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	NEW PATIENT HISTORY 



	Patient Name
	Date
	DOB
	Age



	Are you a previous patient?          Yes          No



	Reason for today’s visit:




	SOCIAL HISTORY



	Occupation


	Education

□ High School    □ College     □ Post Graduate

	Marital Status

□ Married          □ Single          □ Divorced          □ Separated          □ In a relationship          □ Widowed

	Are you currently sexually active?    
	Yes         
	No
	

	Do you smoke?                                                                                                                               
	Yes
	No               
	If yes, how much?
	How long?

	Do you drink alcohol?                             
	Yes
	No
	If yes, how much?                                                             
	How long?

	Are you a drug user?                              
	Yes
	No
	If yes, what substance?                                                     
	How long?

	Do you have a history of the following:                                           
	Abnormal pap smear/HPV
	Yes
	No

	
	Gonorrhea
	Yes
	No

	
	Chlamydia
	Yes
	No

	
	Hepatitis
	Yes
	No

	
	Herpes
	Yes
	No

	
	Trichomonas
	Yes
	No

	
	HIV
	Yes
	No

	
	Syphilis
	Yes
	No


	MENSTRUAL HISTORY


	Last menstrual period


	Frequency of menstrual periods
	Age of onset of menstruation



	Do you have problems with your periods?  Please describe.



	If you are menopausal, are you currently using hormones?    Yes          No                
	If so, which one?

	Have you ever used hormones?                                                     
	When?                                     
	How long?

	What form of contraception do you currently use?

	What forms of contraception have you previously used?
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	OBSTETRICAL HISTORY



	Number of pregnancies:
	Number of births:
	Number of living children:

	Number of vaginal deliveries:
	Number of c-sections:
	Number of miscarriages/abortions:

	Have you ever had a D&C?     Yes        No            
	When?

	Have you had pregnancy complications?  (explain)

	Other pertinent obstetrical issues:


	MEDICAL HISTORY



	Indicate if you have ever been diagnosed with any of these conditions:
	Hypertension
	Heart Disease



	
	Asthma/COPD
	Diabetes



	
	Bleeding tendency
	High cholesterol



	
	Stroke
	Thyroid problems



	
	Intestinal problems
	Arthritis



	
	Osteoporosis
	Neurological Problems



	
	Cancer
	Abnormal Mammogram



	
	Other


	

	Date of last pap smear:
	Location



	Date of last mammogram:


	Location

	Date of last bone density (DEXA) scan:
	Location



	Date of last colonoscopy:
	Location



	Medications:



	Drug Allergies:

Are you allergic to latex, iodine, shellfish, or tape?  (please indicate)

	Surgeries:  (year or age)



	FAMILY HISTORY



	Relationship
	Age
	Health
	Age & Cause of Death

	Father


	
	
	

	Mother


	
	
	

	Sibling #1


	
	
	

	Sibling #2


	
	
	

	Sibling #3


	
	
	

	Husband


	
	
	

	Do you have any family members with:
	Heart Disease
	Yes                         No



	
	Diabetes
	Yes                         No

                     

	
	Cancer
	Yes                         No    
                


PT. Hist, p2—03/08
