ESTABLISHED PATIENT ANNUAL EXAM FORM


Name:






Today’s Date:





Occupation:





Date of Birth:


Age:


Spouse/Partner:




CIRCLE the gender of your partner:  Male Female
Non-OB/GYN Primary Doctor:




Medical Allergies/Reactions:























Current Medications/Dose (including over the counter medications and supplements): 
















First day of last menstrual period: 
Cycle length

Duration
 Irregular periods?

On your heaviest flow, how often do you change your pad/tampon? 
     For how many days?

 
CIRCLE which symptoms you have with your period:  cramping, pelvic pain, headaches, mood swings/PMS

CIRCLE which symptoms you have between your periods:  cramping, pelvic pain, headaches

Any specific concerns you would like to address today? 







Any changes in health since your last annual exam? 




















Any surgeries since your last annual exam? 





















Any changes in family history since your last annual exam? 







Do you want to be tested for STD’s?










Date of Last Pap:______ __ Mammogram: ____ ____ Colonoscopy: ____ ____ Bone density: ____  ____
Health Habits
Sex: 
How long with current partner:

  Birth Control Method:



   
Tobacco:
Packs per day:

How Long:

 Quit:                
 



Alcohol:
Drinks per week:



 Quit:





Drug use:




                           Quit:





Caffeine per day:











Stress concerns? 











Sleep concerns? 











Weight concerns? 












What is your exercise regimen? 









How would you describe your diet?









Including diet and supplements, what is your daily intake of calcium?

    Vit D?



If you bike, do you use a helmet?



 Do you use a seat belt? 


How often do you perform self breast exams? 







Any history of sexual abuse? 









Do you feel safe at home/work? 









Do you have any objections to blood transfusion? 







When was your last tetanus shot? 









Review of Systems:  Please CIRCLE if you currently have any of the below symptoms:
· Constitutional:  fever, chills, sweats, increase/decrease in weight or appetite, fatigue, malaise
· Cardiovascular:  lightheadedness, palpitations, swelling of legs/ankles, chest pain
· Respiratory: cough, sputum, shortness of breath with or without activity

· Intestinal: dyspepsia, nausea, vomiting, change in bowel movements (frequency, size or shape), black stools, blood in stools, diarrhea, constipation, abdominal pain, jaundice
· Urinary: increased frequency of urination, painful urination, getting out of bed to urinate, loss of urine with cough or sneeze, blood in the urine, sudden urge to urinate, slow stream, incomplete emptying
· Muskuloskeletal: stiff joints, neck pain, back pain
· Skin: rash, new or unusual skin lesion, changed mole
· Breast: lump, nipple discharge, pain
· Neurologic: headaches, seizures
· Pyschologic: anorexia, anxiety, mood swings, depression
· Endocrinology: excessive urination, excessive thirst, fertility issues, temperature intolerance
· Hematology:  easy bruising, excessive bleeding from nose/gums/cuts, abnormal lymph nodes
Revised 7/2011


