Alpine Women's Healthcare, P.C.
Gynecology e Obstetrics e Incontinence

499 East Hampden, Suite 350 ® Englewood, Colorado 80113

303-744-3477 303-733-5848
Name: Preferred Name: Date:
Drug Allergies: Age: DOB:
Please complete this side of page only You | Your Primary Care Physician:
PAST MEDICAL HISTORY Please (V) Family
1. Pelvic or tubal problems
2. Vaginal problems, frequent infections, unexplained
bleeding
3. Abnormal pap smear
4. Pain or bleeding with intercourse
5. DES exposure
6. Infertility
7. Breast problems
8. Headaches, convulsions or mood disorder; eating

disorder
9. Thyroid or other glandular disease
10. High blood pressure, heart disease or rheumatic fever
11. Lung disorder
12. Jaundice, hepatitis or other liver disorder
13. Stomach, bowel or gall bladder problems
14. Bladder or kidney problems
15. Anemia, blood disorder, phlebitis or clotting problems
16. Blood transfusions
17. Diabetes
18. Cancer
19. Birth defects or inherited problems
20. Arthritis, bone or joint problems, fiboromyalgia
21. How many cigarettes do you smoke a day?

22. How many alcoholic drinks per week? STAFF USE ONLY

23. Other conditions Date | Problem List:

24.

25. MENSTRUAL HISTORY 26. FAMILY PLANNING
Last period started? Past Present Problem

Was it normal? e — Birth Control Pills 1 [ O
How many days apart are periods? 1ub ] E O

How long does your flow last? Diaphragm ] O
O O O

How many days are heavy? Other
Do you spot between periods?

What age did you start your period? Sterilization: Male I:l Female I:l
27. PREGNANCY HISTORY Number of times pregnant:

Premature births: Miscarriages: Abortions: Living Children:

28. OPERATIONS OR OTHER HOSPITALIZATION

Mo./Yr. lliness or Operation Complications
Yes No
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History Form, Part Il Patient Name:

Social / Lifestyle

Marital status: Sexual orientation: Active: Y N
Highest grade, or degree, completed: Occupation:
Is your work satisfying? Stressful?

Which people can you count on for support in times of need?

Was your childhood pleasant, or difficult?

Any physical or sexual abuse, past or present?

Have you had problems with alcohol or substance abuse?

Do you engage in prayer, meditation, yoga, or other forms of stress management?

What do you do for fun?

Do you follow any dietary guidelines?

What types of exercise do you do, and how often?

Review of Systems: Please CIRCLE any that apply in the last 6 months.

Weight change Night sweats  Hot flashes Unusual fatigue Hair loss Headaches
Painful intercourse Chronic vaginal discharge Vaginal dryness Loss of sex drive

Mood swings Anxiety attacks Irritability Breast tenderness Nipple discharge
Memory/concentration difficulty Dizziness/Fainting Numbness Clumsiness

Increase of facial/body hair Acne Sleep disturbance Aching joints

Intolerance to heat or cold Vision change Hearing problems Earaches Sinus problems
Dental problems Easy bruising Swollen glands Rash Eczema Change in mole
Chest pain Irregular heartbeat Severe shortness of breath Chronic cough/wheeze
Frequent diarrhea/constipation Gas/bloating Blood in stool Loss of gas/stool control
Blood in urine Painful urination Urine leakage w/cough or sneeze Frequent infection

What else about you is important that is not covered by these forms?




