
NEW PATIENT QUESTIONNAIRE 

 

NAME:       DOB:   DATE: 
 
ARE YOU HERE TODAY FOR A: 

❏ ROUTINE ANNUAL EXAM  
❏ PROBLEM ________________________________________________________________________________ 

 

PREFERRED PHARMACY: 

MEDICATIONS (INCLUDE OVER THE COUNTER) (DRUG NAME/DOSAGE) 

   

   

   

   

DRUG ALLERGIES: 

MEDICAL HISTORY 

❏ DIABETES   
❏ HIGH CHOLESTEROL 
❏ HYPERTENSION 
❏ HYPERTHYROIDISM 
❏ HYPOTHYROIDISM 
❏ ANXIETY 
❏ DEPRESSION 
❏ HEARTBURN 
❏ CROHN'S DISEASE 
❏ LUPUS 
❏ OVARIAN MASS 

 

❏ OVARIAN CYST 
❏ ENDOMETRIOSIS 
❏ FIBROMYALGIA 
❏ RHEUMATOID ARTHRITIS 
❏ ATRIAL FIBRILLATION 
❏ ABNORMAL HEART BEAT 
❏ HEART ATTACK 
❏ CORONARY ARTERY 

DISEASE 
❏ STROKE 

 
❏ GALLSTONES 
❏ GOITER 
❏ BREAST CANCER 
❏ OVARIAN CANCER 
❏ CERVICAL CANCER 
❏ COLON CANCER 
❏ UTERINE CANCER 
❏ ENDOMETRIAL CANCER 
❏ _______________________ 

_______________________ 

SURGICAL HISTORY   (procedure/year) 

   

   

   



 

FAMILY HISTORY 
       (circle which one applies)    (Please write which family member/ age of diagnosis ex: maternal grandpa, 55) 

Breast cancer  

                    Uterine cancer   

Colon Cancer  

Ovarian Cancer   

Diabetes  

Stroke  

Deep Vein Thrombosis (DVT)  

Hypertension  

Other family history   

GYNECOLOGICAL HISTORY 

Currently Sexually Active?  Yes / No Pain with intercourse? Yes / No Sexual orientation: 

Last Pap Smear (Mth/Yr):                            Abnormal pap in past:   Yes / No                      If yes, when? 

Last Mammogram (Mth/Yr):                         Abnormal Mammo/Breast Biopsies:  Yes / No    If yes, when? 

Last colonoscopy (Mth/Yr):                                          Result: 

Last Bone Density (Mth/Yr):                                         Result: 

Current vaccinations: 
❏ Flu     
❏ Pnemonia 
❏ Shingles 
❏ Tetanus        
❏ Gardasil  

History of STD’s: (circle all that apply) 
 
       Gonorrhea           Syphilis 
       Chlamydia           Genital Warts 
       Trichomonas        HIV 
       Herpes (HSV)      HPV 

Age periods began: 
 
Frequency of periods: 
 
# of days bleeding: 

Are you currently pregnant? Yes / No Last menstrual period: Pain with periods?  Yes / No 



 

History of Sexual abuse:  Yes / No Recent changes in periods? Yes / No   If yes, what? 

OBSTETRIC HISTORY 

Total Pregnancies: Living children: Full Term:              Preterm: 

Abortions:             Miscarriages:  Cesarean sections:           Vaginal deliveries: 

Circle your form(s) of birth control:  Fertility based method / Withdrawal / Condoms / Spermicide / Pills / IUD / Implant / 
Ring / Patch / Shot / Emergency contraception / Essure / Tubal / Vasectomy / Hysterectomy                                                  

SOCIAL HISTORY 

Tobacco use:  Yes /  No            How Long?                    How many daily?                 Ready to quit?  Yes /  No 

Alcohol use:  Yes / No             How often?                    How many?                           Illegal Drug use: Yes /  No 

Have you traveled outside the U.S. in the past 3 months?  Yes / No      If yes, where? 

 






