Health, Rocky Mountain
* Gynecologic Oncology
Physician Care™

Health History Form

Name: Date of Birth: Age:
Reason for Your Visit Today:
Occupation: Religion:

 —  —
Do you smoke? Yes No If yes, how many packs per day?

s I
Have you ever smoked? Yes No If yes, when did you quit?
Do you use alcohol? Yes No If yes, how many drinks per week?

Do you or have you used the following: Marijuana Cocaine Heroin Crack Methampﬁ'etamine

Are you experiencing of these symptoms today? Circle all that apply
s — —= c—

Constitutional: Fatigue/ Fever&Veight Gain %)ss/ Dizziness/Fainting
ENT/Mouth: Blurreg vision/Ear pain/Nasal or sinus drainage/Mouth ulcers
Cardiovascular: Palpitations/Chest Pain/Leg swelling

. —
Respiratory: Cough/Whe'wlg/ Shorltne§s of Brea th — — —
Gastrointestinal: Abdominal Pain/Nausea/Vomiting/Diarrhea/Constipation/Pelvic Pain
Genitourinary: U%{cy/F@cy/lnconﬁénce/Painfuﬁ'nation/Blooé in Urine
Abnorma Bleeding/VEii_rlw |slch:alrge —
Musculoskeletal: Back pain/Joint pain/ Use oﬁalker/cane/wheel__l_c'hair
Skin: Rasﬂ/ltcﬁ\lg/Dl%irI\age rom incision —
Neurological: Balance probIems/We%rI\ess/Neuropathy
Psychiatric: Anxiety/Depression/Insomnia/Confusion
Hem/Lymph: Night sweats/Hotlﬁs‘hes/Vaginlaﬁlryness/ Decreased Libido

. . e [ m— |
Have you had any flu like symptoms in the past 7 days? Yes or No
In the past 3 weeks have you traveled outside of the US? Yes or No

In the gast 3 weeks have you been in close contact with someone who has traveled outside the US?

Yes or No

Are you allergic to any medications? Yes or No (If yes, please list.)

Current Medications Dosage




Previous Surgery Date

Gynecologic History: Could you be pregnant: Yes or No Birth Control Method

Date of Last Menstrual Period or year you went through Menopause:

Date of Last Pap smear: Results:

History of Abnormal Pap Smears: Ees or Elo If yes, type of abnormality:

Date of last Mammogram: Date of last Colonoscopy:

History of Sexually Transmitted Disease: Yes orﬁ If yes, type:

Total Number of Pregnancies: Number of Full Term Births:

Vaginal Deliveries: C-Sections: Miscarriages/Abortions: Adopted:
Are you sexually active: §es or'No

Have you ever had any of the following: Circle all that apply

[JAsthma [JKidney Disease [JDpepression  []Blood Clot/DVT/PE
[Jstomach Problems []Pacemaker |:|Anxiety [JHigh Blood Pressure
[IBladder Problems [ ]Anemia [Ipiabetes [Thyroid Disease

[J Lung Problems []stroke [Jcancer [JHigh Cholesterol
[JAlcoholism [JEpilepsy/Seizures  []Hepatitis [[JHeart Disease/Heart Attack
[JHIV/AIDS

Do any of these conditions run in your family? Circle all that apply:
OAlcoholism O Addiction OJoint Disease [OStrokeOBlood Clots  ODiabetes
OPsychiatric Disorder [OHeart Disease OCancerdOther:

3 43
Have you ever had any genetic testing? Yes or No If yes, what have you had and when?

How did you hear about us? Circle all that apply
website [JFamily/Friend[Jinternet Search

[JFormer or Current Patient? (Please provide so we can thank them!)

[Physician (please specify):

Clother Healthcare Facility (please specify):

Oinsurance Network (please specify):

[Jother (please specify):
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