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Gynecologic Questionnaire
Please complete to the best of your ability

Name: ____________________________________________________________ Date: ___________________________
Date of Birth: _______________________________________
Reason for Visit (if not routine briefly list symptoms): ______________________________________________________
__________________________________________________________________________________________________

Past Medical History:
                         List all operations you have had.                                              List illnesses requiring hospitalization 
             Operation                                  Date                                                   Illness                                     Date
________________________    _______________                      _________________________    __________________
________________________    _______________                      _________________________    __________________
_________________________   _______________                      _________________________    __________________
________________________    _______________                      _________________________    __________________
________________________    _______________                      _________________________    __________________


	
	Yes
	No
	
	Yes
	No

	Migraine Headaches
	
	
	Diabetes
	
	

	Thyroid Disorder
	
	
	German Measles
	
	

	Pneumonia
	
	
	Anemia
	
	

	Tuberculosis
	
	
	Convulsions
	
	

	Heart Murmur
	
	
	Ulcers
	
	

	High Blood Pressure
	
	
	Jaundice
	
	

	Rheumatic Fever
	
	
	Kidney Stones
	
	

	Kidney infection
	
	
	Bladder Infection
	
	

	Broken Bones
	
	
	Arthritis
	
	

	Mental Illness
	
	
	Serious Injury
	
	

	Blood Transfusion
	
	
	I will accept blood products if necessary
	
	



Review of Systems:
Are you currently having, or have you recently had any of these symptoms? (Check “Yes” or “No”)
General
	Yes
	No
	

	
	
	Recent weight gain

	
	
	Recent weight loss

	
	
	Depression

	
	
	Headaches

	
	
	Eye pain

	
	
	Spots in front of eyes

	
	
	Double vision

	
	
	Glasses

	
	
	Deafness

	
	
	Nose bleeds



Chest and Heart
	Yea
	No
	

	
	 
	Palpitations

	
	
	Skipped or irregular heartbeats

	
	
	Chest discomfort on exertion

	
	
	Chest pain with breathing

	
	
	Shortness of breath on exertion

	
	
	Awakening at nigh short of breath

	
	
	Shortness of breath while lying down

	
	
	Couching up blood




Breasts
	Yes
	No
	

	
	
	Breast lump

	
	
	Breast tenderness

	
	
	Nipple discharge

	
	
	Family history of breast cancer

	
	
	Previous mammogram date



Gastrointestinal
	Yes
	No
	

	
	
	Change in bowel habits

	
	
	Constipation

	
	
	Diarrhea

	
	
	Bright blood in stools

	
	
	Black stools

	
	
	Abdominal pain

	
	
	Hemorrhoids

	
	
	Vomiting up blood

	
	
	Painful bowel movements

	
	
	Nausea or vomiting



Genito-urinary
	Yes
	No
	

	
	
	Frequent or painful urination

	
	
	Difficulty holding urine

	
	
	Excessive urine

	
	
	Difficulty starting urine

	
	
	Frequent night urineation

	
	
	Change in color of urine

	
	
	Blood or pus in urine

	
	
	Wetting the bed



Extremities
	Yes
	No
	

	
	
	Vericose veins

	
	
	Pain in legs when walking

	
	
	Blood clots in legs

	
	
	Skin rashes

	
	
	New or growing moles
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Name: __________________________________________________________
Medications: (List all medications that you take regularly or have taken recently, include non-prescription drugs)
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Allergies: Are you allergic to any medications, drugs, chemicals or food? (if yes list which ones)
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Contraceptive history: (List present and previous history of birth control you have used)
                            Method type                                            Duration                                                 Complications
Present _______________________     _______________________________     _________________________________
Previous ______________________     _______________________________     _________________________________
                ______________________     ________________________________     ________________________________
                ______________________     ________________________________     ________________________________
Obstetrical History: (List all pregnancies, dates, and outcomes)
        Date                      Gestation                     Sex                          Weight                                Complications
1.  ________           _____________     ______________     ________________     _______________________________
2.  ________           _____________      ______________     ________________     _______________________________
3.  ________           _____________      ______________     ________________     _______________________________
4.  ________           _____________      ______________     ________________     _______________________________
5.  ________           _____________      ______________     ________________     _______________________________
6.  ________           _____________      ______________     ________________     _____________________________


Family History: (List family members with any current health problems and their age (father, mother, sister, brother). 
Also list deceased family members cause of death and their age at death) _______________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Have any other blood relatives had serious medical problems or inherited problems? Any children born in the family with an abnormality?
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Social History:
Do you smoke cigarettes?                   Yes  No            How many/day__________________ How many years____________
Do you drink alcohol?                        Yes  No            How many/day__________________ Per week _________________
Do you get regular exercise?             Yes  No            How often______________________
Gynecological History:
Menstrual History
First day of last period: __________ Age first period started:_______  Number of days between periods: __________ Usual # of days of flow: _________    Are your periods  Light          Moderate          Heavy                                                                               
 Bleeding between menses         Yes   No                   Cramps with period       Yes     No
Depression, anxiety, emotional upset before periods?           Yes     No
Pap Smears: 
Last pelvic exam: ____________________ Last pap smear ____________________  Abnormal Pap?         Yes    No 
If yes what treatment was done? _______________________________________________________________________
Have pap smears been normal since?          Yes     No
Vaginitis: 
Yeast:  ____________________ Non-specific/Bacterial vaginitis: ____________________
Are you having any problems with discharge not?        Yes     No
Sexual History: 
Any problems with pain?        Yes     No          Any problem with orgasm?       Yes     No
Any history of STD’s: HPV        Yes     No          Herpes       Yes     No         Syphilis       Yes     No
Hepatitis        Yes     No          HIV      Yes     No          Gonorrhea       Yes     No          Chlamydia      Yes     No
Trichomonas        Yes     No   
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