
 

 

                                                                          
Woman2Woman 

                        Obstetrics & Gynecology 
Sharon Steele, MD 

 
NEW PATIENT 
Obstetric- Gynecology Medical History 
Patient Name: ________________________________________ Date of Birth: ____________________________________________ 
Home Phone: ________________________________________ Cell Phone: _____________________________________________ 
Pharmacy (name/location): ________________________________________________________________________________________ 

Please Complete the Following Questionnaire  Date: ____________________________ 

Reason for Appointment: ________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 
Referring Physician: _____________________________________ Primary Physician: _________________________________________ 

Medications: List the NAMES (and DOSE if known) of the medicine you take every day (including non-prescription medicines) 
Name Dose Name Dose 

    
    
    
 
Allergies: ____________________________________________________________________________________ 

Past Surgical or Hospitalization History: List all the surgeries or hospitalizations you have ever had 
  

  

  

  

 
Past Personal & Family History:  Please ü self or FM to each area if any condition below applies to you or a family member 

Condition SELF FM Condition SELF FM Condition SELF FM 

Anemia   Glaucoma   Lung Disease   

Arthritis   Heart Problems   Seizures   

Asthma   Hepatitis   Sexually Transmitted Disease   

Bleeding Tendency   HIV/AIDS   HPV   

Cancer (Breast, ovary, uterus, colon)   High Blood Pressure   Stroke   

Chicken Pox   Hoarseness   Thyroid Problems   

Cholesterol   Immune Disorder   Trouble w/ Anesthesia   

Depression   Kidney Disease      

Diabetes   Liver Disease      

 
If you have had a condition not listed above, please describe here: 
________________________________________________________________________________________________________________ 

Have all pap smears been normal? o YES o NO  Last abnormal pap: _____________________ 

 



 

 

Social History:       Do you use tobacco? o YES o NO Quit (When): ______________ Alcohol? o YES o NO 
Preventative Care: 

Total number of pregnancies: _________    Number of live births: _________    Number of Miscarriages: _________   Abortions: _________ 
First day of last menstrual period? ______________   When was your last mammogram? ______________ 
What are you using for birth control? ______________   When was your last bone density? ______________ 
When was your last pap smear? ______________   When was your last colonoscopy? ______________ 
 

Review of Symptoms:  Please  ü yes or no to each area if you currently have these conditions below 

CONSITUTIONAL SYMPTOMS YES NO 
Good General Health Lately?   
Recent weight loss?   
Recent weight gain?   
Fatigue?   
CONTRACEPTION   

Are you happy with your birth control?   

Interested in permanent birth control? (tubal ligation)   

FERTILITY   

Difficulty getting pregnant?   

Recurrent miscarriages?   

Previously treated for fertility problems?   

MENSTRUAL HISTORY   

Are your periods regular?   

Bleeding in between periods?   

Heavy periods?   

Painful periods?   

GENITOURINARY   

Any urine loss?   

Urinary urgency?   

Urinary frequency?   

Blood in urine?   

Night time urination?   

OTHER   

Anxiety?   

Depression?   

 
 
____________________________________________________ 

Patient Signature 
 
____________________________________________________ 

          Date 
 
 
 
 

 
GASTROINTESTINAL YES NO 
Blood in stool?   
Frequent constipation?   
Frequent diarrhea?   
Frequent heartburn or indigestion?   
Hemorrhoids?   
VAGINAL RELAXATION   

Bulge or protrusion from vagina?   

Pressure in vagina?   

Dropped bladder?   

Difficulty keeping tampons in place?   

Difficulty evacuating stool?   

Enlarged vaginal opening or enlarged labia?   

SEXUAL DYSFUNCTION   

Decreased sex drive?   

Pain with insertion?   

Pain with deep penetration?   

Difficulty achieving orgasm?   

MENOPAUSE   

Hot flushes?   

Night sweats?   

Vaginal dryness?   

Vaginal bleeding since menopause?   

Difficulty sleeping?   

 


