
The Adler Center for Women�s Health 
 
 
NAME: _______________________________________________________________  AGE: __________DATE: _________________ 
 
MEDICAL HISTORY INTAKE                                                                                         !   NEW  PATIENT      !  ESTABLISHED PATIENT     

 
PRIMARY CARE PHYSICIAN ______________________________________________  DATE OF LAST ANNUAL ______/______ 
OTHER PHYSICIAN(S):______________________________________________________________                         month/year 
 
REASON FOR SCHEDULED VISIT:      !  WELL WOMAN ANNUAL  & PAP          ! GYN PROBLEM VISIT      
IF GYN PROBLEM VISIT, EXPLAIN:___________________________________________________________________________________ 
________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________    
__________________________________________________________________________________________________________ 
ANY NEW MEDICAL PROBLEMS?   !   YES      !   NO    EXPLAIN:   ____________________________________________________________ 
_____________________________________________________________________________________________________________________________ 
 
 
NO CHANGES SINCE LAST EXAM DATED: ________/_________/__________ 
 
LAST MENSTRUAL PERIOD BEGAN:______/______ /______(MONTH/DAY/YEAR)   
 
WAS YOUR FLOW ! REGULAR  ! IRREGULAR  !  MENOPAUSAL  SYMPTOMS?     
 
DO YOU EXPERIENCE ANY OF THE FOLLOWING: !  MID-CYCLE BLEEDING/SPOTTING?  ! PAINFUL PERIODS 
     ! SKIP PERIODS?      
 
HOW MANY DAYS DOES YOUR PERIOD LAST? _______   HOW MANY DAYS FROM  THE 1ST DAY OF ONE PERIOD TO THE 
FIRST DAY OF THE NEXT PERIOD? _________  
 
HOW OLD WERE YOU WHEN YOU HAD YOUR FIRST PERIOD?  ________   
 
LAST PAP:________/___________(MONTH/YEAR)   RESULT:   !   NORMAL      !  ABNORMAL  
DO YOU HAVE A HISTORY OF ABNORMAL PAPS?  !  YES      !  NO      DATES:__________________________________________ 
 
WHAT TYPE OF ABNORMALITY? _________________________________________________________________________________  
 
PROCEDURES (INCLUDE DATES)  COLPOSCOPY:_______/________ (MONTH/YEAR)  RESULT:________________________________ 
 
CRYOSURGERY:________/________(MONTH/YEAR)    RESULT:___________________________________________________________
 
CONE BIOPSY (LLETZ):________/________(MONTH/YEAR) RESULT:_______________________________________________________ 
 
WHEN, IF EVER, DID YOU HAVE ANY OF THE FOLLOWING TESTS: (PLEASE LIST MONTH/DATE) 
LAST BONE DENSITY TEST: ______/______  LAST MAMMOGRAM: ______/_______  LAST COLONOSCOPY ______/_______ 
ARE YOU USING ANY TYPE OF CONTRACEPTION?  IF SO, WHAT TYPE?:   !  BIRTH CONTROL PILLS     !  DEPOPROVERA    
!  PATCH     !  RING    !  IUD    ! CONDOMS   !  NORPLANT   !  DIAPHRAGM      !  TUBAL LIGATION      !  VASECTOMY   
!  OTHER:_________________________________________________________________________________________________ 
 
LIST ANY OTHER TYPES OF BIRTH CONTROL USED IN THE PAST: _________________________________________________ 
SEXUAL HISTORY:    CURRENTLY SEXUALLY ACTIVE?   !  YES      !  NO           ADEQUATE LIBIDO?     !   YES     !  NO 
!  BLEEDING AFTER INTERCOURSE?    ! PAIN WITH INTERCOURSE?       ! PAIN  WITH PENETRATION?      !  WITH THRUSTING? 
HISTORY OF ANY OF THE FOLLOWING?   !  YES   !  NO     
IF YES, WHAT TYPE?        ! CHLAMYDIA                ! GONORRHEA          ! TRICHOMONAS        ! HERPES SIMPLEX VIRUS       
! HUMAN PAPILLOMA VIRUS          ! SYPHILILS             ! HEPATITIS B            ! HEPATITIS C           ! HIV-1 Ab        
 
ARE YOU INTERESTED IN STD TESTING?   !  YES    ! NO   NOTE: YOUR INSURANCE COMPANY MAY NOT COVER THESE 
TESTS IF THEY ARE NOT MEDICALLY NECESSARY                                   

 
 



 
NAME:_______________________________________________________________DATE: __________________________ 
 
OBSTETRICAL HISTORY   PLEASE ENTER NUMBER OF PREGNANCIES: _______  FULL TERM  _______  PRETERM ________ 
ABORTIONS OR MISCARRIAGE(S)  _______  LIVE BIRTHS ________  # OF VAGINAL BIRTH (S) _______  # OF C-SECTION(S) _______ 
LIST ANY COMPLICATIONS:_______________________________________________________________________________________ 
_______________________________________________________________________________________________________________ 
 
PAST MEDICAL HISTORY:  CHILDHOOD DISEASES  -   !  CHICKEN POX    RHEUMATIC FEVER !    SCARLET FEVER !   
OTHER:__________________________________________________________________________________________________________
HAVE YOU HAD CHILDHOOD IMMUNIZATIONS?    ! YES     !  NO 
LIST BELOW ANY HOSPITALIZATIONS/SURGERIES:            

DATE TYPE OF HOSPITALIZATION/SURGERY REASON 
   
   
   
   

                                                                                                                                 
ALLERGIES: !  YES   !  NO   PLEASE LIST: __________________________________________________________________________   
MEDICATIONS:   OVER-THE-COUNTER MEDICATIONS _________________________________________________________________    
PRESCRIPTIONS _________________________________________________________________________________________________    
SUPPLEMENTS___________________________________________________________________________________________________ 
!  CALCIUM  HOW MUCH PER DAY? __________________________SPECIAL DIET?_________________________________________ 
!  HISTORY OF ANY BLOOD TRANSFUSIONS?   HOW MANY? _______WHEN?_____________________________________________ 
!  TOBACCO - HOW MUCH PER DAY?___________ !  DRINK ALCOHOL?    HOW MUCH?   ___________________________________ 
!  RECREATIONAL DRUGS?  IF SO, NAME THEM ______________________________________________________________________ 
!  EXERCISE � WHAT ACTIVITY AND HOW OFTEN? ____________________________________________________________________  
DO YOU HAVE A HISTORY OF CANCER?   BREAST !     COLON  !      OVARIAN  !   OTHER:________________________________    
HEART DISEASE !   HYPERTENSION !    STROKES !  OTHER:_________________________________________________________ 
REVIEW OF SYSTEMS:   
 
HEAD/EYES/EAR/NOSE AND THROAT:   ! MIGRAINES  ! HEADACHES  ! VISUAL DISTURBANCES    OTHER:__________________   
                                                                                                                                                                            
CARDIAC:        !  MITRAL VALVE PROLAPSE      !  HYPERTENSION         !  HEART MURMUR     ! CHEST PAIN                                     
 
LUNGS:           !  ASTHMA           ! SHORTNESS OF BREATH     ! CHEST CONGESTION                                                                             
 
BREASTS:    !  PERFORMS SELF BREAST EXAMS       !  SELF BREAST EXAM TAUGHT AT LAST VISIT                                                    
 
ENDOCRINE:       !  THYROID           !  DIABETES          OTHER___________________________________________________________  
 
GASTROINTESTINAL:     !  DIARRHEA   !  CONSTIPATION    !  NAUSEA AND VOMITING   !  IRRITABLE BOWEL SYNDROME      ! 
COLON POLYPS      ! HEMORRHOIDS          ! REFLUX 
 
GENITOURINARY  -  !  URINARY INCONTINENCE     !  PRIOR URINARY TRACT INFECTION   
! OTHER URINARY SYMPTOMS_____________________________________________________________________________________ 
! ABNORMAL VAGINAL DISCHARGE     ! VAGINAL ODOR     ! VAGINAL ITCHING   ! VAGINAL MASS/LUMP     ! VAGINAL LESION  
OTHER SIGNS/SYMPTOMS___________________________________________________________________________________                
FAMILY HISTORY:  DO YOU HAVE ANY FAMILY HISTORY OF THE FOLLOWING?   IF SO, PLEASE LIST WHO NEXT TO THE 
DISEASE/DISORDER (EXAMPLE: FATHER, MOTHER, SISTER, BROTHER, GRANDMOTHER, GRANDFATHER, UNCLE, AUNT, ETC.)     
! CANCER - BREAST  ! COLON   ! OVARIAN     _________________________________________________________________   
! DIABETES    ___________________________________________________________________________________________________ 
! HEART DISEASE         _____________________________________________________________________________________ 
! HYPERTENSION          _____________________________________________________________________________________ 
! STROKES         ___________________________________________________________________________________________ 
! OSTEOPOROSIS    ________________________________________________________________________________________ 
! HIGH CHOLESTEROL  _____________________________________________________________________________________ 
! OTHER:_________________________________________________________________________________________________   
! NO CHANGES SINCE LAST ANNUAL EXAM DATE: __________/_________(List month/year) 

 
 
REVIEWED BY NURSE/MEDICAL ASSISTANT_________________________________________________DATE________________




