




Has anyone in your family ever had?

Yes No Diabetes If yes, who?

Yes No High Blood
Pressure

If yes, who?

Yes No Heart Attack If yes, who?

Yes No Stroke If yes, who?

Yes No Cancer If yes, who?

Yes No Thyroid Problems? If yes, who?

Yes No Twins? If yes, who?

Yes No Other problems that might be inherited/run in the family?

List
Here:

Obstetrical History

Yes No Have you ever been pregnant, including presently 
(if pregnant)?

Number of pregnancies Number of miscarriages

Number of living children Number of full-term births

Number of voluntary terminations   

 1. 2. 3. 4. 5.

Date Delivered

Weeks
Gestation

Complications
of Baby, if Any

Type of
delivery
(Vag/CSection)
Anesthesia
(Y/N)?
Weight of
Baby
Where
Delivered?

Gynecological History
Have you ever had:

Last Menstruation Period
Month

/
Day

/
Year

Yes No Abnormal pap smear? If yes, what was pap smear result?

Yes No Had difficulty becoming preganant?

Yes No Surgery problems with uterus, ovaries, fallopian tubes, or
cervix?

Yes No Have you used birth control? If so, what methods of birth
control have you used? Check all that apply.

None Birth control pills Condoms

  arevorp-opeDDUI

Other :

Yes No Have you ever had a sexually transmitted disease?

If yes, what type?

sepreHaidymalhCaehrronoG

Syphilis Human Papilloma Virus   

Other :

Family History



Menstrual History

How old were you when your periods started?

How many days from the start of one period to the
start of the next one?

 days

How many days does your period usually last?  days

Yes No Do you have pain with your periods?

Yes No Have you always had regular periods?

Past Surgeries (List GYN Surgeries First)

Date:

Month

/

Dayy

/

Year

Procedure:

Complications:

Date: / /

Procedure:

Complications:

Date: / /

Procedure:

Complications:

Date: / /

Procedure:

Complications:

Date: / /

Procedure:

Complications:

Family History for Other Types of Cancer

Yes No Do you have concern for cancer? If yes, please check:

Please mark in the spaces below, for yourself and each family member who has
had cancer as indicated.

Yourself Breast cancer Ovarian Cancer

Mother Breast cancer Ovarian Cancer

Sister(s) Breast cancer Ovarian Cancer

Daughter(s) Breast cancer Ovarian Cancer

     
    :ediS s'rehtoM

Grandmother Breast cancer Ovarian Cancer

Aunt(s) Breast cancer Ovarian Cancer

Cousin(s) Breast cancer Ovarian Cancer

     
    :ediS s'rehtaF

Grandmother Breast cancer Ovarian Cancer

Aunt(s) Breast cancer Ovarian Cancer

Cousin(s) Breast cancer Ovarian Cancer

Yes No Any males with breast cancer at any age?



Yes No Unsure Any family member that have had colon cancer?

If yes,
who?

What
age?

Yes No Unsure Any family member that have had endometrial
cancer?

If yes,
who?

What
age?

Yes No Unsure Any other cancers at all (ovarian, gastric, kidney,
urinary tract, gallbladder, etc.)?

If yes, what
type?

Who? What
age?

Family History for Other Types of Cancer


