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          CHART NO._____________________
PLEASE PRINT                                                                                                                                             DR.______________ DATE____​​​​​​​​______
Name__________________________________________ Age________Birth Date__________  S   M   W   D  Sep.   Race______
Address_____________________________________________________________________ Home Phone __________________

Occupation ____________________________________Cell Phone__________________Business Phone____________________

SS# __________________________   Referred By________________________________________________________________​_
Partner’s Name____________________________________________ Business Phone____________________________________

Occupation________________________________________________ Cell Phone _______________________________________

__________________________________________________________________________________________________________​​_
MENSTRUAL HISTORY:   Date of last period________________ Regularity_____________  Birth Control Method____________

OBSTETRICAL HISTORY: Total # of Pregnancies ________ # Living _______ # Abortions_________ # Miscarriages _________
	       Date
	 Type of Delivery
	Weight
	Sex
	             Complications
	       Child's Name

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


SURGICAL HISTORY:

	        Date
	 
	 
	Surgery Performed
	 
	

	 
	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	


MEDICAL HISTORY: (patient and family): (Pt = Patient; F = Family) 
	Description
	Pt
	F
	Description
	Pt
	F
	Description
	Pt
	F
	Medication Allergy_______________

	Heart Disease
	 
	 
	Diabetes
	 
	 
	Blood Anemia/Transf
	 
	 
	 ___________________________

	Hypertension
	 
	 
	Thyroid Endoc.
	 
	 
	Mental/Emotional
	 
	 
	 ________​​​​​​​​​​​​​​​​___________________

	Pulmonary Disease
	 
	 
	Gyn Problems
	 
	 
	Phlebitis
	 
	 
	Latex/Sensitivity Allergy_________ 

	Breast Problems
	 
	 
	Herpes
	 
	 
	Seizures
	 
	 
	Tobacco  __ Packs per day______

	Hepatitis
	 
	 
	Syphilis
	 
	 
	Cong. Anomalies
	 
	 
	Alcohol   __ Drinks per day______

	Kidney Disease
	 
	 
	Gonorrhea
	 
	 
	Breast Cancer
	 
	 
	Street Drugs__________________

	Uterine Fibroids
	 
	 
	Venereal Warts
	 
	 
	Ovarian Cancer
	 
	 
	 


OTHER MEDICAL HISTORY: (Explain checked boxes from above)
MEDICATIONS:
