WOmen'S Hea.lth Mark S. DeFrancesco, MD 60 Westwood Avenue

] Melissa M. Pearlstone, MD Suite 200
Connecticut Mark R. Preston, MD Waterbury, CT 06708
Westwood Women's Health 203-574-5501
Member of Women's Health Connecticut
Name Date
Referred by - : ; Birthdate

Are you here for a problem? O Yes L No If yes, please descuibe it and how long you have had i,

Have you consulted anyone for this? UYes ONo

Who? (Name and Address)
When? (Dates of weaunent)

Desctibe previous treatment

GYN SYSTEM REVIEW:
Date of last period
Menses: Age at onset of period: Date of last pap smear

- O Xrregular O Reguolax
How often do you get your pesiod? (Check approprate box below)
O Less than 20 days apart (121 - 30 days apart 0 30 - 40 days apast 0 Greater thap 40 days apart
How many days do your petiods generally last? (Check appropriate box below)
OLessthan2 02-5 Q5-7 QO7-10 0O Greater than 10
How many pads do you use on heaviest days? __
Doyouuse QPads or O Tampax Scented? @ Yes O No

A CUBIERE oo ntonmemeesrassnssss s TSRS Shnmsmmsmsan e nmsenss e s w45 R
How large?
Do you have to stay in bed on Reavy dags? v ssesssessssennon oo
Do you miss wotk or school tegularly €ach MONtA? woovvvvcvoteeeoveseersesssesmseesere oo
If yes, how many days?
Any bleeding or spotting berween PEHOUS? .wreriirosreremsssssssssesssseece e sssssesssatons
Any bleeding or spotting after INEEYCOULSER ..........covmmmmmmnssssssensrceesramsrsonss ;

PAIN: ,
Do you have any significant pain With PEHiods? ....uummmmmessssseermmmmsmresmmsusnne
Do you take any medication to relieve it mgularly> AT e B -
Do you have any lower abdominal pain at other times of the mom;h? ———
Do you have pain duting of affet ILEICOULEE? ...vvmumimiminsseecesersssssserssssosneesesssees -
Do you have frequent Beadaches? i e sssessssson s oeosssessosee
1t yes to any of the above: Describe location, character, radiation or distribution, frequency and duration of any of

the above answers:




DISCHARGE: . XES NO
Do you haye any chromc or petaistent diseharge? ..o ronveeseereersss e
What color is ir?
Does ic have a bad oder? ...,

Have you had irching? ......

Do you wear a2 pad for it? e,

DO YOU AOUEHEP 11 orsrecssscnsrmesmmmsrrsscsssss st s e essssasssssesesssrestos
How often? What do you use?

Have you been weated for vaginitis before?......ov i
How many tmes?
Do you know what type?  Trichomonoas Monilia  Non-Specific
When were you last treated?
Whar treatment did you receiver

G.U.

“Do you have or have you had recently:
BUurning O ULINAO «....cveueeeessrecsssrssstrsssicssesaseess s seeemsess s esss s s sesss srssbs s eeee e eees eeseeseeeeeeseesreere e

BIOOA I0 WENE 111 11ersvvtssemers enressessenssssessossrens 58816818 s seesessssssssssssosssssressesseseseseeeeeeeeeeee s eeree o

UnAUE EIEQUBIEY ..o eemeec st creae e g U4 EA et eteeesesceeeeseneeeneseessem e sem s et
Urgency about urinating...............
Do you get up at night w urinate?..,
How many times? . »
Do you wet yourself involuntarily with any of the following:

coughing, sugezing, laughing, running, lifting or going up or down $taIEs? vvveiisce e,

Do you have 2 weale $Ixeams? ..o srrerev e
Were you a bed wetrer as 2 child?..iscseceeeeeeeeeeeoe

Have you had any bladder of kidney rfections? v o ecsussnssscsssceresesse e sees e

How many dmes? When was the last one?
Have you cver had kidney x-rays?....
Have you ever 5680 a DEOIOZISEY ovvsesssermsussisissiossisssrcereeeemersresees e eerstsessssasesssessessessiesceteemeee

Gl

Are you chronically conSHPATELP ... coeccececsmrnssrass eststsst s st e eeeeeerees e
Any change in bowel habir?....... .
Do JO1 £k MSAUTES? 11 errermas oo cerveeees i cnre s sarssas s ssst b et e sieennsseerees e as e b ot b e
How often?
Do you have any bIood 1N SEOOISP.miserimmercrreconreessereere e eeemaeossssrraress st ssstteeececeemeseeereossereeeresee
Do you have frequent of Chromie dArthen? ..o srereecoessessessessssesressseeeseesteeee e
ADY KIOWN UICEED oo ceest e neeee ey e e PSRttt eseerees s eemeeremsaeress et e
Any known gall bladder disease? .........
Any other known intestinal or stomach diSOTAEE? .ottt

HABITS
D00 JOU SINIOKER oo eeemieneecece e e eSS RO o steeeen s ee e eereeneeeerterarertser et pessans
Number of cigarertes per day
Do you drink regularly? ... e Aot vt
How much per day?
Do you now or have you ever used coke, heroin, or matijuana? et s e s

OTHER:
Have you had any of the following?
ShOrtness 0F BIEATH.......o.uoociteeeccecsremsretenis raeteeesaestas oo eeeeenersresnsemss et ar e oeeeeseeeoesseoeeeoseeeeeeeeoen
IDIZZINEES 1rvrnrssssrrrnaersramsssessersistsss s sesasasrascrnss s semsssee 1 8 seses esss e sesess s e vees s e et ettt n e e e s e een
Palpitations.. ..o ererermeserecerermces e e
Breast masses of JoMPS ..coeeeveeeeecereeceeevsones
Breast dISCHALZE ...ttt sttt vas TRt ane s eeee e et e
Problern with 56308l FUOCHOD e corrmssrrserersreee ettt ieeeeeeeseceeeeeseeeeearesverassesstastsetseesseeeees oo

BIRTH CONTROL:
METHOD BRAND NAME DATES OF USAGE REASQON FOR DISCONTINUATION

Birth Control Pills

10D

Diaphram

Foam

Condoms




PAST MEDICAL HISTOQRY (If yes, indicate dates, where treated and by whom heside each, section)

Have you had:
Rheumatic fever
Rheurnatie heart disease
German measles
Venereal disease
Fneumonia

" High blood pressure

Diabetes
‘Tuberculgsis

.Chronic kidney disease

Anemia

Hepatitis (yellow jaundice)
Phlebitis -

Nervous breakdown
Severe depression
Epilepsy

Migraine headaches
Bleeding tendencies
Psychiatric illness
Thyroid disease
Congenital heart disease
Radiation therapy
Other

Describe previous YES answers:

NO

YES

a

SN

SURGERY: List all surgical procedures you have had.
PROCEDURE

DATE AFFROX

HOSPITAL

LOCATION
.

SURGEON

OBSTETRICAL: List below all prepnancies and results including spontaneous miscarriages, abortions, complicaripns.

NO

MONTH/YEAR SEX

INRANT

WEIGHT WS
AT BINTH

GEST

HOURS TN
LABOR -

TYPE OF
DELIVERY

ANESTHESIA

COMMENTS/COMPLICATIONS

e = SR ) U [ SN B FURE I % 3 S




ALLERGIES:
Are you allergic to any drugs of medication? O ¥es O No
List drug Type of reaction

Do you have bay fever or asthma? . UYes [No

If yes, what wearments do you take?

MEDICATIONS:
List all medications presendy being taken, if any
DRUG REASON HOWLONG TAKEN ANY SIDE EFFECTS

Have you been hospitalized for anything else not discussed?
DATE HOSPITAL REASON FOR ADMISSION DURATION OR STAY

FAMILY HISTORY:
STATE OF SPECIFIC I¥ DECEASED,

AGH HEALTH ATLMENTS AGE AT DEATH & CAUSE
MOTHER :

FATHER

BROTHER

BROTHER

SISTER

SISTER

History of any of the following in grandparents, uncks, aunts, relatives and list relationship:

Breast Cancer ~

Diabetes

Utetine Cances

Rectal ox colon cancer

Other Familial diseases: __-

If there is any ather perinent medical information not previously mentioned, please discuss:




