Date: [ ] CM
Patient History Form
Name: Maiden: Spouse:
Address: City, State: DOR: / /
Zip: DOB: / / Age: SS#: - - SS#: - -
Phone: (H) ( ) (W) ( ) Occupation:
Occupation: Employer: Phone: (W) ( )
Insurance: Primary MD: Insurance:
L e b e Alllergies -
Do You Have Allergies? [J Yes [] No  {Please v appropriate box(es) below and list reaction(s) in the spaces provided.
Medication | Reaction Medication L Reaction Medication | Reaction MedicationT Reaction
1 Penicillin 1 Codeine [ Shellfish ] Latex
{J Sulfa O Aspirin [0 X Ray Dye | [ Other:
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7 None 0 Heart Failure O High Blood Pressure [0 Thyroid Disease [ Depression
O Asthma [ Angina [J High Cholesterol [J Osteoporosis O Anxiety
(] Heart Attack [ Stroke [J Diabetes [J Bladder Infections O Cancer:
[J Other:

-Personal Surgical History

{0 None (O Breast Biopsy R L 0 Tubal Ligation {0 Cesarean Section #

{3 Gallbladder 0 Mastectomy R L [J Ovarian Removal R L (3 Surgery for Endometriosis

[Od Appendectomy [ Breast Implants R L O Ovarian Cystectomy R L [ Biood Transfusion Year:

(O Tonsils (] Ectopic Pregnancy R L [0 Vaginal Repair Reaction? [J Yes [J No
OD&C [0 Hysterectomy {0 Bladder Repair [0 Reaction to Anesthesia

O Other:

G YN History

Social History

Age of First Period: Cycle Frequency: Tobacco Use? I Yes [ No # Packs/Day: # Years:

Cycle Duration: " Fow: Heavy Med_lyg_}; Alcohol Use? [ Yes [ No 3 Social _Mks/Day:

# Pregnancies: T # Deliveries (>37 wks): Are You Sexually Active? [0 Yes [0 No  # Partners in Last Year:

# Preterm (<37 wk;):_ # Miscarriages: T Do You Use Contraception? [ Yes O No Type:

# Abortions: " #Living Children: History of Abnormal Pap? ~ (J Yes I No When:  /

O Endometriosis O  Recurrent Yeast Infections |History of Abnormal Mammogram? [J Yes [0 No  When: /

0 Gonorrhea O Chlamydia U] Herpes  [Are you in a relationship where you are hurt, hit, threatened or afraid?  Yes No
Medication Dose Frequency Medication Dose Frequency

1 5

2 6

3 7

4 8

Date Reviewed NP/MD

MA Initials
Rev/ 11-2000

Please Complete the Other Side —
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Review of Systems

Name: - DOB: [/ Date: )

Please check (v) the appropriate box(es) if you have experienced, either recently or within the last year, any
of the following symptoms or conditions.

1. Constitutional O None O Weight Loss O Weight Gain 0 Fever O Fatigue
O Loss of Appetite O Other
2. Eyes ' 0 None [0 Vision Change O Glasses/Contacts O Dryness 3 Discharge
O Other
3. Ears, Nose & Throat{ 1 Nene O Hearing Loss O Sinusitis [0 Headache O Ulcers
O Sore Throat/Hoarseness 0O Other
4. Cardiovascular 0 None O Palpitation O Chest Pain O Swelling
’ {0 Difficulty Breathing with exertion O Difficulty Breathing While Lying Down
03 Varicose Veins O Spider Veins O Hemorrhoids O Other
5. Respiratory O None 0 Wheezing 0 Coughing Blood O Persistent Cough
{0 Shortness of Breath O Other
6. Gastrointestinal O None [0 Constipation I Bloody Stool O Diarrhea O Pain
O Flatulence 0 Nausea/Vomiting/Indigestion " O Other
7. Genitourinary O None ‘00 Urinary Urgency [ Urinary Frequency O Urinary Incontinence
O Painful Urination O Blood in Urine {0 Incomplete Voiding [ Abnormal or Painful Periods
O Abnormal Vaginal Bleeding O PMS [0 Vaginal/Vulvar Lesion
[J Bulge in Vagina O Pelvic Pressure O Vaginal/Vulvar Itching
O Vaginal Discharge 0O Odor O Other
-18. Muskuloskeletal O None O Muscle or Joint Pain O Muscle Weakness
O Other
Ga. Skin 00 None O Dry/ltchy Skin O Pigmented Lesions [ Rash 0 Ulcers
O Other
9b. Breast O None O Pain O Nipple Discharge O Mass
O Other
10. Neurologic ] None [0 Seizures {0 Numbness O Difficulty Walking
O Loss of Consciousness [0 Balance Problem O Memory Problems
1 Dizziness O Other
11. Psychiatric O None O Depression O Anxiety O Mood Swings
O Trritability {J Other
12. Endocrine O None O Hair Loss T Hot Flashes O Hot/Cold Intolerance
O Frequent Thirst O Frequent Hunger [ Loss of Appetite O Frequent Urination
O Other
13. Hematologic/ 1 None O Bruising 3 Bleeding OO Swollen Glands
Lymphatic O Swelling in Hands/Feet O Other
14. Allergic/ O None O Sneezing [0 Nasal Congestion O Watery/Itchy Eyes
Immunologic O Other '
IN CASE OF EMERGENCY, WHO SHOULD WE CONTACT?
NAME: RELATIONSHIP:
ADDRESS: PHONE: ( )

INSURANCE AUTHORIZATION FOR ASSIGNMENT OF BENEFITS AND INFORMATION RELEASE

T authorize the release of any information necessary to determine liability for payment and to obtain reimbursement on any claim.

I request that any payment of authorized benefits be made on my behalf. I assign the benefits payable to which I am entitled, including
Medicare and private insurance and other health plans, to Obstetrical Associates. :

This agreement will remain in effect until revoked by me in writing. A photocopy of this assignment is to be considered as valid as
The original. ; i ible ge ethe i id
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Signed: ‘ Date:




