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Ob/Gyn Web Form 0308 

Patient Identification 

 

Please provide the following information to help us provide you complete and efficient care. 

 

Date: _______________________________________ Emergency Contact: _____________________________ 

Name: ______________________________________ Emergency Contact #: ____________________________ 

Address: _____________________________________________________________________________________ 

City: _______________________________________ State: _____________ Zip code: ___________________ 

Marital Status:  _____ Single  _____ Married  _____ Divorced  _____ Widowed 

Home Phone: ________________________________ Cell Phone: _____________________________________ 

Occupation: _________________________________ Work Phone: ____________________________________ 

Insurance: ___________________________________ Primary Care Physician: ___________________________ 

 

 

1. Age:  ________ 

2. When was the first day of your last menstrual period? _________________________________ 

3. Are you currently using contraception?  _______ Yes What type? ___________________________________ 

      _______ No _______ N/A (menopausal) 

4. Have you ever been pregnant? 

_______ Yes If yes, please provide the following information about your prior pregnancies. 

_______ No, I have never been pregnant. (Proceed to question #5)  

  How many times have you been pregnant?    ________________ 

(include miscarriages, tubal pregnancies, abortion and deliveries) 

Number of term deliveries (deliveries > 37 weeks)  ________________ 

Number of preterm deliveries (deliveries < 37 weeks)  ________________ 

Number of miscarriages     ________________ 

Number of ectopic (tubal) pregnancies   ________________ 

Number of elective abortions    ________________ 

Number of living children     ________________ 

What was the birth weight of your largest child')  ________________ 

5. Please list any medical problems for which you have been evaluated or treated:  
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6. Please list all prior surgeries and approximate dates: 

 

7. Are you having any complaints of PAIN? If yes, where? 

Please rate severity Least pain - 1  2  3  4  5  6  7  8  9  10  - Most pain 

 

 

 

MEDICATION 

Please list current medications and dosage if known (include prescription medication and over-the-counter 

medications and supplements):    _______ I have no known medical allergies. 

 

 

 
FAMILY HISTORY – Do you have any immediate family members with any of the following conditions? 

Breast cancer:   _______ Yes _______ No  Relationship _________________________________ 

Ovarian cancer:  _______ Yes _______ No  Relationship _________________________________ 

Colon cancer:  _______ Yes _______ No  Relationship _________________________________ 

Uterine cancer  _______ Yes _______ No  Relationship _________________________________ 

Diabetes   _______ Yes _______ No  Relationship _________________________________ 

Heart disease:  _______ Yes _______ No  Relationship _________________________________ 

Blood clot:  _______ Yes _______ No  Relationship _________________________________ 

Stroke;   _______ Yes _______ No  Relationship _________________________________ 

Osteoporosis:  _______ Yes _______ No  Relationship _________________________________ 

Alzheimer’s  _______ Yes _______ No  Relationship _________________________________ 
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HABITS 
Do you smoke  _______ Never _______ Quit  _______ Yes How much? ____________________ 

Do you drink alcohol? _______ Never _______ Quit  _______ Yes How much? ____________________ 

Do you use street drugs?  _______ Never _______ Quit  _______ Yes How much? ____________________ 
 

 

CANCER SCREENING 
When was your last pap smear? ___________________________  Was it normal?   _______ Yes _______ No 

Have you ever had an abnormal pap smear?       _______ Yes _______ No 

Have you ever undergone treatment for an abnormal pap smear?   _______ Yes _______ No 

 What type of treatment? ___________________________________________________________________________ 

If over the age of 35, have you ever had a mammogram?  _______ Yes _______ No _______ N/A 

When was your last mammogram? ____________________________ Where? ______________________________________ 

Have you ever had an abnormal mammogram?     _______ Yes _______ No 

If over age 50, have you ever been screened for colon cancer?  _______ Yes _______ No _______ N/A 

 When? ___________________________________  What type of study? ____________________________ 
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