y Cal‘ ™ ST VINCENT I
Oomemns c Riverside Office: Phone: (904) 384-3699 Fax: (904) 384-8529
F L ORTIDA Dunn Ave. Office: Phone: (904) 757-2234 Fax: (904) 757-2206

North Florida Ob-Gyn
FIRST NAME LAST NAME MI__ _DOB__/__/__ AGE DATE__/_ [/
ADDRESS DAYTIME # ALTERNATE # RACE
REASON FOR THIS APPOINTMENT
MENSTRUAL HISTORY:
FIRST DAY OF YOUR LASTPERIOD __/__/__ BLEEDING BETWEEN PERIODS [INO [ YES
WAS IT NORMAL FOR YOU? [INO [IJYES VAGINAL DISCHARGE Ono O YES
HOW LONG DO THEY LAST? DAYS VAGINAL I[TCHING Ono [ YES
HOW MANY DAYS IS YOUR CYCLE (FROM START TO START)? DAYS PAIN W RCOURS Ono O YES
HOW OLD WERE YOU WHEN YOU STARTED YOUR PERIODS? YRS. OLD IN WITH INTERCOURSE DN - B
PAIN/CRAMPS? [INO  CIYES BLEEDING WITH INTERCOURSE [ INO YES
OBSTETRICAL HISTORY: BIRTH CONTROL METHOD: (CIRCLE ONE)

HOW MANY TOTAL PREGNANCIES HAVE YOU HAD?
HOW MANY CHILDREN DID YOU DELIVER?
HOW MANY MISCARRIAGES HAVE YOU HAD?

DO YOU HAVE OR EVER HAD:

PILLS (NAME) DEPO-PROVERA
NORPLANT CONDOMS DIAPHRAGM SPERMICIDES
VASECTOMY ABSTINENCE TRYING TO CONCEIVE
OTHER

CIDIABETES CJCHLAMYDIA CIJAUNDICE
CIVEIN PROBLEMS
CJHEART PROBLEMS CJGONORRHEA CJANEMIA
[JSTOMACH TROUBLE
[CJHIGH BLOOD PRESSURE CJGENITAL HERPES CIEPILEPSY
CJBOWEL PROBLEMS
[IKIDNEY / BLADDER PROBLEMS LJHPV (HUMAN PAPILLOMA VIRUS)  [JCONVULSIONS
CIRECTAL BLEEDING
CJLUNG PROBLEMS COJPNEUMONIA CJCHEST PAIN
CJHEADACHES
LJCANCER (TYPE ) CJPOLIO OR MENINGITIS CINIGHT SWEATS
CJTHYROID TROUBLE
CINERVOUS BREAKDOWN CJGALL BLADDER DISEASE CIFAINTING SPELLS CIHEPATITIS
[JSHORTNESS OF BREATH [JLOSS OF BLADDER CONTROL [CJSKIN DISEASE COTHER
CIVISUAL DISTURBANCES [ISWELLING OF HANDS/ FEET [JCHRONIC COUGH
ARE YOU ALLERGIC TO ANY MEDICATIONS [ INONEKNOWN [JYES
MEDICATION: IF SO WHAT NAME AND WHAT REACTION?
WHAT ARE YOU CURRENTLY TAKING (RS & OVER THE COUNTER)?
VACCINATIONS: (WHEN) INFLUENZA GARDASIL PNEUMOVAX
(WHEN, WHAT, WHY)
SURGERIES:
MARITALSTATUS ] MARRIED (HOW LONG ) [SINGLE [IDIVORCED  [IWIDOWED
SOCIAL HISTORY: USEOF ALCOHOLIC BEVERAGES [ DAILY [JWEEKLY [JMONTHLY [JNEVER
DO YOU SMOKE? ONo  [OYEs HOW MANY PER DAY HOW LONG?
WHEN WAS YOUR LAST PAP? /__/ [INEVER WASITNORMAL? [INO [JYES
PAP SMEAR HISTORY:
HAVE YOU EVER HAD AN ABNORMALONE? [ONO [ YES WHAT?
WHEN WAS YOUR LASTMAMMOGRAM? ___ /_ / I NEVER WASIT NORMAL? [1NO [JYES
MAMMOGRAM HISTORY:

HAVE YOU EVER HAD BREAST PROBLEMS? [INO [JYES WHAT?

FAMILY HISTORY: (HAS ANY OF YOUR BLOOD RELATIVES HAD ANY OF THE FOLLOWING)

WHO WHO
CIDIABETES CJHEART TROUBLE
CJHIGH BLOOD PRESSURE CJKIDNEY TROUBLE
[JLUNG DISORDER [LJCANCER (BREAST, OVARIAN, UTERINE ,COLON, ETC.)
OFFICE USE ONLY
G P A BP / WT LBS HT UA

REMARKS:



