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Gynecological History Form

Name: _________________________________________​​​​​​​​ D.O.B._____________​​​ Date: ____________

Current Concerns: ______________________________________________________________________
_____________________________________________________________________________________

Date of last gynecological exam and Pap smear? _______________

Any difficulties with these exams? ________________________________________________________
Have you ever had an abnormal pap and if so, when? _________________________________________

Menstruation: 

First day of last menstrual period? __________ Age of first menses? _________yo
Length of cycle: _______days (# of days between 1st day of one period and 1st day of the next)

Length of menses: _____days (# of days you bleed)   

Check all that apply to your menstrual cycle: 
 FORMCHECKBOX 
 Pain/Cramping



 FORMCHECKBOX 
 Irregular menses


 FORMCHECKBOX 
 Mood changes



 FORMCHECKBOX 
 Bleeding between cycles


 FORMCHECKBOX 
 Heavy bleeding


 FORMCHECKBOX 
 Light bleeding
 FORMCHECKBOX 
 Vaginal Dryness



 FORMCHECKBOX 
 Incontinence


 FORMCHECKBOX 
 UTI’s




 FORMCHECKBOX 
 Painful ovulation



 FORMCHECKBOX 
 Brown blood 


 FORMCHECKBOX 
 Breast tenderness            
    FORMCHECKBOX 
 Headache 




 FORMCHECKBOX 
 Heaviness in pelvis


 FORMCHECKBOX 
 Bloating
Other: ______________________________________________________________________________
Please indicate if and when you have had any of the following:

Current or frequent bladder infections: _____________________________________________________
Vaginal Infections: ____________________________________________________________________
Uterine/Cervical abnormalities: __________________________________________________________
Ovarian Cysts, Tumors: ________________________________________________________________
Uterine Fibroids, endometriosis: __________________________________________________________
Sexual History

Sexual partners are men, women, or both? _________________________________________________
Pain with sexual activity? _______________________________________________________________
Number of male partners ever? __________________________________________________________
Age of first sexual intercourse with males? _________________________________________________
STI’s (Chlamydia, Gonorrhea, Trichomonas, Syphilis, Herpes, Venereal Warts, Pelvic Inflammatory Disease): 

___________________________________________________________________________________
Birth Control and Medication History

Current birth control method: _________________________Any problems? _______________________

Circle forms used in past:  
 FORMCHECKBOX 
 Contraceptive Pill: _____________ 
 FORMCHECKBOX 
 Condoms



 FORMCHECKBOX 
 Diaphragm

 FORMCHECKBOX 
 Paragard IUD



 FORMCHECKBOX 
 Mirena IUD


 FORMCHECKBOX 
 Skyla IUD

 FORMCHECKBOX 
 Cervical Cap



 FORMCHECKBOX 
 NuvaRing



 FORMCHECKBOX 
 Depo-Provera 



 FORMCHECKBOX 
 Rhythm method



 FORMCHECKBOX 
 Withdrawl



 FORMCHECKBOX 
 Patch

 FORMCHECKBOX 
 Implant




 FORMCHECKBOX 
 Morning after pill


 FORMCHECKBOX 
 Sponge



Any hormone medications used (HRT, DES, steroids, cortisone, Prednisone, thyroid medication)?

_____________________________________________________________________________________
Other current medications?    ____________________________________________________________________________________
Pregnancy History

Are you currently pregnant?  ______yes   ______no  ______unsure

Dates of the following:
Pregnancies_____________________________________Births: ________________________________ Miscarriages: ________________________________________
Abortions: _____________________________ Tubal/Ectopic: __________________________________
Any difficulty conceiving? _______________________________________________________________
Any complications of pregnancy (hemorrhage, infection, C-section, blood sugar or blood pressure problems)? ___________________________________________________________________________________
Medical History

Allergies: ______________________________________________________________________________
Bleeding or clotting problems: ____________________________________________________________
Cancers: ______________________________________________________________________________
Thyroid problems: ______________________________________________________________________
Anemia: _______________________________________________________________________________
Diabetes: ______________________________________________________________________________
Dental Problems: _______________________________________________________________________
Fractures: _____________________________________________________________________________
Extended periods of immobilization:_______________________________________________________
Surgeries or Hospitalizations: ____________________________________________________________
Breast Health

Are you currently breast feeding?  ______yes   ______no  
Monthly self breast exams? _________________________________________________________
Any concerns or breast pain? _______________________________________________________
Breast lumps: ______________________________ Nipple discharge: ______________________
Family Medical History

Does anyone in your family have the following conditions? Indicate at what age they were diagnosed

Heart Disease: ___________________________________________________________________
Cancer (breast, colon, ovarian, prostate, other): __________________________________________

Osteoporosis: ___________________________________________________________________

Lifestyle

Indicate both current and past use.
Tobacco use: ____________________________________________________________________
Alcohol consumption: _____________________________________________________________

Caffeine consumption: _____________________________________________________________

Carbonated beverages: _____________________________________________________________

Amount of Exercise: ______________________________________________________________

Diet: __________________________________________________________________________ 

Female Risk Factors (Quantify check all that apply.)

Heart Disease



   

 FORMCHECKBOX 
 Family History





 FORMCHECKBOX 
 High Fat Diet


 FORMCHECKBOX 
 Low Complex Carbohydrate Diet



 FORMCHECKBOX 
 Sedentary

 FORMCHECKBOX 
 Tobacco Use






 FORMCHECKBOX 
 Alcohol

 FORMCHECKBOX 
 Stress






 FORMCHECKBOX 
 Overweight

 FORMCHECKBOX 
 Elevated Blood Lipids & Homocysteine


 FORMCHECKBOX 
 Hypertension

 FORMCHECKBOX 
 Diabetes

Osteoporosis

 FORMCHECKBOX 
 Family History





 FORMCHECKBOX 
 Caucasian

 FORMCHECKBOX 
 Small Size






 FORMCHECKBOX 
 Slender

 FORMCHECKBOX 
 Fair Skinned






 FORMCHECKBOX 
 Surgeries

 FORMCHECKBOX 
 Sedentary






 FORMCHECKBOX 
 Medial Problems

 FORMCHECKBOX 
 Years not menstruating: ______ 



 FORMCHECKBOX 
 Drug History (steroids, HRT, OC)
 FORMCHECKBOX 
 Ingestion of calcium, vitamin D



 FORMCHECKBOX 
 Tobacco

 FORMCHECKBOX 
 Alcohol






 FORMCHECKBOX 
 High animal protein diet

 FORMCHECKBOX 
 Coffee






 FORMCHECKBOX 
 High phosphate drinks

Breast Cancer Risk

 FORMCHECKBOX 
 Family History of any hormone cancer (breast, prostate, ovarian)

 FORMCHECKBOX 
 Hormone Use (OC, HRT)

 FORMCHECKBOX 
 Environmental exposure

Menopausal Symptoms 

 FORMCHECKBOX 
 Hot Flashes




 FORMCHECKBOX 
 Night sweats


 FORMCHECKBOX 
 Mood changes



 FORMCHECKBOX 
 Decreased memory



 FORMCHECKBOX 
 Sleep disruption

 FORMCHECKBOX 
 Decreased libido

 FORMCHECKBOX 
 Vaginal Dryness



 FORMCHECKBOX 
 incontinence


 FORMCHECKBOX 
 UTI’s




 FORMCHECKBOX 
 Glucose intolerance



 FORMCHECKBOX 
 Palpation’s


 FORMCHECKBOX 
 Nausea

 FORMCHECKBOX 
 Skin Dryness




 FORMCHECKBOX 
 Dryness of the eyes

 FORMCHECKBOX 
 Joint Pain



 FORMCHECKBOX 
 Irregular menses



 FORMCHECKBOX 
 Heavy or light bleeding
 FORMCHECKBOX 
 Spotting

 FORMCHECKBOX 
 Hair Loss




 FORMCHECKBOX 
 Facial Hair


 FORMCHECKBOX 
 Acne

 FORMCHECKBOX 
 Fatigue
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