[bookmark: _GoBack]Female Reproductive Health History 


Method of Contraception (circle one)
 pills 	patch	 diaphragm	 injection 	condoms 	IUD 	       abstinence 		rhythm method

 Length of time using method ________________________________________________________________________

Are you under the treatment for Infertility _____________Describe current treatment to date :______________________
(IUI, IVF, etc)_____________________________________________________________________________________

Menstrual History Review 

Check as indicated:

Age of Menses: __________________________ Last Menstrual Period: ______________________________________
 Length of Menses_______________________________Are you trying to Conceive_____________________________ Possibility of Pregnancy__________________________Do you have a tilted uterus? ____________________________  
What way did your Doctor say it is tilted? ______________________________________

	
	Past                        Present
	
	Past                        Present

	Painful Periods
	
	Irregular Cycles
Early       or      Late
	

	Heaviness In Pelvis Prior to menses
	
	Dark Thick Blood at:
Beginning
End
Both
	

	Excessive Bleeding
Pads per hour:
	
	Headache with Menses
	

	Dizziness
	
	Bloating
	

	Endometriosis
	
	Ovulation:
Painful
Failure to
	

	Uterine or Cervical Polyps
	
	STDs

	

	Vaginal Infections
BV or yeast? 
	
	Urinary Incontinence
	

	Bladder Infections
	
	Vaginal dryness
	

	Painful Intercourse
	
	Fibroids
	

	Episodes of Amenorrhea
How long? 

	
	Abnormal bleeding  between cycles
	



Pregnancy History
	Number of Pregnancies:

Number of Births:
Dates:
	Complications:
	Miscarriages:
	Terminations:

	Premature Births:


	Spotting during Pregnancy
	Weak Newborns 
	Incompetent Cervix






Briefly describe your experience with:

Pregnancy:__________________________________________________________________________________________________

Labor:______________________________________________________________________________________________________

Birthing:_____________________________________________________________________________________________________

Post Partum:_________________________________________________________________________________________________


Menopause

Age symptoms began: ____________ Are they getting worse __________better ________________same________
Are you on/ or ever been on hormone replacement therapy?______if so, how long____________________________
Name and dose________________________________________________________________________________
Reason for stopping_____________________________________________________________________________
Age of Mother at menopause:______Concerns/Experience_____________________________________________

Check the following symptoms that apply to you:

	Hot Flashes
	Insomnia
	Fatigue
	Memory Loss
	Mood Swings

	Vaginal Discharge
	Dry Vagina
	Depression
	Anxiety
	Irritability

	Spotting
	Flooding
	Irregular Menses
	Painful Intercourse
	Increased Libido

	Decreased Libido
	Disturbed Sleep Pattern
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