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DEMOGRAPHICS
Name: ____________________________________________
DOB: _____________________________________________
Address: __________________________________________________________
__________________________________________________________________
Insurance (include member ID number): __________________________________
__________________________________________________________________
Name of Insured: ____________________________________________________

OB AND GYN HISTORY
First day of last menstrual cycle: _____________________________________
If menopausal, when did cycles stop: _________________________________
How many times have you been pregnant: _____________________________
How many were full term deliveries (include both vaginal and c-sections): ______ 
How many were preterm deliveries (born before 37 weeks): __________________
If you listed preterm births, please note how many weeks pregnant you were at the time of delivery: _____________________________________________________
__________________________________________________________________
How many pregnancy terminations/abortions and at what month in the pregnancy: __________________________________________________________________
How many miscarriages and at what month in the pregnancy: _________________
__________________________________________________________________
How many live children do you currently have: ____________________________
 
Have you had an abnormal pap smear: _______________________________
If yes, when and what was the abnormal result: ____________________________
__________________________________________________________________
List any surgeries on your cervix,include dates:
__________________________________________________________________
List any pelvic infections; include sexually transmitted infections and when treated: ____________________________________________________________
__________________________________________________________________

Medical and Medication History
List all your current and past medical problems: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
List all your current medications with doses: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
List any medication allergies and your reaction: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
List any hospitalizations, why and when: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
List name, office number, and address of your Primary care or Medical doctor : 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

SURGICAL HISTORY

List any surgical procedures, dates, and locations: 
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________

FAMILY HISTORY
List any family members with medical problems (include their relationship to you and if deceased, what age they passed away, for cancers also include age of diagnosis):
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________







Patient Health Report
1

