Last: First: MI:
Address: Apt:
City: State: Zip:
Home: Cell: Work:
Email: Date of Birth: Age:
Single Married Widowed Divorced SSN: - -
Employed: (Please Check One) Yes No If Yes: Full Time Part Time
Employer: Address:
City: State: Phone:
Student: (Please Check One) Yes No If Yes: Full Time Part Time
Emergency Contact: Relation:
Home: Cell: Work:
Primary Insurance: ID:
Address: Zip: Phone:
Policy Holder: (Please Check One) Self Other If Other: Name:
SS# of Policy Holder: - - Date of Birth: Relationship:
Secondary Insurance? Yes No If Yes: Name: ID:
In order to provide you with the best health care,
1. Is this your first visit to our office? Yes No WE MUST have a way to contact you.
. . . Please provide us with this informtion:
2. How did you hear of us? Website Friend
) . 1. Where can we contact you? Mark at least two
Radio Magazine Ad Other ) .
choices. Home Cell Phone Work  Email
o 2. May we say the doctor’s office is calling?
Physician Referred
Yes No
o 3. May we send mail to your home?  Yes No
Physician Name:
B If no, what address do you prefer?
Physician Address:
City: State: Zip: Name: Relation:
Physician Office# Address:
City: State: Zip:
Permission To Send Future Communications? Yes No
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CURRENT MEDICATION(S): Including Birth Control:

List any medication(s) taken today:

MEDICAL HISTORY: Have you ever had any of the following?

Yes No

Anemia

Asthma, Hay Fever

Rheumatic Fever

Dizzy or Fainting Spells (recurrent)
Epilepsy, convulsions; seizures
Psychiatric care w/ medical treatment
Chest Pain (severe)

Pulmonary Embolus

Blood Clots

Varicose Veins

Sickle cell anemia / trait

ALLERGIES:

EGGS IODINE SHELLFISH

GYN HISTORY:

__Yes ___ No: Sexually Active

:# of current sexual partners Yes
Yes No Date
[ HIV / AIDS
- Chlamydia
- Gonorrhea

HPV Low / High Risk
HPV Genital Warts
Herpes [Type____]
Syphilis
Trichomonas
Hepatitis [Type___]

Abnormal Pap / Result:
Ovarian Cysts

Fibroid, Tumor(s)
Bartholin / Nabothian Cyst
Vaginal Discharge

Pelvic Surgery [Type

SURGICAL HISTORY: Procedure(s) / date(s):

SEAFOOD
SOY BEAN / SOY PRODUCTS

[PID] Pelvic Inflammatory Disease

Excessive Bleeding (after surgery)

Yes No

Hepatitis, Liver Disease
Heart Disease / Problem
High Blood Pressure
Tuberculosis

Kidney Disease
Diabetes

Breast Lump / Tumor
Pneumonia

Thyroid Problem
Stomach Ulcer

PENICILLIN

Date of last pap smear

No:  History of abnormal Pap

Yes No

OTHER

SOCIAL HISTORY:
Yes No

____ Smoke:

# Packs Per Day
# of Years.
Drink Alcohol
How much?
Street Drug Use
Dentures / Partials
Loose Teeth

Contacts
Piercings
TETRACYCLINE NOVOCAINE
NONE
1st day of last period
light med hvy: Menstrual bleeding

Bleeding spotting since last period
Period is usually every 28-35 days?
If not, how often
Do you experience menstrual cramps?

Arethey: ___ mild ___ moderate __ severe
:# of Pregnancies including today

Live births If so, how many?

:# of previous terminations including today
Miscarriages? If so, how any?
Stillbirths? If so, Dates:
Tubal Pregnancies? If so, how many?
Full Term delivery? If so, how many?
Premature deliver? If so, how many?
Vaginal deliveries? Dates:
C-Section(s)? Dates:
Complications with terminations / deliveries?
Explain:

PREVIOUS PROBLEMS WITH ANESTHESIA:

HOSPITALIZATION: Reason(s) / date(s):

FAMILY HISTORY: Has anyone in your immediate family had trouble with the following? Include mother (M) father (F) brother (B) and sister (S)

No

Yes Who

_ High Blood Pressure
Diabetes

Cancer [Type _________ ]

Yes

No Who

Heart attack
Stroke or Paralysis
Other llinesses [Type________ ]

¥xxxxxxxxxx%f additional space is needed for medical explanation, please use the back of this form#*#*xx*xxxxx

To the best of my knowledge, the above is true and complete.

Patient’s Signature:

Date:
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