Women’s Wellness Center
DEMOGRAPHIC INFORMATION
Patient Name	Date of Birth 	Age 	Height 	ft 	in
Primary Care	 Doctor/Clinic 		 Pharmacy 		
Current Occupation 	Marital Status 	
ALLERGIES
Do you have any known allergies to medications? Yes            No   
If yes, list allergies to any medications below and what happens when you take these medications? Ex) rash, vomiting, etc. 
Medicine	Reaction	
Medicine	Reaction	
MEDICATIONS
Please list all current medications, vitamins, and their dosages below:
1.	2. 	 3. 	
4. 	5. 	 6. 	
7.	8. 	 9. 	
CHRONIC ILLNESSES
Do you have any chronic illnesses? Yes              No  
If yes, please list all chronic illnesses below.
1. 	2. 	3. 	4. 	
5. 	6. 	7. 	8. 	
PATIENT HISTORY
Date of last menstrual period 		 
Date of last Tdap Vaccine 		
HPV Vaccine (Gardasil)?  Yes	   No   
Any History of abnormal pap smears?    Yes            No     
If yes, what year? 	What treatment was done? 	Total Pregnancies	
Do you smoke cigarettes/vape? Yes        No     If yes, how many per day? 	
Do you drink alcohol?   Yes         No      If yes, how many per day/week/month? 	
PREGNANCY HISTORY
Total Pregnancies	
# of Vaginal Deliveries        Date(s) 	
# of Cesarean(s) 	        Date(s) 	 
# of Miscarriages 	     Date(s) 	 
# of Abortions 	     Date(s) 	
SURGICAL HISTORY
Have you had any surgeries in the past?  Yes             No            If yes, please list them and the year they were performed below.
1. 	 Year 	      
2. 	 Year 	      
3. 	 Year 	      
4. 	 Year 	   
Family History
Family History of Breast, Uterine, Ovarian or Colon Cancer?   Yes           No       Unknown  

If yes to any of the above, which kind and which relative has or had cancer? 
Type of Cancer 	 Relative 	 
Type of Cancer 	 Relative 	 
Type of Cancer 	 Relative 	
 Type of Cancer 	 Relative 	 
List any chronic illnesses in your FAMILY below:


Patient Signature ____________________________________     Date _________________    

