
PATIENT MEDICAL HISTORY 
 
Name____________________________________________________    Date_______________________ 
 
Age__________    First Day Of Last Menstrual Period___________________ 
 
Reason for Today’s Visit: 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
 
Social history (check) 
 
Are you:                Single______ Married_____ Divorced______ Widowed_______ Remarried________ 
 
Have you completed:     Grade School______ High School______ Junior College_____College_____ Graduate School_____ 
Occupation:________________________________________________________________________________________ 
 
Gynecological  History 
 
Age At Time of First Menses_____________  Frequency of Menstrual Periods_____________________ 
Number Of Days Of Bleeding:   Total___________    Heavy____________    Light __________________ 
Bleeding Between Periods?___________ Pain With Periods?__________________Pain With Intercourse? ___________ 
Other Pelvic Pain?__________________ Are You Sexually Active?___________   Method Of Birth Control__________ 
Previous IUD Use?  _________________Any Abnormal Pap Smears?_________________________________________ 
 
Any History Of :   (check) 
 
Gonorrhea_____ Herpes_____ Syphilis______ Chlamydia_____ Venereal Warts_____ HIV_____  Hepatitis_____  
Pelvic Inflammatory Disease____    Fibroid Tumors Of The Uterus______   Infertility? Yes No 
Treatment?______________________________________________________________________________________ 
Endometriosis?___________________________________________________________________________________ 
 
Do You Have . . . . . (Indicate F = Frequently  R= Rarely or N= No) 
 
Night sweats   ___________  Hot Flashes __________  Vaginal Dryness __________  Difficulty Sleeping ___________ 
Memory Loss ___________ Depression  __________   Loss of Interest in Sex __________  Anxiety _______________ 
Loss of Urine When you Cough or Sneeze _________ 
 
# Pregnancies ___________Miscarriages_________Abortions________Ectopic________ 
 

 
Year 

 
Weeks 

 
Delivery Type 

 
Weight 

 
Anesthesia 

 
Complications 

      
      
      
      
      
      
      

 
Were Your Pregnancies Complicated By Hemorrhage?_____________Infection?_____________________ 
Infection With Group B Strep?______________________Diabetes?________________________________ 
Other Complications Of Pregnancy?_________________________________________________________ 
 
Any Personal History Of: (Check) 
 
Urinary Tract Infections ________  Stomach Ulcers _______  High Blood Pressure _______  Thyroid Disease _______  Lupus _______ 
High Cholesterol ______________  Eating Disorders_______ Physical/Sexual Abuse______  Liver Disease _________  Stroke _______ 
Heart Disease _________________ Broken Bones _________ Mental Illness ____________   Osteoporosis _________  Asthma ______ 
Depression ________Migraines ____________  Diabetes ____________ Seizures __________  Hepatitis ________ Blood Clots ______ 
 
Any history of cancer?  Yes  No  What Type?_________________What treatment did you have?___________________  
Other Illnesses?____________________________________________________________________________________ 
 
 
 



 
 
Patient Medications: 
Medication Dosage Indication 
   
   
   
   
   
   
   
 
Allergies: 
Medication Reaction 
  
  
  
  
 
Surgeries:  

Surgery Date Problems 
   
   
   
 
Any Hospitalizations?________________________________________________________________________________________ 
 
Do You Use? 
Tobacco_____ How Much?_________   Alcohol______ How Much?____________ Other Drugs______ How Much?________ 
 
Vaccines:  
Have you had a Flu Shot This Year?   Yes No    When was your last Tetanus Shot?__________  
Have you had the Rubella Vaccine?  Yes  No   Have you had Chickenpox or the vaccine?  Yes No    
Have you had Hepatitis? Yes  No    Have you had the Hepatitis Vaccine? Yes No  
 
Pre-conceptual Issues:  
Do you have any cats?________________  Do you eat raw meat?__________________ 
Do you or your Partner ever use hot tubs, steam rooms, or jacuzzis? Yes    No 
Are you or your Partner of Mediterranean Descent?     Yes     No     Jewish?     Yes     No           African-American?       Yes     No           
 
Is There A Family History Of : (check) 
High Blood Pressure _____  Bleeding Disorders _____   Muscular Dystrophy _____ Mental Illness _____   Endometriosis _____ 
Sickle Cell Anemia   _____  Tay-Sach’s Disease  ____    Spina Bifida ___________  Cancer ________        Osteoporosis _____  
Heart Disease __________   Thallasemia ___________   Alcoholism ____________  Depression_____        Gout ______  
Birth Defects __________    Cystic Fibrosis _________  Lupus __________Glaucoma ________   Suicide _____ Alzheimer’s ____ 
 
Review of Systems: Please check any items which pertain to you, and elaborate in the space below.  
Muscle or Joint Pain _____  Excessive bleeding or Bruising _____  Painful Bowel movements _______Blood in your stool ___________ 
Urinating at Night  ______  Painful Urination ______Weight Change _________Hearing Loss _______ Involuntary Loss of Urine _____ 
Frequent Urinating ______  Muscle Weakness _____ Difficulty Breathing _____ Swelling in Legs ____ Trouble Walking  _____ Rash___ 
Sores that won’t heal _____ Blood in Urine ________Sinus Problems _________Visual Problems ____Unusual Moles _____Hair Loss ___ 
Breast Lump ____________Chest Pain ___________ Constipation ___________ Palpitations _______ Mouth Sores ______ Fatigue _____ 
Nipple Discharge ________ Numbness _______  Fainting _______ Headaches _______ Nausea______Vomiting _____ Indigestion _____ 
 
 
 
 
 
When Was Your Last Cholesterol Test?_______________Results?_______________ Do You Take Vitamins_______________________ 
When Was Your Last Mammogram?______________ Do You Perform Self-Breast Exams?________ Do You Exercise Regularly?______ 
Have you ever had a colonoscopy?_______Have You Had Stool Testing For Occult Blood?_____________________________________ 


