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Thank you for choosing the Northwest Ohio Center for Urogynecology and Women’s Health. Please answer the following questions. The information you provide helps your health care team give you the best possible care.

Name __________________________________________________________________

Today’s Date ________________ Date of Birth __________________ Age __________

Primary Care Physician ____________________________________________________

If you were referred to the practice, by whom? __________________________________

Emergency Contact _______________________________________________________

Relationship ______________________ Telephone number(s) _____________________

What is the reason for your visit today? __________________________________________________________________________________________________________________________________________________________________________

At what age did you have your 1st menstrual period? _______________________________

When was the first day of your last period? ______________________________________

Are your menstrual periods regular? ____________________________________________

How far apart are your periods? (from the first day of one to the first day of the next period?) __________________________________________________________________

How many days does your flow last? ___________________________________________

Number of pads/ tampons used in 24 hours? _____________________________________

Do you have vaginal bleeding or spotting between your menstrual periods? ⁪yes ⁪ no

Do you have pain with your periods? ⁪ yes ⁪ no

If you are menopausal, have you experienced any further vaginal bleeding? ⁪ yes ⁪ no

Do you leak urine? ⁪ yes ⁪ no

Do you have pain in your lower abdomen or pelvis, other than with your menses? ⁪ yes ⁪ no

When was your last pap smear? ___________Have your pap smears been normal? ⁪ yes ⁪ no

If you have had an abnormal pap smear, what treatment was required? 

________________________________________________________________________

Did your mother take DES when she was pregnant with you? ⁪ yes ⁪ no

Are you sexually active? ⁪ yes ⁪ no          If yes, with a man ____ woman _____ both____

Do you notice bleeding after intercourse? ⁪ yes ⁪ no

Are you using birth control? ⁪ yes ⁪ no    If yes, what method? ________________________ 
Have you ever had a sexually transmitted disease? ⁪ yes  no

If yes, please explain. _______________________________________________________

Are you concerned about your risk for HIV or any other sexually transmitted infection? _____

How many pregnancies have you had? _______ 

Vaginal deliveries ______   C-sections ______     Miscarriages ______    Abortions ______ Ectopic/Tubal pregnancies _______

Have you recently had any of the following?

abnormal vaginal discharge?  yes  no

vulvar itching or irritation?  yes  no

pain or lump in breast?  yes  no

premenstrual symptoms?  yes  no

significant hot flashes or night sweats?  yes  no

weight gain or loss of 10 or more lbs?  yes  no

significant diarrhea?  yes  no

significant constipation?  yes  no

blood in your bowel movements?  yes  no

excessive urination?  yes  no

burning or pain with urination?  yes  no

difficulty completely emptying your bladder?  yes  no

Medications- Please list any prescription and or non-prescription medications including, vitamins, oral contraceptives, pain relievers, diuretics, laxatives, or herbal therapies. 

Name of Medication    Dose   How often taken            Name of Medication  Dose   How often taken               Medication                  40mg   1 per day                     ________________   _____  ____________ _

_______________   ____   ____________           ______________   _____  _____________

_______________   ____   ____________           ______________   _____  _____________  

_______________   ____   ____________           ______________   _____  ______________

_______________   ____   ____________           ______________   _____  ______________

Do you take antibiotics prior to dental work or any other procedure?  yes  no

Allergies- List any medications to which you have had an allergic reaction or unpleasant side effects. 

Name of Medication

Reaction
_____________________________________________​​​​​​​​____________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
Please list any gynecologic surgeries you have had, including D&C, tubal ligation, hysterectomy, etc. 

Date                           Procedure


Reason for surgery

____________

































































Have you had a tetanus/ diphtheria immunization in the last 10 years?  yes  no
How long has it been since your last mammogram? _______________________________
Have you ever had an x-ray or instrument examination of your colon (sigmoidoscopy, colonoscopy)? _______________ if yes, when? __________________________________

Have you ever had a bone density test? ( DEXA scan )? _______ if yes, when? _________

Has your cholesterol level ever been checked? ____________

Has your glucose (sugar) level ever been checked? __________

Please list any medical diagnoses you have below:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Please list any non-gynecologic surgeries you have had: 

Date


Procedure


Reason for surgery

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

Social History

Are you ⁪ single ⁪ married ⁪ divorced ⁪ widowed 

What is your occupation? ____________________________________________________

How many servings of caffeine do you consume per day? __________________________

Do you smoke? ⁪ yes ⁪ no : if yes, how many cigarettes per day? ___________________

How many alcoholic beverages do you consume per week? _________________________

Do you use any illicit drugs? ⁪ yes ⁪ no

In an average week, how many minutes of vigorous physical activity do you get? ________

Do you consume calcium containing foods daily (milk, yogurt, cheese, etc?) ⁪ yes ⁪ no
Family History

Has any blood relative been diagnosed with any of the following? If yes, list relationship and age at diagnosis.




     Relationship



        
Age of diagnosis       

​​____ Breast cancer​​​​​​​​​__________________________________________________________

​​​​​____ Uterine cancer _________________________________________________________

____ Ovarian cancer ________________________________________________________

____ Colon cancer __________________________________________________________

____ Other cancer __________________________________________________________

____ Osteoporosis __________________________________________________________

____ Diabetes ______________________________________________________________

____ High Blood Pressure ____________________________________________________

____ Blood clots ____________________________________________________________

____ Stroke ________________________________________________________________

____ Heart Disease __________________________________________________________

____ High Cholesterol ________________________________________________________

____ Genetic Disease _________________________________________________________

____ Anesthetic complication __________________________________________________

____ Other _________________________________________________________________







