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Gynecological Questionnaire 

Date 

Name ____________________________ _ 

Address, _______________ _ Home Telephone ( ) 

City ________ State __ _ Zip Cell Telephone ( ) 

Patient employed by ___________ _ Business Telephone ( ) 

Date of Birth ________ _ Age Partner's Name 

Pharmacy ______________ _ Address 

□ Single □ Married □ Separated □ Divorced □ Widowed

Referred by Doctor-�------------ Another Patient ____ Self ____ PCP ____ _ 

I. Please discuss the main reason for your coming to the office today:

II. MEDICAL HISTORY -- Please check items applicable to you

Previous GYN Surgeries

□ Cryocautery

□ D&C
□ Cesarean Section
□ Removal of Ovarian Cyst
□ Infertility Surgery

□ Removal of one or both Ovaries □

□ Colposcopy □ 

□ Laparoscopy □ 

□ Breast Biopsies □ 

Removal of Tubal Pregnancy 
Hysterectomy □ Abdominal □ Vaginal
Robotic/Laparoscopic 
Sling for Urinary Incontinence (TVT) 

Other Surgeries & Dates: _________ _ Medical Allergies: _____________ _ 

Complications: ____________ _ 

Are you or have you been sexually active? □ yes □ no

Current contraceptive method 

Currently taking these medications & supplements 
(Name/Dosage/How Often): ____________ _ 

□ None □ Foam □ Condoms □ Diaphragm □ Sterilization □ Vasectomy □ Tubal Ligation

□ IUD: Type: _____________ Insertion Date�· ______________ _ 

□ Birth Control Pills: Type: _____________________ □ 21-Day □ 28-Day

Side Effects: □ Daily Headaches □ Migraines □ High Blood Pressure □ Phlebitis (blood clot in legs) 

revised 202006 




	Date: 
	Name: 
	Address: 
	undefined: 
	undefined_2: 
	City: 
	State: 
	undefined_3: 
	Patient employed by: 
	undefined_4: 
	undefined_5: 
	Date of Birth: 
	Partners Name: 
	Pharmacy: 
	Address_2: 
	Single: Off
	Married: Off
	Separated: Off
	Divorced: Off
	Widowed: Off
	Referred by Doctor: 
	Another Patient: 
	Self: 
	PCP: 
	Please discuss the main reason for your coming to the office today: 
	Cryocautery: Off
	DC: Off
	Cesarean Section: Off
	Removal of Ovarian Cyst: Off
	Infertility Surgery: Off
	Removal of one or both Ovaries: Off
	Colposcopy: Off
	Laparoscopy: Off
	Breast Biopsies: Off
	Removal of Tubal Pregnancy: Off
	Hysterectomy: Off
	RoboticLaparoscopic: Off
	Sling for Urinary Incontinence TVT: Off
	Abdominal: Off
	Vaginal: Off
	Other Surgeries  Dates: 
	undefined_6: 
	Medical Allergies 1: 
	Medical Allergies 2: 
	Medical Allergies 3: 
	Complications: 
	NameDosageHow Often 1: 
	NameDosageHow Often 2: 
	undefined_7: 
	Are you or have you been sexually active: Off
	None: Off
	Foam: Off
	Condoms: Off
	Diaphragm: Off
	Sterilization: Off
	Vasectomy: Off
	Tubal Ligation: Off
	IUD Type: Off
	undefined_8: 
	Insertion Date: 
	undefined_9: 
	Birth Control Pills Type: Off
	21Day: Off
	28Day: Off
	Daily Headaches: Off
	Migraines: Off
	High Blood Pressure: Off
	Phlebitis blood clot in legs: Off
	Zip: 
	Cell Phone: 
	Age: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Text172: 
	Text173: 
	Text174: 
	Text175: 
	Text176: 
	Text177: 
	Text178: 
	Text179: 
	Text180: 
	Text181: 
	Text182: 
	Text183: 
	Text184: 
	Text185: 
	Text186: 
	Text187: 
	Text188: 
	Text189: 
	Text190: 
	Text191: 
	Text192: 
	Text193: 
	Text194: 
	Text195: 
	Text196: 
	Text197: 
	Text198: 
	Text199: 
	Text200: 
	Text201: 
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Text241: 
	Text242: 
	Text243: 
	Text244: 
	Text245: 
	Text246: 
	Text247: 
	Text248: 
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Text253: 
	Check Box254: Off
	Check Box255: Off
	Text256: 
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Text260: 
	Check Box261: Off
	Text262: 
	Check Box263: Off
	Text264: 
	Check Box265: Off
	Text266: 
	Check Box267: Off
	Text268: 
	Check Box269: Off
	Text270: 
	Check Box271: Off
	Text272: 
	Check Box273: Off
	Text274: 
	Check Box275: Off
	Text276: 
	Check Box277: Off
	Text278: 
	Check Box279: Off
	Text280: 
	Check Box281: Off
	Text282: 
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Text287: 
	Text288: 
	Text289: 
	Text290: 
	Check Box291: Off
	Text292: 
	Text293: 
	Text294: 
	Text295: 
	Text296: 
	Text297: 


