PATIENT NAME: ..o, SURNAME........ooiiii, AGE: ...,
OCCUPATION: .....ooiiiiiiiiiiieiiiiecccee, MARITAL STATUS. ...t

PARTNER NAME: ... SURNAME.......ccooiiiiiiiiiiiiicicce AGE.............
PARTNER OCCUPATION: ...t

MAIN COMPLAINTS: Lo

INFERTILITY: Do you suffer from infertility?........................ IF YES, please complete the infertility
questionnaire. (kindly request from receptionist)

REFERRAL

Have you been referred?.............. By Who?.....ccoveiee, Medical Practitioner............ccccccevenenn.

Friend or Family member...................cc...... Internet.................oeeee. Selfiiiiieieee
Have you consulted a doctor in the past 6 MONTNS?..........ccccoiiiiiieie e e
Have you had any blood tests done in the past 6 MONthS?...........c.cooiiiiiiii e
When?......ccovvveieneneneene WHICH LaD7.... e
Did you have any other Special examinations? (Example: Mammogram,DXA?) .....cccccvviiinieienennns

I£Yes” please SPECITY dateS: .....ccuiiiiiiiiiiieee ettt et ettt e et n e ne e

ATe YOU CUITENEIY PIEONANT?.......i ittt et e e te s e s b e et e areesteeneaneenneenras
CONTRACEPTION: Are You SEXUAITY ACHIVE?.......ccveiiiiiiieeie sttt sra e e e
What cONtraception O YOU USE?.......c.oiuiiiriiiiiiieiieiee ettt
PREGNANCIES: How many times have you become pregnant?............ccccocveveieeiieieceese e
- miscarriages/abortions?...........ccccvvevv v

- premature births (> 3 weeks early)?........ccocevviinininnne
After your pregnancy did you — breastfeed?...........cccccveviiieiiieie i

Year of Male/Female Method of Gestation/duration| Complications
pregnancies Delivery of Pregnancies

PAP SMEAR:  When was YOUr 1aSt PaP SIMEAI?..........cciuieiiiiiiie e st e seesie et e e saa e sree e sbaesneenree e
Was it €VEr @DNOIMAI?......cc.eeieiiece ettt seeenee e



MENSTRUATION: At what age did your Menstruation start +/-?..........cccccevvviieiiveve i

LNM: When was your last normal MeNStrUatioN?..........cc.eiveiierieiieieeie e sra e snee s

What was the the first day of YOUr 1aSt PEITOU?........ccvoiviiiiiiii e
How many days does your menstrual FIOW 1aSt2..........cccoiiiiiiiiieie e

How would you describe your menstruation? Normal ................. Heavy.................. Light.........

DYSMENORRHEA: Do you have pain With YOur Periods?..........cccccvveiieieiieiiese s

DYSPAREUNIA:

ENDOCRINE:
Do you suffer from:

Little

Moderate

Severe
Do you need to take Pain medication?............ccccovveiieiiiie i
Do you have pain With INtErCOUISE?.......c.ciuiiieiieie e

If YES, please specify- Deep Pain ............. Vaginal Pain ..........

= NOL FIUSNES?....c.cee e,

- €atING AISOIUEI?.......eivie e
- sleep @abnOrmMality?.......cccooeiiiiiiiiee e
= JEPrESSION?.....ceieciecece et
- NEAACNES?......c e

- Vision disturbanCe?.........ccoovvveriieieniceeee e

OTHER GYN HISTORY: D0es your Dreasts 18aK?............cooiiiiiiiiieie e

DO YOU SUFFER

Is the hair on your face, breasts or abdomen Iincreasing?...........ccccceevvvvevvervesesieenn,
Acne -Face.......... ....... Back.........oooii

FROM INFECTION:?

Vaginal?..................
Odor....ccvveveeinne.

Have you ever had-
When was your last

.............................. Itching..................BUMING.....coooiiiiiiiiiieee e
........................................................ Discharge.........c.cooviiiiiiiieeeeeee,

sexually transmitted diSEASE?.......ccvuieiieiie et
HIV ST AONE? ...ttt enae e nneenns

URINARY SYSTEM

Do you suffer from
Do you have urine |

UFINANY INFECLIONS?.. ..ot et e e e e beesraeenree s
K. ettt ettt et aR e Ee Rt Rt e teeRae Rt e teeneeaE e e teaneenreeneereenreenteas

If yes: Does it cause embarrassment? ................. Leak when cough/Laugh/Jump?...........ccccoevvennnnee.
Leak before you reach the toilet?...............co....... Do you have to go frequently?..........cccooereniiininnennn,
How many times do you wake up at night to go to the tollet?...........cccoveiieiiciic e



Do you have a heavy feeling or a lump in the Vagina?...........cccoceiieiieii i

SURGERY:
Have you had any Gynecological surgery?................ SPECIHTY.c.eiiececee e
D0 you Still have YOUr APPENAIX?.......ceiiiieii bbbt

LAPAROSCOPIC SURGERY

[Reason if yes] ..oouviiiiiii i

OTHER SURGERY: Have you had any other Operations?.............coveiririeneneniniseseeie e
PlEASE SPECITY.....eiieiicieie et

PERSONAL MEDICAL HISTORY: Do you suffer any serious medical conditions? (Please circle):
(Diabetes, Heart disease, High blood pressure, Liver problems, Jaundice,
Migraine, Tuberculosis, Thyroid, Epilepsy, Congenital hyperlipidemia,
Sickle cell disease etc.)

FAMILY HISTORY: Do you have a close family history of:

- breast cancer ............ Who?
Motherside..................
Fatherside...................
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- Close Family members with: (Please circle)
(Diabetes, Heart disease, High blood pressure, Liver problems, Jaundice, Migraine,
Tuberculosis, Thyroid, Epilepsy, Congenital hyperlipidemia, Sickle cell disease etc.)

TREATMENT: Do you take daily medication?.......... If YES, please elaborate...........cccooeverinennnn
- Do you take any Aspirin (Disprin and/or Grandpa etC.)?.......cccccvevverviiveneeieeneennenn,
- Do you take any NSAID (Voltaren and or Brufen etc.)?.........ccccovevviieieeie e,
ALLERGIES: Are YOoU allergiC t0 any ArUgS?.....ccviveieeiieiiecie e
SOCIAL.: DO YOU SIMOKE?. ...ttt e be e e e s raeereeas
STOPPEA: WNEN?.....ceeee et bbbt
Do you use excessive alCoNOI?...........cooviiiiiiii e
Do you use any recreational drugS?..........ooeiieieieeiese s
Exercise: - What type of exercise do YoU dO?..........ccceviiiiiiiiii e

- HOW many times @ WEEK?..........oovviiei e



BOWEL.: Are your bowel movements regular/normal?............ Constipation? .......cccccceeeeueene

L00SE StOO0IS?.....eviveiieiecieiee e Blood in the stool?...........cccoovevineiiice
Hemorrhoids?........cccocevvevveie e, Are you losing weight?.........c.ccccovvveiiieinnn,
EXERCISE:
What type 0Of eXErCISE 00 YOU TO?......ooiiiieiiiie ettt sttt sre e esbeeneenneenrs
HOW Many tIMES @ WEEK?.......cueeieiee ettt e e st e e e e e s aeeteena e reenbesneenne s
Would you like a Chaperone to accompany you in the examination room?...........cccccvveveiieeneernennenn,

What religion/church are you attending?..........cooviiiiiieiieii e sra e enreeae s



