Normal
( Enlarged
( TTP
( Other

RESPIRATORY

· Respiratory effort
( Normal
( Increased
( Accessory muscle use
( Labored

· Auscultation of lungs
( Normal
( CTA
( Wheezing
( Crackles
( Diminished

CARDIOVASCULAR

· Auscultation of heart 
( Reg rate
( Reg rhythm
( Murmur
( Mitral valve prolapse

· Peripheral vasculature
( Normal
( Bruit
( Diminished
( Other

GASTROINTESTINAL (Comprehensive exam requires all bulleted elements)
· Abdomen
( Soft
( NT
( BSx4
( Rebound
( Guarding
( Scar

· Hernia
( Normal
( Abnormal
( Other

· Liver
( Normal
( Hepatomegaly
( Other

· Spleen
( Normal
( Splenomegaly
( Other

LYMPHATIC Palpation of nodes (note all that apply)
· Neck
( Normal
( Abnormal 


· Axilla
( Normal
( Abnormal


· Groin
( Normal
( Abnormal


· Other site
( Normal
( Abnormal


SKIN

Inspect/palpate
( Normal
( Rash
( Ulcer
( Acne
( Scar
( Tattoo
( Psoriasis

NEUROLOGICAL/PHYCHIATRIC

Orientation:
( Time
( Place
( Person
Comments 

Mood and Affect
( Normal
( Depressed
( Anxious
( Agitated 
( Other

GYNECOLOGIC

· External genitalia
( Normal
( Rash
( Ulcers
( Warts
( Change in color

· Vagina/pelvic support
( Normal
( Pink
( Moist
( Rugae
( D/C
( Warts
( Pale

· Cervix
( Absent
( Abnormal
( Nullip
( Multip
( Bloody
( D/C
( Warts

· Uterus
( Absent
( Anteverted
( Midline
( Retroverted
( TTP
( Enlarged
( Mobile

· Adnexa/parametria
( Absent
( Palpable
( Mobile
( TTP
( Mass L or R

· Urethral meatus
( Normal
( Midline
( TTP
( Caruncle
( Diverticulum

· Bladder
( Normal
( NT
( Full
( Cystocele
( Fistula

· Rectum
( Normal
( Rectocele
( Rash
( Hemorrhoids
( Guaiac:
( Pos
( Neg

· Anus/perineum
( Normal
( Abnormal 

· Breasts
( Normal
( Asymmetrical
( D/C
( LN
( Nipple retraction
( Galactorrhea

NOTES:


Physician signature: 

Date: 


MEDICAL DECISION MAKING

LABS

( B-HCG

( Biopsy

( BMP

( CA-125

( CBC

( CMP

( FOBT (>50) V76.41
( FSH

( GC/Chlamydia

( HgbA1C

( Hirsutism Panel

( HIV

( LIPID V77.91
( PAP with Reflex HPV if ASC-US

( PNL

( PRL

( PT/PTT/INR

( Random Glucose

( RPR

( Rubella

( Thrombophilia

( TSH

( UA 

( UA C&S

( UPT

( VPIII 

( VWF, VIII, RCF

( OTHER


RADIOLOGICAL STUDIES

( Colonoscopy V76.51
( DEXA V82.81
( MRI
( With Contrast

( CT
( EKG
( U/S – ABD
( Without Contrast

( CXR
( MAMMO V76.12
( U/S – Pelvic
( With & Without Contrast

( Other

VACCINATIONS

( Gardasil V04.89
( Hep B V07.2
( Influenza V04.8
( Pneumococcal V03.82          ( PPD V74.1        
( Td V06.5

PATIENT COUNSELED RE:

( Diet/Exercise V65.41
( HRT V07.4
( Skin Safety V65.49

( Emergency Contraception V25.02
( Kegels V65.49
( Smoke Detector V65.43

( Family Planning V25.02
( Osteo Prevention V82.81
( STD Prevention V65.45

( General V26.4
( SBE V76.19
( Tobacco/EtOH V65.42

( Guns V65.43
( Seat Belts V65.43
( Violence Risk V65.43

Minutes Counseled

Total Encounter Time

REVIEW OF RECORDS

( Previous test results
( Discussion of test results with other physician
( Old records reviewed

( History obtained from other source:


ASSESSMENT:


PLAN:


Physician signature: 

Date: 


Physician signature: 

Date: 


The Women’s Center


Obstetrics & Gynecology


Edwards Medical Plaza


1300 N. 12th Street, Suite 407


Phoenix, AZ 85006


( (602) 239-4915   ( (602) 239-4351


Fax (602) 239-5112





Obstetrics & Gynecology Residency Program


	Dr. John Mattox


Dr. John Martin


Dr. David Glassman





PHYSICIAN ONLY





PHYSICIAN ONLY





PHYSICIAN ONLY
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