
Women’s Wellness Clinic

      Date _______/_______/_______     

NAME:  Last________________________  First____________________​Middle Initial_​​​​​____DOB:_________

Address_____________________________________________ 
Home Phone_________________________

____________________________________________________
Work Phone_________________________

Occupation___________________________________________
Emergency Contact____________________

Your EMAIL:  ________________________________________Your Race____________________________

Please circle one:  single    married    divorced    separated    widowed:  Spouse’s Name____________________

Are you interested in participating in clinical research if we have a trial appropriate for you  ____yes ____no
MEDICATIONS (please list all medications and supplements you currently take)
____________________________________________________________________________________________________________________________________________________________________________________

ALLERGIES to medications/X-ray dyes/or other substances - NO   YES explain________________________

MEDICAL HISTORY (please list all medical problems you may have) ____________________________________________________________________________________________________________________________________________________________________________________
What PHARMACY do you use:______________________________Pharmacy Ph#____________________

SURGICAL HISTORY (please list surgeries and dates)

____________________________________________________________________________________________________________________________________________________________________________________
Please circle any problems you have experienced within the past several months:

GENERAL:  fatigue, tired, loss of appetite, recent weight change, fever, insomnia
SKIN:  rash, itching,  increased pigmentation, age spots, acne, change in hair or nails
HEENT:  change in vision, eye disease, ears ringing, change in hearing, frequent colds or sinus problems, nose bleeds, headache, sore throat, mouth sores, swollen glands in neck
CARDIOVASCULAR:  heart trouble, palpitations, chest pain, chest tightness, varicose veins, swelling in feet or ankles
RESPIRATIORY:  difficulty breathing, shortness of breath, persistant cough, wheezing

HEMATOLOGICAL:  heavy periods, bleeding tendency, anemia, easy bruising, recurrent infections, nose bleeds, bleeding while brushing your gums
ENDOCRINE:  excessive thirst, heat or cold intolerance, glandular or hormone problems 
GI:  nausea, vomiting, constipation, diarrhea, blood in stool, change in bowel habits, hemorrhoids, abdominal pain
GENITOURINARY:  difficulty urinating, vaginal discharge, change in periods, incontinence, pelvic pain, kidney stones
MUSCULOSKELETAL:  arthritis, joint pain or swelling, muscle weakness, muscle soreness, back problems
NEUROLOGIC:  frequent headache, lightheaded or dizzy, convulsions or seizures, numbness or tingling sensation, tremors, paralysis, head injury, memory loss, fainting, poor balance

PSYCHIATRIC:  anxiety, nervousness, depression, hallucinations
PREVENTION:

Do you wear seat belts?

___yes
___no

If no, why not?_____________________________

Do you wear a bike helmet?

___yes
___no

___n/a

Do you exercise regularly?

___yes
___no

yes – type and number of times per week_________

Do you smoke?


___yes
___no

yes – packs per day__________________________

Do you drink alcohol?


___yes
___no

yes – how much per week_____________________

Do you use illicit drugs?

___yes ___no

yes – what and how much_____________________

Do you drink coffee or tea?

___yes
___no

yes – how much per day ______________________

Is there a gun in your home?

___yes
___no

yes – do you keep unloaded and away from kids?__

Do you wish to be tested for AIDS?
___yes
___no

Do you wish to tested for STDS
___yes
___no
Please turn over to complete page 2

PREVENTION (continued):

Are you in a relationship in which you have been physically hurt (kicked, slapped, bruised, etc)? ___yes  ___no

Do you ever feel afraid of your partner?
___yes   ___no

When was your last pap smear? __________

When was your last mammogram? __________
What is your method of birth control?  ________________________________________________________
Do you have concerns regarding sexual intercourse/intimacy?   ____yes  ____no
OBSTETRICS
OB1.  How many times have you been pregnant?  (total number)
_______



OB2.  How many times have you given birth after term (> 37 weeks)    
_______

OB3.  How many times have you given birth birth ‘early’ (<37 weeks)
_______



OB4.  How many miscarriages have you had?


_______


OB5.  Have you every had an abortions?  No  Yes, then please list #
_______

OB6.  Children’s names and date of birth:  _______________________________________________________


__________________________________________________________________________________________


Please indicate type of delivery (vaginal, forceps, c-section)
OB7.  Did you ever have abnormal bleeding during / after / or related to  pregnancies?
Yes
No
OB8. Did you ever have a blood transfusion during / after / or related to pregnancy?

Yes
No

OB9. Did you have any blood clots (e.g. in legs or lungs) during / after pregnancy?

Yes
No

OB10. Have you ever had a fetal death 







Yes
No

PLEASE EXLAIN any pertinent facts about your pregnancies noted above or that have not addressed above: 

MENSTRUAL HISTORY 
GYN1:  How old were you when you started your period _______ years

CIRCLE ONE ANSWER PER QUESTION TO THE FOLLOWING QUESTIONS ON PERIODS

GYN2:  Do you consider your periods to be:
light
   normal
heavy
GYN3:  Do you consider your periods to be:
irregular
regular
GYN4:
 Are your periods:
infrequent
normal in frequency

come too often

GYN5:  For the duration (#of days)  - do you have:
too few

normal

too long

GYN6:  How many days per month do you have menstrual bleeding:____________

Ovarian Cancer Detection (GOFF ‘Development of an ovarian cancer symptom index’ in CANCER 2007; 109:221-227)
O1.  Have you had pelvic pain at least 12 days a month for < 1 year?


Yes
No

O2.  Have you had abdominal pain at least 12 days a month for < 1 year?

Yes
No

O3.  Have you had increased abdominal size at least 12 days a month for < 1 year?
Yes
No

O4.  Have you had abdominal bloating at least 12 days a month for < 1 year?

Yes
No

O5.  Have you experienced a rapid feeling of fullness when eating?


Yes
No

O6.  Have you experienced any difficulty eating?




Yes
No

FAMILY MEDICAL HISTORY







if deceased



Age



Diseases




cause of death
Father
____________
_____________________________________________
_________________

Mother
____________
_____________________________________________
_________________

Siblings
____________
_____________________________________________
_________________

____________
_____________________________________________
_________________

____________
_____________________________________________
_________________

Children____________

_____________________________________________
_________________

____________
_____________________________________________
_________________

____________
_____________________________________________
_________________

X_____________________________________________________________ Date______________________
Signature (parent if minor)


