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Cascade Women's Healthcare
1601 Creekside Loop
Yakima, WA 98902

Date:            Date of birth:

Name:    Age:

Referred By:
Primary Doctor:
Reason for Visit:

Menstrual History

Onset of last period
Age at first period
How many days do you bleed?

     Yes       No     This column for doctor's use only
Vaginal discharge or odor?
Any bleeding between  periods?
Any bleeding after intercourse?Any bleeding
Painful periods?
Problems with periods?
     If you are menopausal:
At what age did you stop menstruating?
Have you ever taken hormones?
Are you taking hormones now?
Have you had a DEXA scan?

Gynecologic History
Date of last Pap Smear

Result: normal abnornal
Have you ever had:      Yes       No
   An abnormal Pap Smear?
   Pelvic infection requiring antibiotics?
   Genital Warts?
   Herpes?
   Endometriosis?
   Cervical  Treatment required?

Any difficulty getting pregnant?
History of DES Exposure?
History of sexual assault or abuse?



     Asthma?

Page 2 Name:

General Medical History      Yes       No     This column for doctor's use only
     Do you haveAllergies?

List allergies:
List Medications currently taking:

Have you ever had:
     Hight Blood Pressure?
     High cholesterol?
     Heart Disease?
     Echocardiogram?
     Kidney Problems?
     Jaundice?
     Ulcers?
     Rectal Bleeding?
     Excess hair growth?
     Knee, hip or ankle problems?
     Cancer?
     Blood transfusion/blood clots?
     Asthma?
     Diabetes?
     Thyroid Disease?
     Hepatitis?
     Gallstones?
     Colon problems?
     Frequent or severe headaches?
     Osteoporosis?
     Depression?
     Other:

Have any close relatives ever had:      Yes       No
     Cancer?
     Heart attack?
     Stroke?
     High blood pressure?
     Diabetes/PCOS?
     Birth defects?
     Reaction to anesthesia?
     Kidney disease?
    Other:

Do you smoke?
     Drink alcohol?
     Wear your seatbelt?
     Do breast self‐exam?



Do   use condoms?
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Name:

     Yes       No     This column for doctor's use only
Have you ever had a mammogram?
Have you ever had a colonoscopy?

Sexual History      Yes       No
Are you sexually active?
Do you use/require contraception?
Current Birth Control Method
Have you ever used?
     Birth Control Pills
     IUD
     Other:

Number of sexual partners in last 5 years:
     (circle one) 0          1      1‐5      >5
Any new partners?
Do you use condoms?you

Obstetrical History (include miscarriages or abortions)
Year Procedure (D&C, cesarean, vaginal delivery)

Urologic History      Yes       No
Do you lose urine with cough/sneeze?
Other bladder problems:

Surgical History      Yes       No
Have you ever had pelvic or
     abdominal surgery?
      Procedure:

Other surgery? (i.e. breast biopsy)

Signature Date
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