


GYNECOLOGIC SURGEONS & OBSTETRICIANS, P.C.                                           rev. July 2015 QuestionnNewPt 
INITIAL GYNECOLOGY HISTORY RECORD AND PATIENT QUESTIONNAIRE 

 
Is your visit today for ___your annual exam, ____pregnancy, or ___a problem?                         
If a problem what is it?_____________________________________________________________________ 
 
MEDICAL HISTORY       HOSPITAL/SURGICAL HISTORY 
Have any of your blood relatives had any of the following  __________________________________ 
conditions?  Circle "YES" or "NO" & list Relation & their Age ___________________________________ 
    Breast Cancer          YES   NO    __________________________________ 
    Ovarian Cancer        YES   NO                 

Colon Cancer           YES   NO    PRIMARY CARE PHYSICIAN 
    Uterine Cancer         YES   NO    ________________________________ 
 
Have YOU had any of the following conditions? Circle "YES" OR "NO"   PREGNANCY HISTORY (enter numbers) 
Cancer; What kind?___________________ YES   NO     Pregnancies ________   Abortions _______ 
Diabetes                YES   NO  Live Births _________   Stillborn   _______ 
Gallbladder/Gastrointestinal/Liver  YES   NO  Miscarriages _______   Now Living ______ 
Heart Problems/High Blood Pressure YES   NO  Age at time of first child ___________ 
Thrombophlebitis/Blood Clots   YES   NO 
High Cholesterol                   YES   NO  PAP SMEAR HISTORY 
Last Cholesterol Date ____________ Result, if known_______ Last PAP smear date ___________ 
Sickle Cell Anemia/Blood Disorders  YES   NO         Results:   Normal ___  Abnormal___ 
Blood Transfusion    ES   NO  Abnormal PAPs in past __________ 
Thyroid Disease             YES   NO  If yes, what tests/treatment: ____________ 
Migraine/Vascular Headaches   YES   NO  __________________________________ 
Epilepsy/Neurological Problems  YES   NO 
Rheumatic Fever as a Child   YES   NO     
Infection of Fallopian Tubes   YES   NO   
Recurrent Urinary Tract Infection  YES   NO  Date of Last mammogram? _____________ 
Kidney Problems    YES   NO  Where?__________ 
Asthma/TB     YES   NO   
Hepatitis     YES   NO   
Sexually Transmitted Disease  YES   NO  MENSTRUAL HISTORY 
     if yes, circle (herpes/genital warts/    At What age did periods begin? _________ 
                          gonorrhea/chlamydia/syphilis)   Interval between periods (first day to first day)__ 
Mitral Valve Prolapse OR Any heart condition requiring  How long do periods last? ______________   
antibiotics before surgery/dental procedures? YES   NO  Amount of flow? Light __ Moderate__Heavy__ 
                                    Cramping?      Light __ Moderate___Heavy___  
Psychological Problems  YES   NO   LMP (1st day of last period) ___________ 
Serious Injuries   YES   NO   At what age did you go through  
Drug Use    YES   NO   menopause?  _____________ 
Do you smoke?    YES   NO    
        If yes, how many per day? _______    CONTRACEPTIVE METHOD USED NOW   
Do you drink alcohol?   YES   NO   ___________________________________ 
       If yes, how many drinks per day/week? __________  ___________________________________ 
Do you exercise regularly?  YES   NO   ___________________________________ 
Loss of urine with coughing?  YES   NO  
Urinary Urgency?   YES   NO   Which pharmacy do you use? 
Constipation?   YES   NO    _________________________________ 
 

Because abuse and violence are so common in women's lives, 
    we have begun to ask routinely, are you in a relationship in which  
    you have been physically hurt or threatened by your partner? YES   NO Reviewed by: _______________ 
 
Your Name:_______________________________________     Date of Birth:_________________________             
**Most testing is sent to outside lab, you will receive a separate bill from that lab for these services.**  





Gynecologic Surgeons and Obstetricians, PC 
MEDICATION AND ALLERGY LIST 

 
Patient Name:____________________________________ Date of Birth:_____________________ 

Are you allergic to latex/rubber gloves? ________yes      _________no 

Do you have Allergies to Medicine: _______yes         _________no 

If yes, please list medication and reaction(s): _________________________________________________ 

_________________________________________________________________________________________ 

Medication Name and Dosage (including over the counter, supplements, vitamins, etc……) 

Drug Name    Dosage and Directions for use  Prescribing Physician 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

____________________________ ______________________________ _____________________ 

Patient Signature:___________________________________________   Date Signed:_______________ 

--------------------------------------------------------------------------------------------------------------- 

For Office Use: These medications and allergies were reviewed and there are no changes. 
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