WOMEN’S WELLNESS CENTER
ADULT PERSONAL HEALTH HISTORY  Today’s Date: / /

CENTER FOR MATERNAL-FETAL CARE
Name: DOB / / Age:

Page 1

PLEASE STATE THE REASON FOR YOUR VISIT

MEDICAL HISTORY Check all that apply SURGICAL HISTORY Check all that apply
] NO MEDICAL PROBLEMS [J 1 HAVE NEVER HAD SURGERY
O Diabetes [ Asthma [ Low Thyroid O High Cholesterol U Hysterectomy Year ______ Reason
. . - . (Circle type)  Abdominal Vaginal Laparoscopic

[] Depression [ Anxiety [ Hepatitis [J High Blood Pressure [7 Have you had ovary(s) removed? [INo [l Yes left / right / both
01 Lupus LI HIV/AIDS [ Chlamydia [ Genital Herpes [J Endometrial/uterine ablation Year
[ Seizures 1 Migraines [ Cesarean section(s) Year(s)
O Cancer: (type) Year: [ Tubal sterilization  Year

Cancer Treatment: [J Breast Biopsy Year Result
[ Blood Clot(s) Year location of clot [J Appendectomy Year

Were you treated with blood thinners for clot? [ONo [ Yes [] Gall Bladder Year
[J Abnormal Pap? [ONo [JYes VYear: O TonsHIectomY Year

List treatment, if any: L] Other Surgeries:

Year Type
O Blood Transfusion: Year Reason Year Type
[J Other medical problems: Year Type
(ADDITIONAL ROOM ON PAGE 2) (ADDITIONAL ROOM ON PAGE 2)
FAMILY HISTORY MENSTRUAL HISTORY
1 NO SIGNIFICANT FAMILY HISTORY [ 1 was adopted Age at first menstrual period:
Do you currently have menstrual periods? (OYes [ No

Check and list FAMILY MEMBERS (mother, father, brother, sister, and

. i iod?
please specify paternal or maternal aunt, grandmother, grandfather) who If no periods, what year was your last period:

have had the following: If still have periods, what was the first day of your last
[1 Breast Cancer (age) menstrual period? / /

] Ovarian Cancer Are your periods regular?  [dYes [1No

[] Uterine Cancer If your periods are not regular, please explain:

[J Colon Cancer (age)

g Stlm';e T O CONTRACEPTION (BIRTH CONTROL) Check all that apply
B.OO Clot(s) Ll leg ung [ | have had tubal sterilization
[ Diabetes

O] High Blood Pressure IS H-usban(gpartner- had a \/Dasectomy -
[J High Cholesterol Pills NuvaRing Patch Condoms

[J Heart Attack/stent in heart (age) L1 1UD: Mirena / Paragard Year:
[ Other 1 Other contraception:

(ADDITIONAL ROOM ON PAGE 2) L1 use NO contraception

ALLERGIES [J 1 HAVE NO KNOWN MEDICATION ALLERGIES Latex Allergy? [INo [ Yes
Medication Allergies:

Food/Environmental Allergies:

MEDICATIONS: Please include birth control pills, over-the-counter medicines, herbals and vitamins. (ADDITIONAL ROOM ON BACK)
[CJ 1AM NOT CURRENTLY TAKING ANY PRESCRIPTION OR OVER-THE-COUNTER MEDICATIONS OR SUPPLEMENTS
Medication Name Strength How Often Prescribed by Reason




Name

Date

SOCIAL HISTORY & HABITS
OCCUPATION:

EMPLOYER:

Marital status: OM [OS OD OWw [ w/life partner (male / female)
Are you sexually active? [ No [Yes [ Previously, not now

Past/current partner violence? [ No [ Yes
Do you drink caffeine? LI No [ VYes: ;

servings/day

Drink alcohol? O No [OFormer [Yes drinks / week
Smoke? [ No [Icurrent smoker cigs/day for yrs
] 1 am a former smoker cigs/day for yrs

Do you use other substances? ] No [ Yes If yes, (type)
Do you exercise? [1No [ Yes hrs/ wk

Do you use a seatbelt? [1No [JVYes

IMMUNIZATIONS: Your physician may ask to have copies of
complete immunization records for your chart.

Have you been vaccinated for HPV (Gardasil/Cervarix)? [ No [JYes
If yes, have you received 1, 2 or all 3 injections of the series?
(Pleasecircle) 1 2 3

HEALTH SCREENINGS:

O No [Yes
[ Normal [ Abnormal

Have you ever had a Pap test?
Month/year of last?
if abnormal, explain

Have you ever had a mammogram? [ONo [JYes
Month/year of last? O Normal [ Abnormal
if abnormal, explain

Have you ever had a bone density test? [ No [JYes
Year of last? [0 Normal [ Abnormal

if abnormal, explain

Have you ever had a colonoscopy? [JNo [Yes
Year of last? I Normal [ Abnormal

if abnormal, explain

Have you ever had a diabetes test? [ONo [JYes
Year of last? [0 Normal I Abnormal

if abnormal, explain

Have you ever had a cholesterol test? [JNo [Yes
Year of last? I Normal [ Abnormal

if abnormal, explain

OBSTETRIC HISTORY [11HAVE NEVER BEEN PREGNANT
Number of pregnancies:

Number of living children

Number of miscarriages: Ectopic (tubal) pregnancies:

Vaginal deliveries: Cesarean sections:

Abortions : Other losses:

If you have given birth to at least one child, please enter your age at first live birth

Please list significant complications you have experienced with pregnancy

ADDITIONAL SPACE: Use this area if you need more space to complete any section of this form.
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