Women’s Health History

Age of first menses: _________  Date of last menses: _________ 
Are you, or might you be pregnant? Y / N

Number of days between periods  (your cycle): _________  Number of days of flow: ____
Is your cycle regularly the same length?  Y / N

Date of last pap smear: ______________

Color of flow:
      Amount of flow:        # of pads/tampons/other     Pain & Cramping:






 you use per day:

( Pale/ light red

( spotting




  ( no

( red


( light


     1st day ______
  ( yes  


( bright red

( even throughout
     2nd day______
          ( before flow    ( mild

( dark red

( heavy


     3rd day_______
          ( during flow    ( moderate

( dark red/ brown



     4th day_______
          ( after flow       ( severe

( clots





     + days________

(powdery/ dry

What else do you experience premenstrually, during, after, and around ovulation?____________________________________________________________________________​​​​​​​​​​​​​​​​__________________________________________________________

# of pregnancies​​​​​​______births _____ Abortions_____ Miscarriages_____

Have you ever had an abnormal pap smear? Y / N

Have you ever had a cervical biopsy, operation, cauterization, or conization? Y / N

Do you get yeast infections regularly? Y / N      Urinary tract infections?  Y / N

Have you ever been diagnosed with or treated for:


( Chlamydial infection
( Pelvic inflammatory disease
 ( Endometriosis


( Polycistic ovaries
( Ovarian Cysts 

( Pelvic adhesions



( Pelvic abnormalities 
( Uterine fibroids
(uterine polyps


(Other _________________________________

Do you use birth control, and if so, what method? ​______________________________

Have you ever taken birth control pills, and if so , for how long?__________________

How regularly do you have breast exams? What kind? __________________________

Are you having any symptoms related to menopause? ​___________________________

Do you have any libido concerns? ​​​___________________________________________

Did you mother take DES?​​​​​​​​_______________

Family History of ovarian, uterine, cervical, breast, or prostate cancer_________________________________________________________________

Gynecologist/Nurse Practitioner​​​​​​​​_____________________________________________

