C. Steven Plimpton, M.D.

Patient Medical Questionaire

Patient Name:__________________________________
Date Of Birth:___________________________

Main Reason for your office visit today:




Date of Visit:_________________________________________

___________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________

Obstetrical History

Please list all pregnancies including miscarriages and abortions.

  year
length of

Hospital

Complications

vaginal or

Birth
Sex
Name


pregnancy






c-section

Weight



1._____
________

__________
_________________

__________
_______
______
__________

2._____
________

__________
_________________

__________
_______
______
__________

3._____
________

__________
_________________

__________
_______
______
__________

4._____
________

__________
_________________

__________
_______
______
__________

5._____
________

__________
_________________

__________
_______
______
__________

Other importance history of your pregnancies:____________________________________________________________________________________

Gynecological History

Menstrual Periods






Which of the following apply to you?

                Date of your last period__________________________





regular   or  irregular


Age when you started ___________________________

Unusually painful periods

Yes
No



How many days does your period last______________

Bleeding between periods

Yes
No

Pap Smear






Irregular vaginal bleeding

Yes
No


Date of your last Pap Smear______________________









Previously abnormal pap smear
Yes
No


Where was this done:___________________________








Pain with intercourse

Yes
No


Result (if known)_______________________________









Feeling that Pelvic organs are

Birth Control







falling out


Yes
No


current method_________________________________









Involuntary loss of urine

Yes
No


previous methods used___________________________









Previous pelvic infections

Yes
No


______________________________________________









Previous sexually transmitted


complications of previous methods used:___________


disease (e.g. VD)

Yes
No


______________________________________________

Sexual or Marital Problems

Yes
No

Breast History






History of IUD usage

Yes
No


Do you practice self examinations:________________









History of Norplant Usage

Yes
No



If so, have you found anything concerning:_________









History of Ovarian Cysts

Yes
No


Where:_______________________________________










History of Infertility


Yes
No


When was your last mammogram:________________









Currently trying to get Pregnant
Yes
No


What was the result (if known):__________________















Involuntary loss of flatus or stool
Yes
No












Involuntary loss of flatus or feces
Yes
No

Past Medical History

Existing Medical Conditions:___________________________________________________________________________________________________

High Blood Pressure

Yes
No
For How Long?_____________

Medication_________________________

Asthma


Yes
No
For How Long?_____________

Medication_________________________

Diabetes


Yes
No
For How Long?_____________

Medication_________________________

Heart Disease

Yes
No
For How Long?_____________

Medication_________________________

Kidney Disease

Yes
No
For How Long?_____________

Medication_________________________

Migraines


Yes
No
For How Long?_____________

Medication_________________________

Have you had Chicken Pox
Yes
No
IF NOT, would you like the varicella vaccine?

Yes
No

Previous Surgery (including c-sections, tonsils, D & C, broken bones)


YEAR

    TYPE OF SURGERY & WHY
        HOSPITAL

        COMPLICATIONS

___________________
____________________________
___________________
__________________________________

___________________
____________________________
___________________
__________________________________

___________________
____________________________
___________________
__________________________________

___________________
____________________________
___________________
__________________________________

___________________
____________________________
___________________
__________________________________

Previous Hospitalizations other than for Surgery:


YEAR

REASON FOR ADMISSION

HOSPITAL

COMPLICATIONS

__________________
____________________________
___________________
__________________________________

__________________
____________________________
___________________
__________________________________

MEDICATIONS

Medications that you currently take:_____________________________


Medications you are allergic to:_________________

_____________________________________________________________


____________________________________________

_____________________________________________________________


What reaction do you have:____________________
REVIEW OF SYSTEMS

Cardiovascular (Heart)





Urinary

Heart Trouble

Yes
No



Kidney Infection

Yes
No


Heart Murmurs

Yes
No



Bladder Infections

Yes
No


Rheumatic Fever

Yes
No



Blood in Urine

Yes
No


Blood Clots (legs or Lungs)
Yes
No



History of kidney stones
Yes
No


High Blood Pressure

Yes 
No





Anemia


Yes
No


Neurological


Blood Transfusions

Yes
No



Frequent Headaches

Yes
No










Fainting Spells

Yes
No

Pulmonary







Convulsions

Yes
No


Chest Pains

Yes
No





History of Pneumonia
Yes
No


Endocrine


Tuberculosis

Yes
No



Thyroid Problems

Yes
No


Valley Fever

Yes
No



Diabetes


Yes
No


Other Chest Pains

Yes
No



Recent Weight Change
Yes
No


Do You Smoke

Yes
No



Leakage from Breasts
Yes
No



How many packs per day_____




Abnormal hair growth
Yes
No

Gastrointestinal






Other

Gallbladder problems
Yes
No



Breast Problems

Yes
No


Yellow Jaundice (hepatitis)
Yes
No



Cancer (type___________)
Yes
No


Ulcers


Yes
No



Depression

Yes
No


Bloody Stools

Yes
No



Psychiatric Problesm
Yes
No


Constipation

Yes
No



Bone problems

Yes
No


Colitis or Spastic Colon
Yes
No



Muscle Problems

Yes
No

Social History






Family History

Are you married, single, or divorced:___________________


Breast Cancer

Yes
No


Do you drink alcohol:______________ How often?________


Ovarian Cancer

Yes 
No


Do you use recreational drugs?________________________


Diabetes


Yes
No










Who?_____________________________

