Date

Name (Last, First)

Street Address
City State Zip
Home Telephone ( ) Work Telephone ( )
Date of Birth Occupation
Marital Status Single Married Separated Divorced Widowed Common-law | Race |
Spouse’'s Name e-mail:
eSe PDTO
Main Reason for Visit
General/Congtitutional | Weightloss  Weightgain Fever  Night sweats
Eyes | Doublevision  Tearing Blind spots  Eyepan
Headaches  Dizziness Lightheadedness  Nosebleeding  Nasal obstruction
Ears/Nose/Mouth/Throat | Dental difficulties Bleedinggums Dentures  Neck stiffness  Neck pain
Neck tenderness ~ Neck mass
Chest pain Irregular heart beat  Fainting Shortness of breath with exertion

Symptoms

(circle any that apply)

Cardiovascular

Shortness of breath lying down

Shortness of breath when waking at night

Swelling High blood pressure  Heart murmur ~ Varicosities ~ Phlebitis
Painful extremity with movement
Respiratory | Wheezing  Cough  Coughing blood  Respiratory infections — Tuberculosis
Pain with deep inspiration
Poor appetite  Difficulty swallowing  Indigestion ~ Abdominal pan  Heartburn
Gadtrointestinal | Burping Nausea Vomiting Vomitingblood  Yellow skin ~ Constipation
Diarrhea  Abnormal stools ~ Flatulence  Hemorrhoids
Recent changes in bowel habits
Genitourinary | Urgency  Frequency  Panful urination  Getting up at night to urinate
BloodinUrine  Frequenturination Lack of urine  Stones  Urinary incontinence
Urinary infections  Nephritis Vaginal discharge  Venereal disease
Musculoskeletal | Jointpain  Limitation of motion  Muscular weakness ~ Muscle cramps
Skin/Breast | Rash Itching Pigmentation  Changesin hair growth or loss ~ Nall changes
Breast lumps Breast tenderness  Breast swelling  Nipple discharge
Convulsions  Paralyss  Tremor  Incoordination
Neurologic | Difficulties with memory or speech  Sensory or motor disturbances
Problem with muscular coordination
Psychiatric | Nervousness Emotional problems — Anxiety — Depression
Previous psychiatriccare  Hallucinations
Endocrine | Increased water intake  Hormonetherapy ~ Abnormal growth
Intolerance to heat or cold
Hematology/Lymphatic | Anemia  Bleeding tendency  Previoustransfusions and reactions  Rh incompatibility

Lymph node enlargement or tenderness

Allergic/Immunologic

Reactionstodrugs Reactiontofood  Reaction to insects

Provider Notes
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Prior Medical, Surgical, and Obstetrical History

Please list al significant prior medical illnesses and current medical problems for which you are under medical treatment:

Medical History

Please list all surgical procedures you have had and the year they were performed:

Year Procedure

Surgical History

Please list all pregnancies you have had including miscarriages and ectopic pregnancies

Year vaginal or cesarean? how far along? Gender Weight Complications

Obstetrical History

3 StO 3 0Se at App
Disease Father Mother Maternal Paternal Brothers
Grandparents Grandparents Sisters

Children

Alcoholism

Anemia

Arthritis

Asthma

Bleeds Easily

Cancer (type)

Colon Polyps

Diabetes

Epilepsy

Glaucoma

Heart Disease

High Cholesterol

High Blood Pressure

Kidney Disease/Stones

Mental IlIness

Obesity

Osteoporosis

Stomach Ulcers

Stroke

Suicide

Thyroid Disease

Tuberculosis

Other Inherited Disease

Initial Gynecologic Examination




Medications and Allergies

syphilis  HIV hepatitis B

Please list all current medications:
Medication Dosage Freguency Use
Medications
Please list all medication alergies:
Allergies
Gynecologic History
Ageat first period: | | When wasyour last period? | When was the period before that?
How far apart are your cycles? | How many days do they last?
Circle any symptoms associated with your periods:
cramps  heavy flow clots headaches breast tenderness  change in mood pelvic pain
Circle your current form of birth control:
none birth control pills IUD diaphragm spermicide norplant  depoproverainjections
rhythm method tubal ligation vasectomy condoms
Have you ever had an abnormal pap smear? __NO ___YES | Listany treatment for an abnormal pap smear:
Do you desire pregnancy at thistime? ___NO ___YES | Do you examine your breasts every month? __YES | __NO
Do you have pain with intercourse? __NO ___YES | Do you have bleeding after intercourse? __NO | __YES
Do you use douches? ___NO ___YES | Haveyou stopped having periods? __NO | __YES
Areyou currently sexually active? __NO ___YES | Number of sexud partnersin the last 12 months:
Sexual Preference (circle one): heterosexual lesbian bisexual
Have you ever had a sexually transmitted disease? __NO __YES | If yes,whichones:  gonorrhea chlamydia herpes PID

Social History
Do you smoke cigarettes? ___NO __YE If S0, sow many cigarettes per day?
Do you drink alcohol? ___NO ___YES 1f s0, how many drinks per week?
Do you use drugs? __NO __YES If s0, which ones? |
Do you use seatbelts? __YES | __NO Do you exercise? __YES| __NO
Have you ever received a blood transfusion? __NO __YES Areyou under alot of stress? __NO | _YES
Place of birth: If you were not born in this country, how long have you lived here?
Health Questionnaires

Alcohol Questionnaire
Have you ever felt you ought to cut down on your drinking? __NO | __YES
Have people annoyed you by criticizing your drinking? __NO | __YES
Have you ever felt bad or guilty about your drinking? __NO | __YES
Have you ever had a drink first thing in the morning to steady your nerves or get rid of a hangover? __NO | __YES
Partner Violence Questionnaire
Have you been hit, kicked, punched or otherwise hurt by someone within the past year? If so, by whom? __NO [ _YES
Do you feel unsafe in your current relationship? __NO | _YES
Is there a partner from a previous relationship who is making you feel unsafe now? __NO | _YES
Depression Questionnaire
| am unable to do the things | used to do. ___NO ___YES | feel hopeless about the future. __NO | __YES
| can't make decisions. __NO __YES | feel sluggish/restless. __NO | _YES
| am gaining/losing weight. ___NO ___YES T get tired for no reason. __NO | __YES
I am sleeping too little (or too much). __NO __YES | feel unhappy. __NO | _YES

I think about killing myself. __NO | __YES
Genetic Screening Questionnaire (Answer if you are of child bearing age and interested in pregnancy)
Have you, your partner, or anyone in either of your families ever had any of the following disorders:
-- Down Syndrome ___NO ___YES -- Any chromosomal abnormality __NO | __YES
-- Spina Bifida or anencephaly __NO __YES -- Hemophilia __NO | _YES
-- Muscular Dystrophy ___NO ___YES -- Cystic fibrosis __NO | __YES
-- If yes, what relationship:
Do you, your partner, or anyone in either of your families have a chromosomal disorder not listed above? __NO | __YES
Do you or your partner have a birth defect? __NO | _YES
Are you and your partner blood relatives? __NO | __YES
In any previous marriages, have you or your partner had a stillborn child or threefirst trimester pregnancy losses? __NO | _YES
Are you or your partner of Jewish ancestry? __NO | __YES
-- If so, have either of you screened positive for Tay-Sachs disease? __NO | _YES
Areyou or your partner African American? __NO | __YES
-- If so, have either of you screened positive for sickle cell disease? __NO | _YES
Areyou or your partner of Italian, Greek, or Mediterranean ancestry? __NO | __YES
-- If so, have either of you screened positive for beta thalassemia? __NO | _YES
Areyou or your partner of Phillipine or Southeast Asian ancestry? __NO | __YES
-- If so, have either of you screened positive for alpha thalassemia? __NO | _YES
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Health Questionnair es (cont.)
Urinary Incontinence Questionnaire (answer if you are having difficulty with urinary incontinence)

Group 1:

Have you had treatment for urinary disease, such as stones, kidney disease, infections, tumors, or injuries? NO YES
Have you had repeated bouts of pyelitis? __NO [ _YES
Isyour urine ever bloody? —_ _NO [ _YES
Circle the usua volume of urine you void: large average small very small
When you lose your urine accidentally, are you ever unaware that it is passing? __NO [ _VYES
Do you have a severe sense of urgency before you lose your urine? __NO [ _YES
Do you lose urine as a constant drip from the vagina? NO YES
Did you have difficulty holding urine as a child? NO YES
Isit usualy painful or difficult to pass your urine? NO YES
Group 2:
Did you wet the bed as a child? NO YES
Do you wet the bed now? NO YES
Circle any of the diseases you might have had: paraysis polio multiple sclerosis aserious Injury to your back
acyst or tumor on your spine tuberculosis astroke syphilis diabetes pernicious anemia

Does the sound, sight, or feel of running water cause you to lose urine? — NO [ _YES
Isyour loss of urine a continual drip, so that you are constantly wet? __ _NO [ _YES
Areyou ever unaware that you are losing, or are about to lose, control of your urine? __NO [ _YES
Isyour clothing slightly damp, wet, or soaking wet, or do you leave puddles on the floor? (if yes, circle one) NO YES
Have you had an operation on your spine, brain, or bladder? NO YES
Do you find it necessary to have your urine removed frequently by means of a catheter because you are unable to pass it? NO YES
Group 3
Do you lose urine by spurts. during coughing, sneezing, laughing, or lifting? NO YES
Do you lose urine when you are lying down? NO YES
Do you lose urine when you are sitting or standing erect? NO YES
When you are urinating, are you unable to stop the flow? NO YES
Did your urine difficulty start after delivery of an infant? NO YES
Did your urine difficulty start after an operation? NO YES
It so, circle the type of operation: Hysterectomy, abdominal incision Hysterectomy, removed through the vagina

Removal of atumor, abdominal incision Vaginal repair Suspension of the uterus Cesarean birth
If your menstrual periods have stopped, did the menopause make your condition worse? NO YES
Do you have difficulty holding urineif you suddenly stand erect from a sitting or lying position? NO YES
Do you find it necessary to wear protection because you get wet? NO YES
Pelvic Relaxation Questionnaire
Do you have a sensation that organs are falling out from your vagina? NO YES
Do you need to put afinger in your vaginato allow a bowel movement? __NO [ _YES
Do you feel that your rectum is not empty after a bowel movement?
Do you have afeeling of pelvic heaviness, especially with prolonged standing? __NO [ _YES
Planning Questionnaire
Do you have a durable power of attorney? YES NO
Have you made aliving will? YES NO

You arefinished. Thelast two pagesarefor the provider to fill out
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Female Genitourinary and Physical Examination

*Vital Signs | BP (sitting): / BP (standing): / BP (supine): /
Constitutional Pulse: _ regular/irregular Respirations: Height: Weight:
normal development and nutrition
*Genera normal body habitus
Appearance no deformities
good attention to grooming
abnormal:
Head and Face nor mal abnormal:
Eyes normal abnormal:
ENT normal abnormal:
Neck | *Neck no masses, normal appear ance, symmetrical, midline tracheal position, no crepitus
abnormal:
*Thyroid no enlar gement, tender ness, or masses
abnormal:
*Respiratory no retractions, normal diaphragm excursion
Respiratory | Effort abnormal:
*Auscultation clear breath sounds, no adventitious sounds, no rubs
of the Lungs abnormal:
*Auscultation normal abnormal:
Cardiovascular | of theHeart
* Peripheral no edema, varicosities, normal pulses, war m extremities, no tender ness
Vasc System abnormal:
no masses, symmetrical, no nipple dischar ge, no adenopathy, no skin retractions, no inflammation
Breast __ abnormal:
* Abdomen no masses, no tender ness
abnormal:
*Hernia normal abnormal:
Abdomen
*Liver/Spleen normal abnormal:
*Hemoccult negative positive
*Ext Genital normal appearance and hair distribution, no lesions
abnormal:
*Uret Meatus normal size and location, no lesions, no prolapse
abnormal:
*Urethra Nno masses, tender ness, or scarring
abnormal:
*Bladder no fullness, masses, or tender ness
abnormal:
*Vagina ar;)ormalajappearance and estrogen effect, no dischar ge, lesion, cystocoele, or rectocoele.
normal:
Genitourinary | *Cervix normal appearance, no lesion or discharge.
- abnormal:
*Uterus small size, normal contour, anteverted, mobile, non-tender, well supported uterus.
abnormal:
* Adnexae no masses, tender ness, or nodularity.
parametria abnormal:
*Anus nor mal abnormal:
Perineum
*Digital normal tone, no hemorrhoids, or masses.
rectal exam abnormal:
Lymphatic no lymphadenopathy
abnormal:
Muscul oskeletal normal abnormal:
Extremities nor mal abnormal:
SKin | * Skin Lesions no rashes, lesions, or ulcers
abnormal:
Neurological/ | *Orientation nor mal abnormal:
Psychiatric | *Mood normal abnormal:
Notes
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Medical Decision Making

Assessment M anagement
Impression Status
Diagnoses Treatment, Instructions, Referrals, Request and/or Review of Diagnostic Services, Request and/or Review of Other Sources,
Risk of Complications, Morbidity, and/or Mortality, Counseling, Coordination of Care
Session L ength

- For Status with establisned diagnosis use: improved, well controlled, resolving, resolved, inadequately controlled, worsening, or failing to change as expected
- For Status without an established diagnosis use possible, probable, or rule out to establish a differential

- For Risk use Minimal, Low, Moderate, or High

X

Name: Date:
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