Desert Bloom OB/GYN-please complete entire form
Patient Name___________________ Date of Birth___________ SSN_________________
Today’s Date______________________________________


Usual Weight______________________________________
Occupation_______________________________________
Exercise/Recreation_________________________________
Smoking/amount per day_____________________________
Caffeine/amount per day_____________________________
Street Drugs/type & amount per day______________________
Alcohol/amount per day___________________________________
Please indicate any personal history below:
Constitutional Symptoms

Good general health lately
Yes 
No

Gynecological



Psychiatric
Recent Weight Change
Yes
No  

Pain with periods
Yes
No        

Nervousness
Yes    No
Fatigue


Yes
No              
Irregular periods
Yes
No

Depression

Yes    No
                                                                             
Vaginal Discharge
Yes
No

Insomnia

Yes    No
Eyes                                                                      
Bleeding/spotting



Eye disease or injury
Yes
No               
between periods
Yes
No

Endocrine
Wear glasses/contact lenses
Yes
No
  
Night sweats 
Yes
No

Glandular or
                                                                               
Hot flashes
Yes
No






Sexual Difficulty
Yes
No

Hormonal Issues
Yes   No
Ears/Nose/Mouth/Throat
                                 
Number of pregnancies __________

Excessive thirst
Yes   No
Chronic Sinus problem/Rhinitis   Yes
No
  
Number of miscarriages__________
Sore throat/Voice Change
Yes
No
  
Terminations/Abortions_________

Hematologic/Lymphatic





  
Vaginal Deliveries        _________

 Easy bruising
Yes   No 

Cardiovascular



 
C-Sections                   _________
 
Anemia

Yes   No       
Heart Trouble

Yes
No
 
Last pap smear
    __________
 
Phlebitis

Yes   No
Chest Pain or Palpitation
Yes
No

Age period began           __________
 
Transfusion
Yes   No
Swelling of hands/feet
Yes
No

Length of period/Days   __________
 
Enlarged Glands
Yes   No






Days between periods   __________
Respiratory




Sexually transmitted 
Shortness of Breath

Yes
No

Disease

   ___________

List Allergies:
Wheezing

Yes
No

History of abnormal pap___________

___________________________






Last menstrual period    __________

________________________
Gastrointestinal




Birth Control
   ___________

___________________________
Loss of appetite

Yes
No







Change in Bowel Movement
Yes
No

Musculoskeletal



List Current Medical 
Nausea or Vomiting
Yes
No

Joint pain/stiffness
Yes
No           
  
Conditions:                                                                                                                           Frequent diarrhea

Yes
No

Muscle pain
Yes
No

 __________________________                                                     
Constipation

Yes
No

Back pain

Yes
No

___________________________
Rectal Bleeding/Blood in stool
Yes
No






___________________________
Abdominal Cramping
Yes
No

Integumentary    (Skin or Breast)

___________________________
                                                                                     
 
Rash or itching
Yes 
No

___________________________
Genitourinary









___________________________






Breast Pain
  Yes
No


Burning or painful urination
Yes
No

Breast lump/discharge Yes
No

List All Surgeries:
Blood in urine

Yes
No

Breast Cancer History Yes
No

__________________________
Incontinence (Leaking urine)
Yes
No






__________________________
Kidney stones

Yes
No

Neurological



________________________






Frequent Headaches
Yes
No

__________________________






Light Headedness
Yes
No

__________________________






Convulsions/Seizures
Yes
No


Family History

Has any blood relative had any of the following: Circle “yes” or  “no”. If yes please tell us who.
Cancer/type
Yes
No __________________
High Blood Pressure

Yes
No __________________
Diabetes 
Yes
No __________________
Epilepsy


Yes
No __________________
Heart Disease
Yes
No___________________
Anemia


Yes
No __________________ 
To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my health. It is my responsibility to inform the doctor’s office of any changes in my medical status. I also authorize the healthcare staff to perform the necessary services I may need.

Signature_________________________________________Reviewiing Physician Signature_________________________________________________
Date________________________________________________________________________________________________________________[image: image1.png]



LIST ALL MEDICATIONS AND STRENGTH�
�
�
�









