
PATIENTS HEALTH ASSESSMENT
DATE: ___/____/_______
LAST NAME: ______________________ FIRST NAME: ____________________________
DATE OF BIRTH: ___/_____/_______
REASON FOR VISIT: ________________________________________________________ 

CURRENT MEDICATIONS/SUPPLEMENTS/VITAMINS:            NONE: 
DRUG NAME: _____________________________________ DOSAGE: ________________________
DRUG NAME: _____________________________________ DOSAGE: ________________________
DRUG NAME: _____________________________________ DOSAGE: ________________________
DRUG NAME: _____________________________________ DOSAGE: ________________________
DRUG NAME: _____________________________________ DOSAGE: ________________________

ALLERGIES:                                                                                  NONE: 
MEDICATION NAME: ____________________________ REACTION/SEVERITY: ______________
MEDICATION NAME: ____________________________ REACTION/SEVERITY: ______________
MEDICATION NAME: ____________________________ REACTION/SEVERITY: ______________

YOUR MEDICAL HISTORY: (Please check the box(s) that apply to you and your family members)                                                
	Health Condition
	Check each box that apply
	
	Relationship to patient- ex: mother, father……

	Anemia
	Self:
	Family:
	
	

	Anxiety Disorder
	Self:   
	Family:  
	
	

	Arthritis
	Self:   
	Family:  
	
	

	Asthma
	Self:   
	Family:  
	
	

	Birth Defects
	Self:   
	Family:  
	
	

	Bladder Issues
	Self:   
	Family:  
	
	

	Breast Problems
	Self:   
	Family:  
	
	

	Cancer: Breast
	Self:   
	Family:  
	
	

	Cancer: Uterine
	Self:   
	Family:  
	
	

	Cancer: Ovary
	Self:   
	Family:  
	
	

	Cancer: Colon
	Self:   
	Family:  
	
	

	Cancer: Other

	Self:   
	Family:  
	

	

	Cancer: Skin
	Self:   
	Family:
 
	         

	

	Crohn’s Disease
	Self:   
	Family:  
	
	

	Depression
	Self:   
	Family:  
	
	

	Diabetes
	Self:
	Family:
	
	

	Endometriosis
	Self:   
	Family:  
	
	

	GI Problems
	Self:
	Family:
	
	

	Health Condition
	Check each box that apply
	Relationship to patient- ex: mother, father……

	Heart Conditions

	Self:   
	Family:  
	

	

	Hepatitis

	Self:   
	Family:  
	

	

	High Cholesterol
	Self:   
	Family:  
	
	

	High Blood Pressure
	Self:   
	Family:  
	
	

	Infertility
	Self:   
	Family:  
	
	

	Kidney Disease
	Self:   
	Family:  
	

	

	Lupus
	Self:   
	Family:  
	
	

	Ovarian Cyst
	Self:   
	Family:  
	
	

	Parkinson’s Disease
	Self:   
	Family:  
	
	

	PCOS
	Self:   
	Family:  
	
	

	Scoliosis
	Self:   
	Family:  
	
	

	Seizures
	Self:   
	Family:  
	
	

	Sickle Cell Trait
	Self:   
	Family:  
	
	

	Sleep Apnea
	Self:   
	Family:  
	
	

	Stroke
	Self:   
	Family:  
	
	

	Substance Abuse
	Self:   
	Family:  
	
	

	TB
	Self:   
	Family:  
	
	

	Thyroid Disorder
	Self:   
	Family:  
	

	

	Uterine Fibroids
	Self:   
	Family:  
	
	

	Varicosities
	Self:   
	Family:  
	
	

	Osteoporosis
	Self:
	Family:
	
	

	Osteopenia
	Self:
	Family:
	
	

	Other:
	Self:   
	Family:  
	
	





Gynecologic History:

Start date of your last cycle: _____________     	   	       Flow:
        (circle the one below)
	HEAVY          NORMAL              LIGHT



			How many days does your cycle last:
_____________ day(s)

How often are your cycles:				
    (circle one from below)				

	EVERY MONTH
	EVERY 28 DAYS
	EVERY 30-35 DAYS
	40 DAYS OR MORE




Sexual History:  (circle one from below)

Are you currently sexually active:  YES   NO             How many current sexual partners:__________ 
						      (Optional)- Total # sexual partners: ______
Sexually active with:  Men    Women      Both              

Birth Control: (circle your current contraception method)

Oral Birth Control Pill  /  Patch  /  Depo-Provera  /  Natural Family Planning(pull-out method) /  Condoms

Abstinence / Ring  /  ESSURE  /  Tubes removed (salpingectomy)  /  vasectomy  /  Nexplanon  /  Plan B                

IUD- Type: _______ / Abstinence /  None  

Post-Menopausal:  (circle one from below)

Age or Year Post-Menopausal: ________________   

Are you on hormone replacement therapy:  YES     NO              How long: _______mo/yrs
Have you had any post-menopausal bleeding:   YES       NO  	

Preventive History:
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MEDICAL HISTORY CONTINUED: 


MEDICAL HISTORY CONTINUED: 
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Last Pap Smear: ____/_____/______
Previous Abnormal Pap Smear:           YES   Type:_______________  Year:_____________
History of STD/STI: _________________
Last Mammogram: ____/_____/______
[image: OBGYN at Your Cervix" Poster for Sale ...]Last Bone Density: ____/_____/______            
Last Colonoscopy: ____/_____/______

Current Vaccination: (circle all that apply)
Shingles      Gardasil      FLU      TDAP












Never been pregnant:              

Pregnancy: 
Total Pregnancies: ________ Total Live Births: _________ Miscarriages: _________Abortions:_______
(please list in order of delivery)
	DATE
	WEEKS @ DELIVERY
	SEX OF BABY
	VAGINAL OR
C-SECTION
	BIRTH WEIGHT
	HOSPITAL
	COMPLICATIONS

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	




Surgical History: (please list all past surgeries starting with oldest)  

	Surgery Type:
	   Date:

	
	

	
	

	
	

	
	

	
	




Social History: (circle all that apply to you)

	Do you: Smoke or Vape
	Never
	Former
	Current

	Caffeine drinks a day:  #
	Never
	Occasional
	Daily

	Alcohol Intake:
	Never
	Social
	Daily

	Unlawful Drugs:
	Never
	Social
	Daily

	Education Level or Current Job Title:
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