Fredericksburg

 Womens Health Associates
Patient History Information
Have you ever been diagnosed with any of the following conditions?
Abnormal Pap


yes

no

Heart Disease


yes

no

Abnormal Mammogram
yes

no

High Blood Pressure

yes

no
Anxiety/Depression

yes

no

Kidney Disease

yes

no
Asthma


yes

no

Menstrual Problems

yes

no
Autoimmune Disorders
yes

no

Migraines


yes

no

Back Injuries


yes

no

Polycystic Ovarian Syndrome yes

no
Bleeding/Clotting Problems
yes

no

Problem Pregnancy

yes

no
Blood Transfusions

yes

no

STD’s; including HPV

yes

no


Cancer (any form)

yes

no

Thyroid Disease

yes

no
Colon/Bowel Disease

yes

no

Tuberculosis


yes

no
Diabetes


yes

no

Urinary/Bladder problems   
yes

no
Eating Disorders

yes

no

Varicosities


yes

no
Endometriosis


yes

no

Other?  Please list:   _______________________
Epilepsy


yes

no

_________________________________________


Have you ever had general anesthesia/been put to sleep?  yes

no

Had epidural or spinal anesthesia?


yes

no

Any reaction to anesthesia?  
yes
no  

If yes, explain:​​​​​​​​​​​​​​​​​​​​​​​​​__________________________
Have you ever had surgery?
yes
no

If yes, list surgeries below:

Date

Surgery




Problems

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Medications:
______________________________________________________________




______________________________________________________________

Allergies to Medications:
______________________________________________________________





______________________________________________________________



Pregnancy History:

Total pregnancies:  _________
Full Term:      _________
Preterm (under 38 weeks):   _________

Ectopic:  

_________
Miscarriages:  _________
Abortions:                            _________

Multiple Gestation: _________
Stillborns:       _________
Current number of children: _________

Problems during previous pregnancies:

Hypertension:______________
Diabetes:  ____________
Toxemia:  _________________________

Excessive blood loss:  _________      Blood transfusion: ______
Preterm labor:  ____________________

Other:  _______________________________________________________________________________



Last menstrual period:  __________________ Last Pap test:  ________________________________

Last mammogram:  _____________________Colonoscopy:  ____________  Bone Density: ________

Reason for today’s visit?  ______________________________________________________________

6/2011
Date:


Name:


Date of Birth:					Age:











