Please indicate which doctor you are seeing

/’43\
]‘[é@’@n(f Dawne Lowden, MD Janey Maki, MD
Women's Health, PA Teresa Craddock,MD Melissa Hague,MD
Amanda Twist, PA Kelli Wehling, ARNP
Name: ate: D
PCP: Pharnwaatian:
WELCOME:

Accurate completion of this health history forngreatly appreciated. This will allow us to
address your health problems and make recommendaiibis information enables us to
spend more quality time evaluating your presenteams and less time on the collection
process of your previous health history. Pleasadétnow if you have any questions and
thank you for your assistance.

Age Last Menstrual Period Reason for today'’s visit
Obstetrical History: Total Pregnancies Total Miscarriages___ otalTAbortions
Children Lign Ectopic Pregnancies
Year Sex Weight Type of Delivery Complications Location
Gynecological History: Age at onset of period Length of timevben periods
How mayydalo you flow? Do you have cramping?
Age at first intercourse? History of vexad disease

(warts, gonorrhea, Chlamydia, herpes, syphilis)
History of infection in uterus and/or fallopitubes?

History of sexual abuse? ofsipal abuse?

Date of last pap smear? Histoapioormal pap smear when?
History of heart disease? Date of last mammogram?

Date of last colonoscopy? Bensity?

Please indicate if you want a screening testtferfollowing: ~~ Chlamydia _ Gonoghe

AIDS



Personal Medical History
Surgical History— please list all surgeries youdhhad and approximate dates.
A B

C D

E F

Hospitalizations. A B

C D

E F

Please list current medications you are taking: 1 2

3 4 5 6

7 8 9 10

Please list any allergies to medications:

Did you have any unusual childhood illnesses?

(rheumatic fever or seizures)

Past M edical History
Have you had any past history of medical problemtbé following areas? If so, please describe.
1. Eye or visual problems?

2. Ear, nose or throat problems?

3. Heart problems or high blood pressure?

4. Have you ever had a blood transfusion?

5. Liver or Gallbladder disease (hepatitis, jauadgallstones)?

6. Stomach disorders (ulcers, gastritis, hiatahiag?

7. Intestinal Disorders (colitis, spastic colonlyps)?

8. Recurrent urinary tract infections?

9. Kidney disease?

10.Anemia or blood disorders?

11.Bone or joint disease (arthritis or osteopo)@sis

12. Neurological problems( migraines)?

13. Mental disorders (depression, anxiety, attac&s/ous breakdown)?




Family History-please list any family members with the followiligesses (parents, siblings, grandparents,
aunts, uncles)

A. Cancers & type: 1 2
3 4
5 6
B. Bleeding/ Clotting: 1. 2
3 4
5 6
C. Autoimmune: 1 2
3 4
D. Genetic Disease & type 1 2
3 4
E. Heart Disease:1 2
3 4
Social History
Cigarette smoking: yes/no  Amount Alcohol use: yes/no  Frequency

Drug use (past or present)

Review of Systems— are you currently having antheffollowing problems?

chest pain, shortness of breath, irredpgart rate
coughing up of sputum, blood or wheezing
breast pain, nipple discharge or bleeding
abdominal pain

black, tarry stools, blood or mucus inlstoo
persistent diarrhea or constipation

pain or swelling in joints

burning with urination, blood in urine,umusual urinary frequency
involuntary loss of urine

vaginal discharge, burning or itching

painful intercourse

pelvic pain

Questions or Concerns




