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PAP					
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NEW PATIENT MEDICAL HISTORY


PERSONAL PROFILE
NAME:						Name you would like us to use:			
DOB:			________
ADDRESS:												
CITY				STATE		ZIP CODE			

CONTACT INFORMATION:
HOME:					CELL:				WORK:				
EMAIL:				        	ETHNICTICITY:					____________
PRIMARY LANGUAGE:					INTERPRETER NEEDED:	YES	NO	
GUARANTOR						INSURANCE					
EMERGENCY CONTACT:			RELATIONSHIP:		PHONE #:		

PHARMACY: 												
PRIMARY CARE DOCTOR:										
REFERRED BY:							

MARITAL STATUS:		M	S	W	D	
LIVE IN RELATIONSHIP:	Yes		No	
[bookmark: _GoBack]SAME SEX RELATIONSHIP:	Yes		No	

OCCUPATION:							

IF YOU ARE UNCOMFORTABLE WITH ANY QUESTIONS LEAVE THEM BLANK AND DISCUSS WITH YOUR PROVIDER

ALLERGIES: (include medications, foods, environmental)
													
													

FAMILY HISTORY
If living (L), please indicate state of health.  If deceased (D), please indicate cause of death.
	Father (age___)						(L) _____	(D) _____
	Mother (age___) 						(L) _____	(D) _____
	Brothers (ages _____) 					(L) _____	(D) _____
	Sisters (ages _______) 					(L) _____	(D) _____
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Have any members of your immediate family had the following: (Mother, Father, Sisters, Brothers)
				No		Yes		Relation
	Cancer:
	Breast			_____		_____							
	Colon			_____		_____							
	Ovarian		_____		_____							
	Uterus			_____		_____							

	Diabetes		_____		_____							
	Endometriosis 	_____		_____							
	Heart Disease		 _____		_____							
	High Blood Pressure	_____		_____							
	Kidney Disease	_____		_____							
	Stroke			_____		_____							
	DVT (blood clot in	_____		_____							
	lungs or extremities)
	Osteoporosis		_____		_____							
	Hepatitis		_____		_____							
	Birth defects		_____		_____							
	Other			_____		_____							

IMMUNIZATIONS DONE: YES OR NO
	TDAP 						Flu 				
	Chicken Pox 					Hepatitis B 			
	MMR 						TB 				
	Gardasil 					Shingles 			

OPERATIONS/HOSPITALIZATIONS
YEAR		TYPE OF SURGERY				HOSPITAL		
											
											
											
											
											
ANESTHESIA:  
Have you had anesthesia in the past?				Yes	No
         	Any reactions to anesthesia?						Yes	No
TRANSFUSION:  
	Have you ever had a blood transfusion?				Yes	No
	Are blood transfusions acceptable to patient?			Yes 	No
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PERSONAL MEDICAL HISTORY: Have you ever had: (please circle all that apply)
Asthma				Cancer					MRSA
Kidney disease				Endometriosis				VRE
Kidney stones				Depression/anxiety
Sexually transmitted diseases		Mental illness
Fibroids				Blood transfusions/accept?
TB					Seizures
Infertility				Migraines
HIV/AIDS				Hepatitis/liver disease
Heart attack/heart disease		Orthopedic problems
Heart defect				Joint pain
Hypertension				Birth defects
Diabetes				Stroke					
Breast problems			Blood clots in lung or legs		
Thyroid				Autoimmune disease			
Bowel disorders			Alcohol/substance abuse		
Abnormal Pap				Acne					
Excessive hair growth			Incontinence		
Others _____________________________________________

MEDICATIONS: 
Medication Allergies?    Yes	 No	______________________________________________________

Current Medications: (include vitamins, herbal supplements)

Drug				Dose			Frequency





SOCIAL HISTORY
Smoker:	Yes	No	Never	Former	
Recreational drugs	Yes	No		Current	Month		Day		
Seat belt use		Yes	No		
Exercise		Yes	No		Daily		Weekly			
Are you safe at home?	Yes		No		
Are history of abuse or violence in your relationships? 	Yes	No	
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GYN HISTORY
Menstrual cycles					or Menopausal			
Date of last menstrual period:			Age first menstrual period:		
# of days:			Cramps?		Yes		No		
Any problems with menstrual periods:		Yes		No		
Are you sexually active?	Yes		No		
	Sexual partners are:	Men		Women	Both		
Present method of birth control:						
Do you have any concerns about sexual health or sexual interest?		Yes	No	

	OBSTETRICAL HISTORY



How many times have you been pregnant? _____  Any miscarriages? _____ Abortions? _____
 
	MONTH/
YEAR   
	HOSPITAL-
MD
	VAG/
OR C/S
	#WKS
DEL.
	WT
	SEX
	COMMENT/
COMPLICATIONS

	

	
	
	
	
	
	

	

	
	
	
	
	
	

	

	
	
	
	
	
	

	

	
	
	
	
	
	

	

	
	
	
	
	
	

	

	
	
	
	
	
	



QUESTIONS AND CONCERNS YOU HAVE:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
WH B-2, Revised 7/25/17
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