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GRAND TRAVEF

omen’s Clinic

Name

Patient Medical History Form

Single [Married

**List any allergies & reactions to medications:

] No Known Allergies

[JSeparated [IDivorced LJWidowed Referred By:

Date of Birth ___/ /| Age Today’s Date

1200 Sixth St. Suite 400
Traverse City, Ml 49684
Ph. 231-392-0650

Fax 231-392-0665

OR

Medications List medication and dosages you are currently taking, including over-the-counter medications, vitamins and herbal

remedies:

Family History

Please list any close relative (indicate maternal or paternal relationship) with a history of the following:

Relative/Age at diagnosis

Relative

[lBreast Cancer

[IHigh Blood Pressure

[ClOvarian Cancer

[lDiabetes

ClUterine Cancer

[JHeart Disease (heart

[IColon Cancer

attacks, stroke, bypass surgery)

[1Osteoporosis

Sickle Cell

[ICystic Fibrosis

[ITay Sachs

[IBlood Clots [IMuscular Dystrophy
[1Hemophilia []Other Genetic Disorder
Gyn History:

Age of first period

Age of menopause

Birth control: [1Condoms

Clpills

Have you ever had any STD’s? Clyes [INo If yes please list which ones:

Last menstrual period:

DVaginaIring DPartnerwithvasectomy Clpatch  [iub

ClTubal DNaturaIfamin planning CINone [other

Have you ever had an abnormal pap smear? Clves [INo

If yes, what treatment did you receive for it:

OVER




Health Maintenance

Date of last pap smear

[INormal [lAbnormal

Date of last mammogram

[ INormal [JAbnormal [INever had one

Date of last bone density

Date of last colonoscopy

CINormal DOsteopenia DOsteoporosis [INever had one

[ INormal [JAbnormal [INever had one

Obstetrical History:

[Jcheck if you have NEVER BEEN PREGNANT

# of pregnancies: # of live births:
# of miscarriages: # of stillbirths:
# of vaginal deliveries # of C-Sections:

Please list any complications with pregnancies:

# of ectopic (tubal): # of abortions:

Clcheck if you have adopted children

Past Medical History Please check any of the following conditions/diseases you have had:

[ Arthritis

[JAsthma

[IBlood Clots

[Jcancer

[Ichronic Back/Joint problems
DCongestive Heart Failure
DDepression/EmotionaI concerns
[Jother

[IDiabetes
DEmphysema
[lGlaucoma/Cataracts
[JHeart Disease
[JHeadaches/Migraines
[ Head Injury
[IHepatitis/Liver Disease

DHigh Blood Pressure Clulcers
] High cholesterol [Iskin Conditions
L1 Hiv/AIDS [Istroke

Dlnflammatory Bowel Disease
DKidney Disease

[seizures

DThyroid Disease

Smoking Status: Current smoker [] Yes *If yes,

Social History

Alcohol use Llves [INo
Street drug use Clves  [INo
Exercise Clves [INo
Caffeine Clves [INo
Sexual Abuse Clves [INo
Physical Abuse Clves [INo
Emotional Abuse [Jyes [INo

pack(s) per day [ No - choose one: [INever smoker [IFormer Smoker

If yes, drink (s) per day/week/month

Type and frequency

Type and frequency

If yes, caffeinated drinks (coffee, tea, soda) per day/week

If yes, are you safe now? [lYes [INo Counseling? [dYes [INo

If yes, are you safe now? [1Yes [ONo Counseling? [Yes [No

If yes, are you safe now? [JYes [INo Counseling? [lYes [INo

Surgical History Please list all surgeries with dates:




