
PLACE LABEL HERE, IF AVAILABLE
IF NOT, FILL IN FOLLOWING INFORMATION:

PATIENT NAME:________________________________________________________________

HISTORY NUMBER:_ ___________________________________________________________

PATIENT DATE OF BIRTH:_______________________________________________________

LOCATION OF SERVICE:________________________________________________________

DATE OF SERVICE:_____________________________________________________________

HEALTH SURVEY - FEMALE
Please check if you have experienced any of the following 
since your last visit.

GENERAL
oWeight gain	
oWeight loss	
oFatigue	
oSweats
oNight sweats	
oFever	
oChills

STOMACH &
INTESTINES
oChange in appetite
oIndigestion
oHeartburn
oPain
oDiarrhea
oJaundice
oConstipation
oHemorrhoids
oHernia
oVomiting blood
oBlood in stool
oDifficulty swallowing
oNausea / vomiting
oBlack tar-like stool
oChange in bowel 

habits

NOSE & SINUSES
oInfections
oBleeding
oPost-nasal drip
oHay fever/allergy
oTrouble smelling

SKIN
oRashes	
oItching	
oSores	
oHives
oChanging moles	
oHair loss

BLOOD
oEasy bruising
oBleeding tendency
oAnemia
o Blood transfusion  (year_________)

URINARY
oFrequent urination
oPainful urination	
oKidney stones	
oNight urination	
oUrgency
oHard to start stream	
oBlood in urine	
oSlow or weak stream	
oLeakage of urine

MOUTH
oDentures
oGum problems
oToothache
oSore throats
oHoarseness

EYES
oGlasses	
oBlurring	
oDouble vision	
oSpots
oRedness	
oPain  	 
oChange in vision

FEMALE    
First day of last menstrual period:________________
oStill having periods
oSexually active
oIrregular period
oHeavy periods
oCramps / pain
oMissed periods
oMenopause symptoms
oSexual function problems
oVaginal discharge
oSpotting between periods
oBreast lump

RESPIRATORY
oWheezing
oShortness of breath
oCough
oCough up blood

EARS
oPain	
oDecreased hearing	
oRinging noises	
oDischarge

CARDIOVASCULAR
oChest pain
oPalpitations
oIrregular heartbeat
oHeart murmur
oAnkle swelling
oHigh blood pressure
oTrouble breathing when 

lying flat
oWake up short of breath 

at night
oPain in the calves when 

walking
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oBreast pain
oMiscarriage
oNipple discharge
oHistory of abnormal 

pap smear
oPain with sex
oCurrent contraception:
  ___________________

PLEASE TURN PAGE OVERg



HABITS / OTHER
Do you use alcohol?	   o Yes  o No
  Type:________________________________		 # of drinks per week:_ ____________

Are you currently a smoker?	 o Yes  o No
  # of packs per day?____________________		  How many years?________________

Are you a past smoker?	 o Yes  o No
  # of packs per day?____________________		  How many years?________________

Do you use chewing tobacco?	 o Yes  o No	 # of cans per week?______________

Do you drink coffee?	 o Yes  o No	 # of cups per day?_______________

Have you ever used recreational drugs?	
	 o Yes  o No	 Types:_________________________	

Do you exercise regularly?	 o Yes  o No	 Do you use seatbelts routinely?	 o Yes  o No
Number of falls this year:	 ____________	 Do you worry about falling?	 o Yes  o No

Do you have an advanced healthcare directive or living will?  o Yes  o No

MUSCLES & JOINTS
oPainful joints
oJoint swelling
oStiffness
oBack pain
oGout
oWeakness

NERVOUS SYSTEM & PSYCHOLOGICAL
oHeadaches	 oMigraines
oAnxiety	 oFainting spells
oSuicidal thoughts	 oMemory trouble
oSeizures	 oDepression
oDizziness	 oSleep disturbance or insomnia
oNumbness in any part of the body
oWeakness in any part of the body

Over the past 2 weeks, how often have you felt down, depressed or hopeless?
o Not at all	 o Several days
o More than half the days	 o Nearly every day

Over the past 2 weeks, how often have you felt little interest or pleasure in 
doing things?
o Not at all	 o Several days
o More than half the days	 o Nearly every day

oDon’t feel safe at home or in your current relationship

GLANDULAR
oGoiter
oThyroid problems
oHeat intolerance
oCold intolerance
oHigh Blood Sugar
oLow Blood sugar


