
         Name: _________________________________ 

         Age: ________ Date: _____________________ 

OBSTETRICAL HISTORY 

Total number of times pregnant __________________ 

How many full term babies have you had? _________ 

How many premature babies have you had? ________ 

How many miscarriages have you had? ____________ 

Have you ever had an abortion? _________ How many? ________ When? _____________________________________ 

 Complications? ______________________________________________________________________________ 

How many sets of twins have you had? ____________ 

Have you ever had an ectopic (tubal) pregnancy? ____________ How many? _________ 

How many living children do you have? ________ 

Have you ever had a cesarean section? _________ How many? ___________ 

 What was the reason for the first one? ____________________________________________________________ 

Were any of your pregnancies complicated? _________ By high blood pressure? _________ Hemorrhage_____________ 

 RH disease _______ Any other reason? ___________________________________________________________ 

Were you ever hospitalized before labor? ______ Why? ____________________________________________________ 

What was the weight of your largest baby? ___________________ 

How old is your oldest child? __________ How old is your youngest child? __________ 

GYNECOLOGICAL HISTORY 

Do you menstruate? ___________________ When did you last menstrual period start? (DATE) ____________________ 

Menstruated first time at what age _____________________ 

If not menstruating, stopped at age_____________________ 

 Have you had any bleeding or spotting since menstruation stopped? _____________ 

How often do you have your periods?  Every ________ days 

Menstrual flow usually lasts for a total of _________days. 

How many pads or tampons do you use on your heaviest day? ____________ 

Do you usually have clots with your periods? _________________________ 

Are your periods usually painful? _____ If so, MILD, MODERATE, SEVERE, INCAPACITATING (circle one) 

Do you ever have bleeding or spotting between periods? ________ 

Do you ever have bleeding or spotting after intercourse? ________ 

Have you ever had a pap smear? ________ When? _______ Where? ________Normal? __________ 

If over 35 years old, when was your last mammogram? ________________ 

Have you ever been treated for venereal disease? __________________ If so, what kind? __________________________ 

Have you ever been treated for herpes of the genitalia? ____________________ 



GYNECOLOGICAL HISTORY continued 

Have you ever been treated for vaginal warts? ___________________ 

Have you ever had problems with chronic vaginitis? _____________ 

  Are you presently using a form of contraception? ________________________ If so, circle method used: 

 Pills – Brand _____________________________________________ How long? _________________________ 

 IUD - Brand______________________________________________ How long? _________________________ 

 Diaphragm         Condoms        Rhythm       Withdrawal        Tubal Ligation       Vasectomy        Foam        Sponge 

Are you satisfied with you method of birth control? ______________________________ 

 

 

PAST HISTORY 

Have you ever had an operation on any of the following? 

    YEAR                YEAR 

Appendix  _____________________  Breast    __________________________ 

Gall Bladder  _____________________  Ovary   __________________________ 

Kidney Stones  _____________________  Fallopian Tubes  __________________________  

Tonsils   _____________________  Womb or Uterus __________________________ 

Tumor of any kind _____________________  Vaginal Repair  __________________________ 

Varicose Veins  _____________________  Cesarean Section __________________________ 

Hernia   _____________________  D & C   __________________________ 

Hemorrhoids  _____________________  Cryo Surgery of Cervix __________________________ 

Chest   _____________________  Laparoscopy  __________________________ 

Spine   _____________________  Other Surgery  __________________________ 

Other then for surgery, have you ever been hospitalized? _________________________ Why? _____________________ 

__________________________________________________________________________________________________ 

Have you ever had a blood transfusion? ________________ Any adverse reaction? _______________________________ 

Did your mother take hormones during her pregnancy with you? ______________________________________________ 

Are you allergic to any drugs? _________ If so, what? ______________________________________________________ 

What medications are you presently taking? ______________________________________________________________ 

      

 

 

 

 

 



FAMLIY HISTORY 

Have your grandparents, parents, brothers, sisters or children ever been treated for: 

CANCER  WHO     WHO      WHO 

Breast  _______________ Diabetes _________________ High blood pressure  _____________ 

Ovarian  _______________ Tuberculosis _________________ Blood Disease  _____________ 

Colon  _______________ Heart Disease _________________ Nervous Disorders _____________ 

Other  _______________      Muscle Disorders _____________ 

 

SOCIAL HISTORY 

Are you:  Married     Single     Separated     Widowed     Divorced     (circle one)  

 Years married ______________ Married more than once? _______________ How many times? ______________ 

 Husband: Age ______________ Health ___________________________________________________________ 

Do you habitually use laxatives? ______________If yes, for how long? ________________________________________ 

Do you drink alcohol? _______________ Amount _________________________________________________________ 

Do you smoke? ___________ Amount _________ packs per day 

Do you use narcotics? ___________ For how long? ________________________________________________________ 

Have you ever used addictive drugs? ___________ What? __________________________________________________ 

AS OF NOW DO YOU HAVE ANY OF THE FOLLOWING 

Yes     Yes     Yes 

____ Chills    ____ Nosebleeds   ____ Nausea or vomiting 

____ Night Sweats   ____ Prolonged hoarseness  ____ Indigestion 

____ Recent weight change  ____ Sores in mouth, gums  ____ Diarrhea 

____ Poor appetite    (fever blisters)   ____ Constipation 

____ Excessive sweating  ____ Dentures    ____ Abdominal pain other  

____Unusual growth of hair  ____ Difficulty swallowing          than menstrual cramps 

____ Marked tiredness   ____ Chronic cough   ____ Change in bowel habit 

____ Dizziness    ____ Chest pains   ____ Blood in stool 

____ Fainting spells   ____ Shortness of breath  ____ Tarry stools 

____ Headaches   ____ Palpitation of heart  ____ Blood in urine 

____ Deafness     ____ Breast tenderness   ____ Pus in urine 

____ Hearing aid    ____ Blood or milk from breast  ____ Sugar in urine 

____Ringing in ears   ____ Lumps in breast   ____Frequent night urination 

____ Eye pain    ____ Skin eruption    ____ Sudden urgent need to urinate 

____Marked disturbance of vision ____ Nervousness   ____ Painful urination 

____ Contact lenses   ____ Excessive worry    ____Loss of urine with coughing 

     ____Pre-menstrual symptoms           or sneezing 

             (Bloating, water retention, 

               anxiety, cravings, irritability, 

               hostility, increased appetite) 

_____Unusual vaginal discharge?  Characteristics:  smooth    coarse    watery    mucous 

          yellow      white    clear    brown  bloody 

          itches    burns    odor 

Have you recently been exposed to any sexually transmitted disease? _____ Do you wish to be checked? _____________ 

Are there any questions concerning sex that you would like to discuss with your doctor? ___________________________ 



What is the main reason for you appointment today? _______________________________________________________ 

 

REVIEW OF SYSTEMS 

INFETIOUS DISEASE RECORD                                          Year or approximate age  

Have you ever had:    German measles   ________________________________ 

     Poliomyelitis    ________________________________ 

     Tuberculosis    ________________________________ 

HEENT 

Any problems with:   Ears     ________________________________ 

     Eyes     ________________________________ 

     Nose     ________________________________ 

     Throat     ________________________________ 

     Headaches    ________________________________ 

RESPIRATORY 

Have you ever had:   Pneumonia    ________________________________ 

     Asthma     ________________________________ 

Have you coughed up blood?       ________________________________ 

 

CARDIAC 

Have you had:    Heart problems or murmur  ________________________________  

     Shortness of breath   ________________________________ 

GASTROINTESTINAL 

Ever had:    Hepatitis    ________________________________ 

     Liver disease    ________________________________ 

     Yellow jaundice   ________________________________ 

     Gallbladder disease   ________________________________ 

     Stomach ulcer    ________________________________ 

     Chronic constipation/diarrhea  ________________________________ 

     Blood in stools    ________________________________ 

     Other problems with  

      digestive system    ________________________________ 

KIDNEY 

Have you ever had:   A kidney infection   ________________________________ 

     A bladder infection   ________________________________ 

     Blood or pus in urine   ________________________________ 

     Kidney stones    ________________________________ 

ENDOCRINE 

Have you ever had:    Diabetes    ________________________________ 

     Thyroid problems   ________________________________ 

 

EXTREMITIES 
Any problems with:    Veins in your legs   ________________________________ 

     Muscles    ________________________________ 

     Joints     ________________________________  

BLOOD 

     Ever been anemic?   ________________________________ 

     Had a blood transfusion?  ________________________________ 
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