Patient Name: Date:

Age at which menses began:

Date of the first day of your last period:

Number of days bleeding lasts:

Do you have any spotting between periods?

Number of days in your cycle:

Have your cycles changed since they first began? If so, how?

Are you currently pregnant? Are you currently breastfeeding?

Menstrual flow:

OHeavy OModerate OLight ONone
Color of menstrual flow:

OLight red ORed /purple ODark red OBrown
Cramping:

OSevere OModerate oMild ONone
OBefore period ODuring OAfter period

Clotting:

OLarge OMedium OSmall ONone

OBright in color ODark in color

Birth Control:

ONone oIlUD OBarriers OSpermicides

ORhythm method OCondoms OBirth control pills

Previous pregnancies:

Total pregnancies: Living: Ectopic: Induced abortions: Miscarriages:

Have you ever had an abnormal pap smear? YesOd Nod Date

Have you ever had a cervical biopsy, operation, cauterization, or conization? Yesd NoO Date

Have you ever been diagnosed with HPV? YesO NoO

Do you have chronic vaginal discharge? YesOh Nodo If yes, what color?

Have you gone through or are currently going through menopause? Yesto NoO Age of menopause
If yes, are you currently taking any medications or hormone replacement therapy? Yesd NooO Type

Please check any premenstrual syndrome symptoms that apply:

O Fluid retention/ bloating OCravings OAcne/ break outs OFatigue

OMood swings Olrritability OBack pain ODepression

OBreast tenderness 0OOther

Please check any that apply:

OHysterectomy Olnfertility OOvaries removed OMastitis
OBreast cysts OBrain fog OPelvic inflammatory disease OFrequent UTI

OVaginal discharge
OAbnormal pap smear
OAbnormal mammogram
OMoodiness

oPCOS OFibroids/ cysts
OEndometriosis OPost-menopausal bleeding
ONipple discharge ORecurrent yeast infection
OPain/ itching of genitalia

Olrregular periods
OHot flashes
OVaginal dryness



