North Florida OB/GYN – Initial Data Base


REASON FOR VISIT___________________________________REFERRED BY:________________________________
	CURRENT COMPLAINTS / SYSTEMS:  Please check if you have recently had any of the following problems:

	General
	
Gynecologic
	Vaginal / Vulvar Problems

	
	Weight gain > 10lbs
	
	Pregnant    Yes   /   No   /   Unsure
	
	Vaginal discharge

	
	Weight loss > 10lbs
	
	Breastfeeding
	
	Vaginal bulge

	
	Fever
	
	Menses lasts more than 7 days
	
	Vulvar pain

	
	Other:
	Menstrual Cycle is measured from 1st 
	
	Vulvar irritation

	Dermatological (Skin)
	day of menses until 1st day of next menses
	
	Vulvar growths

	
	Change in mole
	
	Cycle length less than 21 days
	
	Other:

	
	Excess hair growth
	
	Cycle length more than 35 days
	Urinary (Bladder)

	
	New Lesions (skin changes)
	
	Irregular menses
	
	Loss of urine with cough, sneeze, 

	
	Other:
	
	No menses since
	
	exercise

	HEENT
	
	Bleeding between menses
	
	Loss of urine trying to get to the toilet

	
	Unusual visual changes
	
	Prolonged spotting associated
	
	Frequent urination day / night

	
	Change in voice
	
	menses
	
	Painful urination

	
	Other:
	
	Spotting between menses
	
	Blood in urine 

	Respiratory
	
	Heavy menses
	
	Other:

	
	Shortness of breath
	
	At heaviest flow, change maxipad
	Musculoskeletal

	
	Chronic cough
	
	or super tampon less than 2 hours
	
	Loss of height

	
	Coughing up blood 
	
	Large clots with menses
	
	Other:

	
	Other:
	
	Bleeding after intercourse
	Neurological

	Breast
	
	Abnormal bleeding on birth control
	
	Dizziness

	
	Dimpling
	
	pills
	
	Fainting

	
	Lump
	
	Abnormal bleeding on hormones
	
	Frequent headaches

	
	Pain
	
	PMP bleeding (postmenopausal)
	
	Memory problems

	
	Nipple discharge 
	Menopausal Symptoms
	
	Numbness

	
	Skin changes
	
	Hot flashes
	
	Sleep problems

	
	Other:
	
	Night sweats
	
	Other:

	Cardiovascular
	
	Vaginal dryness
	Psychiatric

	
	Chest pain
	Pain
	
	Feeling depressed

	
	Chest pressure
	
	Pelvic pain
	
	Suicidal thoughts 

	
	Other:
	
	Painful intercourse
	
	Other:

	Gastrointestinal (stomach)
	
	Painful menses
	Endocrine

	
	Abdominal pain
	
	PMS (premenstrual symptoms)
	
	Thirsty all the time

	
	Black tarry stools 
	Sexual Problems
	
	Other:

	
	Rectal bleeding
	
	Loss of sexual desire
	Hematologic / Lymphatic

	
	Constipation
	
	Difficulty having orgasms
	
	Cuts do not stop bleeding

	
	Diarrhea
	
	Other:
	
	Enlarged lymph nodes

	
	Heartburn
	
	
	
	Other:

	
	Nausea
	
	
	
	

	
	Vomiting
	
	
	
	

	
	Other:
	
	
	
	


	SURGICAL / HOSPITALIZATION HISTORY
	
	Diagnostic Testing

	
	
	List most recent tests done:

	DATE
	Description
	
	(
	Test
	Date

	
	
	
	
	Pap
	

	
	
	
	
	Mammogram
	

	
	
	
	
	Bone Density
	

	
	
	
	
	Colonoscopy
	

	
	
	
	
	Cholesterol
	

	
	
	
	
	Other:
	

	
	
	
	
	
	


	Family History: Please ( if any of these have been found in any of your close relatives (grandparents, mother, father, brother, sister, children).

	Condition:
	(
	Whom?
	
	Condition:
	(
	Whom?

	Heart disease
	
	
	
	Kidney problems
	
	

	High blood pressure
	
	
	
	Osteoporosis
	
	

	High cholesterol
	
	
	
	Cancer (type)
breast (age)
	
	

	Stroke
	
	
	
	
melanoma
	
	

	Depression/suicide
	
	
	
	
ovarian
	
	

	Alzheimer’s / Dementia
	
	
	
	
colon
	
	

	Free bleeder
	
	
	
	
other:
	
	

	Birth defect
	
	
	
	Anesthesia problems
	
	

	Blood clots in legs or lungs
	
	
	
	Alcohol / Drug abuse
	
	

	Diabetes
	
	
	
	Other
	
	


PAST MEDICAL HISTORY:  Have you ever had any of the following illnesses?  Check all that apply.  Add comments for clarification if needed.

	Breast
	Dermatological (Skin)
	
	Other:

	
	Galactorrhea (milky nipple discharge)
	
	Acne
	Musculoskeletal

	
	Other:
	
	Eczema
	
	Artificial joint/metal implants/plates/screws 

	Gynecologic
	
	Psoriasis
	
	Antibiotic required for dental work

	
	Age at 1st menses (menarche)_________
	
	Other:
	
	Hernia

	
	Adhesions
	Endocrine (Glands)
	
	Back problems

	
	DES exposure
	
	Diabetes
	
	Osteopenia

	
	Dysplasia (abnormal pap)
	
	High thyroid 
	
	Osteoporosis

	
	Endometriosis
	
	Low thyroid
	
	Scoliosis

	
	Fibroids
	
	Other:
	
	Other:

	
	PID (pelvic inflammatory disease)
	Gastrointestinal (Stomach)
	Neurological (Nerves)

	
	Polycystic Ovarian Syndrome  
	
	Cirrhosis
	
	Alzheimer’s

	
	Other:  
	
	Crohn’s disease
	
	Migraines

	Allergy / Immune System
	
	Diverticulitis 
	
	Multiple sclerosis (MS)

	
	Chronic fatigue
	
	Gallbladder disease  
	
	Head injury

	
	Fibromyalgia
	
	Gastroesophageal reflux (heartburn)
	
	Paralysis

	
	Lupus
	
	Irritable bowel syndrome
	
	Parkinson’s

	
	Rheumatoid arthritis
	
	Ulcerative colitis
	
	Nervous breakdown

	
	Other:
	
	Ulcers
	
	Seizures

	Anesthesia
	
	Other:  
	
	Stroke

	
	Problems with general anesthesia
	HEENT
	
	Transient ischemic attack (TIA)

	
	Problems with local anesthesia
	
	Glaucoma
	
	Fainting

	
	Other:
	
	Other:
	
	Other:

	Cancer
	Hematologic (Blood)  
	Psychiatric

	
	Type:
	
	Anemia
	
	Panic attacks

	
	
	
	Deep vein thrombosis (blood clots)
	
	Depression 

	Cardiovascular (Heart & Blood vessels)
	
	Free bleeders
	
	Manic depression

	
	Arteriosclerosis (hardening of arteries)
	
	Hypercoagulative state 
	
	Anorexia

	
	Heart attack
	
	Pulmonary embolism (blood clot in lung)
	
	Bulimia

	
	Heart disease
	
	Sickle cell
	
	PMS

	
	Heart murmur
	
	Superficial phlebitis
	
	Schizophrenia

	
	Hx of rheumatic  fever
	
	Thalassemia
	
	Suicide attempts

	
	Hx of scarlet fever
	
	Transfusion
	
	Other:

	
	High blood pressure
	
	Varicose veins  
	Respiratory (Lungs / Breathing)  

	
	High cholesterol
	
	von Willebrand’s disease
	
	Asthma

	
	Mitral valve prolapse
	
	Other:
	
	Chronic bronchitis

	
	 Mitral valve prolapse with regurg 
	Infectious Disease / STDs
	
	Chronic obstructive pulmonary disease 

	
	Mitral valve prolapse without regurg
	
	Chlamydia
	
	Sleep apnea

	
	Antibiotic required for dental work
	
	Genital warts
	
	Other:

	
	Pacemaker / defibrillator
	
	Gonorrhea
	Urinary Bladder / Kidney

	
	Phlebitis
	
	Hepatitis B
	
	Dialysis

	
	Rheumatic heart disease
	
	Hepatitis C  
	
	Frequent bladder infections

	
	Varicose veins  
	
	Herpes
	
	Hematuria (blood in urine)

	
	Other:
	
	HIV/AIDS
	
	Interstitial cystitis

	Congenital/ Genetic
	
	Syphilis
	
	Kidney Stones 

	
	Abnormality of the uterus
	
	Human papilloma virus (HPV)
	
	Other:

	
	Congenital heart disease
	
	Tuberculosis 
	Other Comments:

	
	Other:
	
	Polio
	
	


	ALLERGIES:
LIST ALL allergies and

reactions
	MEDICATIONS:  List all in the following order: prescriptions, over the counter medications, vitamins and minerals, diet aids, herbs, alternative medicines.

( Check here if you have attached a list or listed more on the back.

	Item
	Reaction
	
	Drug/Dose
	How Taken
	Drug/Dose
	How taken

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Pregnancy History
	# times pregnant
	# Full term
	# Premature
	# Miscarriages
	# Abortions
	Ectopic  Y   N
	Multi. births Y  N


	Y   N
	Are you willing to have a blood transfusion in order to save your life?


	Social History  Please check ( and fill in blanks for all that apply.

	
	Alcohol - Type & Amount:
Alcoholic:

Y
N
Quit Date:

	
	Cigarettes
pack/day x 
years

Quit Date:

	
	Illegal drugs - Type:
Addicted:

Y
N
Quit Date:

	
	Diet (circle):  Regular,   Low carb,   Low fat,   Low calorie,   Diabetic,  Weight Watchers,  Other (specify)

	
	Exercise:  Activity:                                              Minutes per day :                                Times/week:

	
	Current or most recent job?                                              

	
	Religion:                                                                               Ethnicity:

	
	Marital History:
( Married
( Single
( Separated
( Divorced
( Widowed

	
	Living situation:
( alone
( with spouse
( with partner
( with parents / custodian
( at school
( other


	Sexual History Please check all that apply.

	
	Not currently sexually active

	
	Currently sexually active (please ( and fill in the blanks)

	
	
	With opposite sex

	
	
	With same sex

	
	
	Currently with one sexual partner




With this partner for how long?

	
	
	Currently I am having sex with more than one person

	Birth control method (circle): Pill ,Patch ,Ring, Shot, Partner has vasectomy,  IUD, Tubal ligation, Essure, Hysterectomy, Nothing

	Condom use:
( always

( most of the time

( rarely


	Abuse and Domestic Violence History  Please ( if applies.

	
	As a child or teen, were you  sexually abused or molested?

	
	As an adult, were you sexually abused or molested?

	
	Are you currently being sexually abused, threatened or hurt by anyone?


	Y   N
	Would you like testing for sexually transmitted diseases?

	Y   N
	Are you interested in the vaccine for HPV (human papilloma virus)? Current recommendation is ages 9-26


Patient’s Name (please print)

Date of Birth

Initial DataBase

3
Patient’s Signature

Date of Signature

6/2008

Completed by (if other than patient)

Relationship ________________

