
ANNUAL GYNECOLOGIC EXAMINATION HEALTH QUESTIONNAIRE
PLEASE COMPLETE THIS FORM BEFORE YOUR VISIT
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Name ooooooooooooooooooiooooooo Marital Statusooooo Ageoooooo Dateoooooooooooo

Address oooooooooooooooooooooooooo Cityoooooooooooooooooo State/Zipooooooooooo

Home Phoneoooooooihoooooo Work Phoneooooohioooooooo Cell Phoneoooioohoooooooo

Email Address oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Date of Birthoooooooooooooooooooo Social Security Numberooooooooooooooooooooooo

Employerooooooooooooooooooooooooooooo Occupationooooooooooooooooooooooooooo

Emergency Contact ooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

Emergency Contact Phone Numberooooooooooooooooooooooooooooooooooooooooooooo

Primary Care Physician oooooooooooooooooooooooooooooooooooooiooooooooooooooooo

Primary Care Physician Phone Numberoooooooooooooooooooooooooooooooooooooooooo

GYNECOLOGIC HISTORY 

How many pregnancies have you had?ooooooooooo How many live births?ooooooooooo
When was the first day of your last period? ooooooooooooooooooooooooooooiooooooooo
Please circle YES or NO: 
YES NO OCC Do you have periods?   How many days apart are they?oooooooiooooo
YES NO OCC Are your periods regular? 
YES NO OCC Are your periods heavy? 
YES NO OCC Do you have bleeding between your periods? 
YES NO OCC Are you sexually active? 
YES NO OCC Are you troubled with a vaginal discharge? 
YES NO OCC Do you have pain with intercourse? 
YES NO OCC Do you have hot flashes 
YES NO OCC Are you troubled with leakage of urine (incontinence)? 
YES NO OCC Do you have a protrusion/prolapse from the vagina? 
YES NO Have you ever had an abnormal pap test? 
YES NO Have you ever had a Sexually Transmitted Disease (STD)? 
YES NO Have you had the Gardasil (HPV) vaccine series?

Have you had any new medical problems or surgeries since your last visit? If
so, please elaborate.

Please list all medications including vitamins and herbal supplements:




