BLOOMINGTON OBSTETRICS & GYNECOLOGY  
PERSONAL HEALTH HISTORY

Date:___________


Name________________________________DOB:_____________Age:____ Race:_____________
Home Phone:_______________Cell:_______________Work:______________________________

Occupation____________________Employer/School__________________Marital Status________
Allergies:______________________________________________________
___________________

Family History:  Are you adopted? [] Yes [] No  If no, please complete family information below.



   Age(s)

Health Problems?

Cause/age of death if deceased  Father:____________________________________________________________________________   Mother:___________________________________________________________________________   Sisters:____________________________________________________________________________  Brothers:__________________________________________________________________________
Do you have or have you ever been treated for:

Past/Present



Past/Present


Past/Present
[]
[] Alcohol/Drug abuse or addiction
[]    [] Emphysema/COPD

[]   [] Menopausal Symptoms

[] 
[] Anemia


[]    [] Endometriosis

[]   [] Osteopenia/Osteoporosis

[] 
[] Arthritis


[]    [] Gallbladder Disease

[]   [] Persistent Cough

[] 
[] Asthma


[]    [] Genital Sores

[]   [] Phebitis/Vericose Veins

[] 
[] Anxiety/Depression

[]    [] Headaches/Migraines
[]   [] Polycystic Ovary Disease

[] 
[] Bleeding Disorder

[]    [] Heart Disease/Stroke
[]   [] Pulmonary Embolus

[] 
[] Breast Problems or Disease
[]    [] Hepatitis/Yellow Jaundice
[]   [] Pelvic Pain

[] 
[] Cancer / Type:______________
[]    [] Herpes/Cold sores

[]   [] Rectal Bleeding/Hemorrhoids

[] 
[] Change in Bowel Habits

[]    [] Hernia


[]   [] Recurrent Vaginal Infections

[] 
[] Chemo/Radiation Therapy
[]    [] High/Low Blood Pressure
[]   [] Thyroid Disease

[] 
[] Chlamydia/Gonorrrhea/Syphillis
[]    [] HIV/AIDS


[]   [] Tuberculosis

[] 
[] Colitis



[]    [] Kidney Disease

[]   [] Ulcer

[] 
[] Condyloma/Genital Warts/HPV
[]    [] Lupus


[]   [] Urinary Problems

[] 
[] Crohn’s Disease

[]    [] Mitral Valve Prolapse
[]   [] Weight Loss/Gain










[]   [] Other__________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Because of risks associated with cervical cancer:
At what age did you first have sex?   [] Younger than 17    [] Older than 17

How many sexual partners have you had?  [] fewer than 5     [] more than 5

History of Abnormal Pap Smears?  [] Yes  [] No Date of Last Pap? _____  HPV Vaccination [] Yes  [] No

Because of risks associated with breast cancer:

If you have children, how old were you when your first child was born?______Did you breastfeed?[]Yes []No  If yes, for how long did you do so?_____________  Do you perform self breast exams? [] Yes  [] No

What age did your menstrual cycle begin?________ Age Menstrual cycle ended?______

Have you ever spent the night in the hospital? []Yes []No     Have you had surgery? []Yes  []No
List Surgeries and Dates: ____________________________________________________ 

Pregnancies: Full Term______Premature______Abortions/Miscarriages______________

Contraceptive History: [] Pills [] IUD [] Depo Provera [] Condoms [] Tubal Ligation [] Vasectomy [] Other

Regular Menstrual Cycles? [] Yes or [] No    Length of Cycle?____________  

Date of Last Menstrual Cycle:___________________  Cramps: [] None  [] Moderate  [] Severe   

Do you use any of the following:   

    Cigarettes []Yes []No       Alcohol  []Yes  []No     Caffeine  []Yes  []No      Recreational drugs []Yes  [] No


# per day______

 # of drinks per day___
# of drinks per day____
  What type?_________________

Patient Signature________________________________ Date________________

Provider Signature_______________________________ Date________________

