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Taking personal interest in your health









NORTHSIDE WOMEN'S SPECIALISTS�PERSONAL HISTORY





IMMUNIZATIONS:


Childhood Immunizations Done	Y / N


Immunized to Chicken Pox	Y/N


Immunized to Hepatitis B	Y / N


MEDICATIONS: Please list all medications including OTC, Prescription & Herbal


      


              Medication                                            Dosage                                                     Started In       





Last                     First                              Middle


NICKNAME





NAME





DATE   	 BIRTHDATE





                           HOSPITALIZATIONS: Medical / Surgical / Accident            [ ] NONE�                Problem                                     Procedure	                             Date





        PAST MEDICAL HISTORY: (Please circle all that apply)





Anemia�
High Blood Pressure�
  Recurrent UTI's�
  Fibroids�
�
Abn Wt Gain�
Heart Disease�
Kidney Stones�
Benign Breast Mass�
�
Abn Wt Loss�
Varicose Veins�
Kidney Disease�
Abn Uterine Bleeding�
�
Depression/Anxiety/Bipolar�
Stroke�
Hepatitis�
Uterine Prolapse�
�
Hearing/Vision Loss�
Mitral Valve Prolapse�
  Irritable Bowel�
Bartholin Cyst�
�
Constipation�
Blood Clots�
Crohn's�
Recurrent Vaginitis�
�
Migraines�
Elevated Cholesterol�
Lupus�
PCOS�
�
Hemorro ids�
Hyperthyroid�
Arthritis�
Abn PAP Year�
�
 Asthma�
Hypothyroid�
  Sickle Cell Trait/Disease�
LEEP	Year�
�
        Tuberculosis�
Diabetes�
Chronic Use of Steroids�
Colpo	Year�
�
        CORD�
Seizures�
Use of Anticoagulants�
Cryo	Year�
�
 Cancer Type�
Osteoporosis�
  Interstitial Cystitis�
  Other�
�
 Other	�
Other�
  Other�
Other	�
�









ALLERGIES: [ ] NO KNOWN ALLERGIES Medications / Food / Environmental�
�
�
Type of reaction�
�
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�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
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�






MM/ DD/ YYYY 








Cancer


Location Diabetes


Thyroid


Heart Disease


High Blood Pressure High Cholesterol Stroke


Hepatitis 


Kidney Disease Arthritis Osteoporosis Depression


Anxiety


Bipolar�
Mother


 ________________________________________________________________________________________________________________   ________       _________________�
 Father


______________________________________________________________________________________________________________________________�
Brother/Sister                Children                    


___________________________   _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________�
�
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Live at birth ____________	Miscarriages ____________


Live at present _____________	Abortions ____________


Vaginal Deliveries ___________	Ectopic ______________





Vag or C/S	Hrs of labor        Complications


_________        __________        _____________________


_________        __________        _____________________


_________        __________        _____________________


_________        __________        _____________________


_________        __________        _____________________


__________         ___________         _______________________





PREGNANCY HISTORY: Number of:


Full term (>37weeks) 	


Premature (<37 weeks) 	 Ceserean Sections ___________





Date        Sex	   Weeks	        Weight


______   _______   ________   ________


______   _______   ________   ________


______   _______   ________   ________


______   _______   ________   ________


______   _______   ________   ________


______   _______   ________   ________





FAMILY HISTORY: [ ] Adopted (no family history)


Mother	Father	Siblings (M / F)	Age	Deceased/Cause


Deceased Y / N	Deceased Y / N                  _____________        ______       _______________


Cause ___________	Cause  _____________      _____________        ______       _______________


                                                                                       _____________        ______       _______________


		                                     Children (M / F)


				           _______________    _____     ________________


				           _______________    _____     ________________


Please indicate any Family History: [ ] NONE





MENSTRUAL HISTORY: 





Age of first period _________ years


Duration of period __________ days


Interval between periods______ days


Age at first birth __________ years


Last menstrual period 	





MENOPAUSE HISTORY


	


                             Age of last period 	 years   Date	


	Reason for menopause: Chemo 	


	                                                                 Natural 	


	         Surgical ___________


Last PAP smear 	 Last mammogram 	








                                                             Y     /    N        QUIT





Tobacco:


Use tobacco                                       ____      ____     _____


Exposed to 2ndhand smoke                ____      ____





Alcohol:                                             ____      ____      _____  


Drink alcohol                                 �
         


             





           Amount___________packs/day


 





             Frequency: [ ] Daily [ ] Weekly


              [ ] Monthly [ ] Occasionally [ ] Rarely





�
�






SOCIAL HISTORY:


Primary Language		Highest Education Level:  [   ]   High School


 Marital Status: [    ]  Divorced                                                                                         [    ]   Technical school                                                     


                                       [    ]   Married                      [    ]  Previously Widowed                            [    ]  Some College


                                      [    ]   Single                        [    ]  Previously Divorced                           [    ]  College


                                      [    ]   Widowed                                                                                    [    ]  Post College


                                                                                 





Y / N	QUIT





               ____      ____     Type: [  ] Coffee  [  ] Tea  [  ]  Soda   Amount:   _______ cups/day





[  ] Moderate	[  ] Sedentary	[  ] Vigorous





  [  ] Diabetic	[  ]  Healthy	[  ] Vegetarian	[  ] Poor





[  ]  Cat   Do you change the liter?   Y / N   [  ]  Dog   [  ]  Bird





 [  ] Jewish    [  ] Jehovah's Witness [  ] Christian [  ] Other  _____________	





   Caffeine:


Activity Level:


Diet History: 


Animals at home: Religious Affiliation:
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_______Thalessemia		       _______ Neural Tube Defect





_______Tay Sacs		       ______Sickle Cell Trait/Disease





_______Muscular Dystrophy            _______Cystic Fibrosis


 


________Huntingdon's Chorea      ________Mental Retardation/Autism





________ Other Inherited/Genetic Defect    ________ S.I.D.S.





 ________ Child Born with a Birth Defect





________ Congenital Hearing Loss	


        


Medications/Street Drugs ______________________________





_____  Maternal age > 34





_____Down's Syndrome





_____ Hemophillia





_________Congenital Heart Defect 





_________Fragile X





______>3 Miscarriges/Stillbirths 





______Maternal Metabolic Disorder








In the event of an emergency, would you agree to a Blood Transfusion ?


Do you have a Living Will? 


Do you have a Durable Power of Attorney? 





Home Safety:


Smoke Detectors	Y  /   N


Seat Belt Use	Y  /   N


Firearms	Y  /   N





Y  /  N


Y  /  N


Y  /  N





GENETIC HISTORY: (0B PATIENTS ONLY)


Please check all that apply to self, father of the baby, or either family








Incarceration: [ ] NONE





History of incarceration: Y / N  From _____�
to	 Convicted of:	�
�
�
�
�
�









Sexually Transmitted Infections: [ ] NONE


HIV: [ ] Positive [ ] Negative [ ] Unknown 


History of Sexually Transmitted Infections:


	Chlamydia		Hepatitis B


	Gonorrhea		Hepatitis C


	Genital Warts		Herpes (HSV)�
	Human PapillomaVirus (HPV)


	Syphilis


_____Trichomonas


�
�






Sexual Practices:


Sexually active: Y / N   # of current partners  ______	 Condom Use: Y / N


Sexual orientation:	[  ]  Bisexual	[  ]  Heterosexual	[  ]Homosexual 


Birth Control at present:


	 None________	            Contraceptive patch_______	         Rhythm/ Natural Family Planning________


	 Depo Provera _________	Nuva Ring______	                           Spermicide ________


	 IUD__________		Oral Contraceptive ________		Tubal Ligation________


Hysterectomy _________	Post Menopausal ________		Vasectomy_________


Other





CONFIDENTIAL INFORMATION:


Although this is sensitive information, it may be very important to your care. We ask that you answer all questions honestly. I agree to have this information included in my social history. 	


Signature


Alcohol: [ ] NONE


Age started 	 Sought treatment Y / N	Involved in treatment at present: Y / N


Drugs: [ ]NONE


Using street drugs: Y / N Type:	cocaine	 marijuana	ecstasy	other:	 Sought treatment: Y/ N Frequency: [ ] Daily [ ] Weekly [ ] Monthly [ ] Occasionally


Psychiatric: [ ] NONE


History of suicidal thoughts: Y / N	Treated for psychiatric problem: Y / N


                      Diagnosis: 		_____________________    Age of Diagnosis __________


Family history of psychiatric problem: Y / N	Relationship:	


Abuse: [ ] NONE


History of abuse as a child: Y / N Perpetrator _________________________[  ] physical [  ] sexual [  ] verbal


History of domestic violence: Y. / N Perpetrator:	 [  ] physical  [  ]  sexual  [  ] verbal


Is the perpetrator in the home? Y / N	Is there a restraining order? Y / N


Within the past year, or during a pregnancy, have you been hit, kicked or physically hurt?	Y / N


Are you in a relationship with a person who has threatened you or physically hurt you? 	Y / N Has anyone forced you to have or perform sexual activities that made you feel uncomfortable?      Y / N





Name		 page 4





Patient's Signature	 Provider Signature	 


Date











