s

Obstetrics & Gynecology, P.C.
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All information is treated as confidential unless you grant permission to release it. Please print your answers.

Name

Karen L. Niver, M.D.,
Jon P. Lensmeyer, M.D.,
Amanda Hurtubise, M.D.,

Stacey Tremp, DO
Melissa Mathurin, WHNP

Patient Questionnaire

Birthdate

GYNECOLOGIC HISTORY

Marital Status

Date

Yes No

Referring Doctor

Are you having regular monthly menstrual periods?

Date of last period:

Are you using a birth control method?

What type?

Are you now on or have you ever taken birth control pills?

Do you regularly have a Pap smear?

Date of last Pap smear:

Have you ever had a sexually transmitted disease (STD)?

When?

Have you ever had a mammogram?

Date of last mammogram:

Have you ever been pregnant?

How many times?

PREGNANCY HISTORY (Please list the years of all your pregnancies and their outcomes (e.g. vaginal births, C-sections,
miscarriage, ectopic pregnancy, etc.)

Year

Outcome

Complications

PAST AND PRESENT MEDICAL HISTORY

Yes | No Yes | No Yes | No
Asthma Gall Stones Poor Blood Clotting
Angina Goiter Phlebitis
Anemia Gonorrhea Rheumatic Fever

Chronic Lung Disease

Heart Murmur as Adult

Stroke

Cirrhosis of the Liver

Heart Attack

Stomach or Duodenal Ulcer

Colon or bowel trouble

High Blood Pressure

Syphilis

Diabetes

Hepatitis

Tuberculosis

Emphysema

Kidney Infection

Thyroid Disease

Enlarged Heart

Kidney Stones

Other:
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PRESENT MEDICATIONS (Include birth control pills and over the counter medications, example: Supplements)

MEDICATION DOSE HOW OFTEN
DRUGS YOU ARE ALLERGIC TO:
MEDICATION REACTION (WHAT HAPPENED WHEN TAKEN)
OPERATIONS YOU HAVE HAD:
OPERATION SURGEON YEAR
HABITS YES NO

Do you or did you ever smoke cigarettes?

How many packs per day?

Do you drink alcohol?

How many drinks per day?

Do you or did you ever use street drugs?

What drugs?

Do you regularly drink coffee?

How many cups per day?

During the past month, have you often been bothered by
feeling down, depressed, or hopeless?

During the past month, have you often been bothered by little
interest or pleasure in doing things?

FAMILY HISTORY (List known conditions and diseases of any blood relative in your immediate family.

Also include intellectual disability and birth defects.)

CONDITION

RELATIONSHIP

Preferred Pharmacy:

City:




