@ ‘Women’s Health Alliance

 WOMENS "PATIENT QUESTIONNAIRE
ALITANCE
" I
"Name SSN

Address

Phone Birthdate

Race

Religion Employer

Occupation Marital Status

M 0OSsS Op aw

Name of spouse
Chief Complaint (Why you are in the physician’s office today?):

'PAST, FAMILY, AND SOCIAL HISTORY:
I. PASTHISTORY:
Prior major illnesses and injuries:

Prior operations:

" Current medications (prescriptions and over the counter):

Allergies:

Do you have any reactions to medicine? 1 Yes [ No If yes, please list

~ Are your immunizations current? ‘Date ‘Date
MMR - Measles, Mumps, Rubella ... Q Yes O No._ "Pneumoccal ... Q0 Yes ONo
Chickenpox .................... QO Yes UNo. Flu vaccine .... JYes U No
Polio ..........ccivivvninn.. QYes ONo._ HepatitisB .... QYes O No
TD - Tetanus-Diptheria ........... O Yes QNo
Have you had any transfusions? O Yes QO No If yes, list date(s):
Have you had these infections in the past? = Rheumatic fever ........ QYes ONo  HepatitisB . ..QYes QNo
HepatitisA ............ OYes ONo Chickenpox ..U Yes QNo
German Measles .. ...... QYes QNo
1. FAMILY HISTORY: Has any relative had any of the following illnesses? 7
Relationship Relationship
" Cancer OYes ONo _ Stroke QOYes UNo
Location Epilepsy QYes UNo . _
Diabetes OYes QONo Kidney trouble O Yes (O No
Heart trouble OYes QNo Suicide OYes UNo
Heart attack OYes QNo Mental illness Q Yes O No
High blood pressure 0 Yes O No Tuberculosis QYes UNo

‘III. SOCIAL HISTORY: Level of education

Do you use drugs? QYes OQNo Name of drug

Do you use tobacco? QO Yes QNo Number smoked per day

Do youuse alcohol? QYes ONo  Amount per day

Have you ever been abused? O Yes O No Physically? O Yes O No Sexually? UYes O No




Usual weight: PERSONAL HEALTH HISTORY

Recent weight change .. ... dYes [No

Do you or have you ever had the following problems?

Any skinrashes ......... QdYes UNo Any heart trouble ........ OYes ONo Any thyroid trouble ...... OYes ONo
limpsiies A, 15 00 S OYes UNo high blood pressure ....d Yes [ No heat or cold intolerance .U Yes [ No
HEHINE e smivsnanis vinea O Yes UNo rheumatic fever ........ dYes ONo excessive sweating ..... UYes UNo
YNBSS oo cvicronims winss UYes UNo heart murmurs ......... OYes UNo excessive thirst ........ O Yes ONo
color change in chestpain ............ QYes QNo excessive hunger ....... OYes ONo

hairornails ......... OYes UNo palpitations ........... OYes ONo excessive urination ..... OYes UNo
chickenpox ........... OYes UNo T o ———— OYes ONo diabetes i v s ev i OYes ONo

Any head injuries ........ UYes UNo past EKG or other Any Nervousness ......... OYes ONo
frequent or severe heart IEss & vavis wieine OYes UNo tensIon: ot e amsa dYes QONo

headaches ........... OYes ONao Any trouble swallowing ...d Yes O No moodiness ............ QYes ONo

Any eye disease ......... OYes QdNo indigestion ........... UYes OUNo , depTessIon:. s QYes UNo
injury ............... O Yes ONo constipation .......... QYes ONo #axiely e genaeas dYes ONo
impaired sight . ........ U Yes ONo diarthea .............. O Yes QNo Any trouble with fainting ..U Yes U No

Any ear disease .......... OYes QONo change in bowel habits ..d Yes U No blackouts' s s UYes UNo
11701 " O Yes O No rectal bleeding ........ QdYes ONo REIZOIEE o v mmn i s OYes ONo
impaired hearing ....... U Yes UNo black stools ........... QdYes O No local weakness ........ OYes ONo

Any problem with nose ..... dYes ONo hemorrhoids .......... OYes ONo AUMBRESS . cocwaiazus O Yes ONo
mouth: <o v OYes QNo liver or gall bladder tingling .............. OYes UNo
SINUSES: wivnwcvie e OYes UNo trouble 2iiiliaeeaas UYes ONo LIPS it i o 3 OYes ONo
throats ffde. LI 2 UYes UNo hEPalifS BRI A58 5T w e dYes UNo memory loss .......... QYes UNo
Neck _iaicsisss v OYes ONo Frequent urination ....... dYes ONo Any problems with

Any breast problems painful urination ....... dYes UNo ANSHNA- s wisvisisainsas OYes UONo
such as lumps ......... OYes QONo leaking of urine when easy bruising .......... OYes UNo
nipple discharge ....... OYes QONo coughing or sneezing .. Yes U No bleeding ............. OYes ONo
;5010 i el | OYes QNo bladder/kidney Have you ever had a
tendemessi Lrsesimaias OdYes QONo infections ........... dYes W No blood transfusion ...... dYes UNo

Any chest problems such as SEONBS oo UYes ONo Any problems with swelling
chronic coughing ...... OYes QNo Any jointpain ........... OYes UNo of lymph nodes ........ OYes UNo
asthma s voin sty OYes QNo arthiitis o v vona e OYes ONo
wheezing ............. OYes QONo DACKACHE <. cv0min wrmmisrice dYes ONo ‘Would you like additional
emphysema ........... OYes ONo muscle pains or cramps .0 Yes O No information about your
pneumonia ........... OYes ONo varicose veins «..... .. UYes ONo Redlth — T s e O Yes UNo
spitting up blood ....... dYes UNo bloodclots ........... OYes UNo
721 1 T | AR —— dYes QONo inflammation in veins ...0d Yes [ No Topic
shortness of breath ..... OYes QNo

GYNECOLOGIC HISTORY Have you had any of the following

Age at onset of menses Are they regular? ............ OYes ONo sc:lc.lua]]y s ey dlseaseS?D Yes ON

Cycle days (from start to start)  How long do they last? ;::'pes d """"""" 0 Yes 0 No

Flow: Qlight O moderate O heavy Do you have pain or cramps? .... O Yes O No z am)];1 o LR L Q Yes 0 Nﬂ

Do you require medications for menstrual cramps? ...............ccoiinnn.. OYes ONo BOHOBEACR rexasisarishinis =8 0

Date of bt periid syphilis .............. UYes [ No

i . AIDS cooia v OYes QNo

Are you taking birth control pills now? . ...... ... ..ttt OYes ONo i QOYes ONo

Have you taken birth control pills inthe past? ................. e e, OYes ONo H g had
Date when you stopped taking birth control pills AVeYOU AN

Do you have any side effects from birth control pills? QYes ON YERUBE BRI oo G Xos: S0

yi y s m birth control pills? .................... 0 dischaige - oo O%es: ONo

Have you used any of the following birth control methods: itchi OYes ONo
condoms uatiagvesy OYes UNo PR s sodiosiason voe o s OYes ONo H RUlg hd """" t St ¢
FOAMN. < ogiecs oo mismsssesin OYes UNo tubal ligation ........... QYes QNo arvnzg::auze ::ghsgsmp e
diaphragm ........... O Yes ONo VaseCctomy ............. QYes ONo night sweats .......... OYes ONo
Depo-provera ........ O Yes UNo other hot flushes ............ OYes ONo

3 heart palpitations ...... QYes ONo

Date of last pap smear Was itnormal ............ OYes ONo irregular menses . ...... OYes ONo
History of abnormal pap smears: unusual bleeding ....... dYes UNo
vaginal dryness ........ UYes ONo

irritability ............ UYes UNo

History and/or treatment of infertility: If postmenopausal, do you ever experience

any vaginal bleeding ...... OYes ONo
Number of pregnancies
miscarriages
Thank you for completing this questionnaire which will be helpful deliveries
in understanding your health history. living children
Patient’s signature Date

Received by (provider) Date




