Lander Hope Clinic 
Annual Women Health Assessment

Patient Name:_______________________________________ DOB:____/____/_____ 

Address:_____________________________City:_________________State:_____Zip_______

SS#________________Home#____________Work#___________Cell#___________

Please circle one: Married / Single / Divorced / Separated / Engaged
Husband’s/Partner’s Name (if applicable): _____________________________ D.O.B:______________
Please circle what best describes your race/ethnicity (You may choose not to answer):
American Indian / Alaska Native / Asian / Black or African American / Hispanic / Native Hawaiian or other Pacific Islander / White

Who all lives in your household? (Names &Ages)
													
													
Do you have any pets? If yes, what kinds?
												
What is your highest level of education or grade completed? 
												
If you have a college degree, what is in?
												
What is your occupation?
												
Patient’s Employer:_____________________________ Employer Phone:			
Employer’s Address: 										
How many hours do you usually work: ________________________ 
Can we call you at work?  YES	NO

What was your age when you had your first period? _________
First day of your last period: ____/____/	 Do you have regular cycles?  Yes   No 
Please explain if not:________________________________________________________
How many days do your cycles usually last?_______________________

Are you currently on birth control?  YES   NO    If so, what kind? 				
Did you have the Gardasil vaccine (a series of 2 or 3 shots to prevent HPV)? Yes	No 
If yes, when:						

Date of last pap smear?	/	/	 Was your pap smear normal? Yes   No
If not, Please explain:										

Do you exercise?  Yes      No 		
How often do you exercise? Hours per day		       OR	Hours per week		

Do you drink Caffeine?  Yes		No
Please indicate how often and how much of each:
Coffee			Tea 			Energy Drinks			 Pop			

Do you smoke, vape, use e-cigarettes, use chewing tobacco?________   If yes, how much per day?_________ For how many years?_______  Did you in the past?________
If you quit, when?_________    

Do you drink alcohol: Yes 	No		
Please indicate how often and how much of each:
Wine			Beer 			Shots			 Mixed Drinks			
Do you use any recreational drugs: Yes	No
Please indicate how often, how much, and route of use of each:
Marijuana		Heroin			Cocaine		Methamphetamines		 
CBD with THC		  CBD without THC			 Opiates		
Oxycodone		Benzodiazepines		  
Medications
Please list prescription medication, vitamins, herbal supplements, or any over-the-counter medicine you take, with dosing and how often you take them. 

Encounter Date:		 [image: ]

[image: ]
Patient: 	 DOB:         /     /     19


															
															
															
Allergies
Are you allergic to Latex?	Yes	No		Reactions:					

Are you allergic to any medicine?	Yes	No				
If yes, please list:											
If yes, what reactions have you encountered:																					

Are you allergic to any foods?	Yes	No
If yes, please list:											
If yes, what reactions have you encountered:																					

Are you allergic to seasonal/environmental factors?	Yes	No
If yes, please list:											
If yes, what reactions have you encountered:																					

GENETIC SCREENING
For the following questions, please answer for yourself, the baby's father and all immediate family members (any other children you may have, parents, siblings, grandparents). If yes, please fill in which family member.

Neural Tube defect such as spina bifida_________________________________________

Down Syndrome, mental retardation, autism______________________________________
If YES was Fragile X test done?	Yes	No

Congenital Heart defect (open hole in the heart at birth that had to be surgically repaired)
________________________________________________________________________
Blood disorders such as sickle cell, hemophilia, or thalassemia					
Huntington Chorea________________________________________ 
Muscular Dystrophy ___________________________________________________
Cystic Fibrosis________________________________________________________
Tay-Sachs Disease ___________________________________________________
Metabolic disorders such as PKU________________________________________
Any other inherited genetic, chromosomal disorder, birth defect not listed above: ________________________________________________________________________ 
INFECTION HISTORY
Have you ever had Hepatitis B or C? Hepatitis B		Hepatitis C  
Have you received the Hepatitis B vaccine? Yes	No		When:				
Have you been exposed to Hepatitis B or C, HIV or tuberculosis?					
Have you or any of your partners had Genital Herpes?					 
Have you had any STDs? 	Gonorrhea	Chlamydia	HPV	Syphilis	HIV
Have you ever had Chicken Pox?  Yes	No	 If not, are you vaccinate for it? Yes     No
Have you had Covid-19? Yes 	No 	If yes, when?_____________________________
Have you had any of the Covid-19 vaccines? Yes 	No 
If yes: Moderna	Pfizer		Johnson&Johnson	Other:				
Each does, date received(include boosters):							
When was your last flu vaccine?					

PREVIOUS PREGNANCIES

Pregnancy #1
Delivery date:				  Boy / Girl   		Birth Weight: __________       
Which doctor or midwife? 			      Home Birth or Which Hospital(                      )
Any complications during your pregnancy (high blood pressure, preeclampsia, bleeding, diabetes, preterm labor)______________________________________________________ 
How close to your due date were you? (early or late)_________      
C-section or vaginal delivery       	   How many hours were you in labor?		 
Did you have an epidural? YES   NO   
Any complications during your delivery?_________________________________________

Pregnancy #2
Delivery date:				  Boy / Girl   		Birth Weight: __________       
Which doctor or midwife? 			      Home Birth or Which Hospital(                      )
Any complications during your pregnancy (high blood pressure, preeclampsia, bleeding, diabetes, preterm labor)______________________________________________________ 
How close to your due date were you? (early or late)_________      
C-section or vaginal delivery       	   How many hours were you in labor?		 
Did you have an epidural? YES   NO   
Any complications during your delivery?_________________________________________

Pregnancy #3
Delivery date:				  Boy / Girl   		Birth Weight: __________       
Which doctor or midwife? 			      Home Birth or Which Hospital(                      )
Any complications during your pregnancy (high blood pressure, preeclampsia, bleeding, diabetes, preterm labor)______________________________________________________ 
How close to your due date were you? (early or late)_________      
C-section or vaginal delivery       	   How many hours were you in labor?		 
Did you have an epidural? YES   NO   
Any complications during your delivery?_________________________________________


Pregnancy #4
Delivery date:				  Boy / Girl   		Birth Weight: __________       
Which doctor or midwife? 			      Home Birth or Which Hospital(                      )
Any complications during your pregnancy (high blood pressure, preeclampsia, bleeding, diabetes, preterm labor)______________________________________________________ 
How close to your due date were you? (early or late)_________      
C-section or vaginal delivery       	   How many hours were you in labor?		 
Did you have an epidural? YES   NO   
Any complications during your delivery?_________________________________________

Pregnancy #5
Delivery date:				  Boy / Girl   		Birth Weight: __________       
Which doctor or midwife? 			      Home Birth or Which Hospital(                      )
Any complications during your pregnancy (high blood pressure, preeclampsia, bleeding, diabetes, preterm labor)______________________________________________________ 
How close to your due date were you? (early or late)_________      
C-section or vaginal delivery       	   How many hours were you in labor?		 
Did you have an epidural? YES   NO   
Any complications during your delivery?_________________________________________

***If you have had more than 5 pregnancies, please ask for additional papers.  It is important that we know all of your medical history. ***


If you have had any miscarriages or terminations, please write the year & what happened:
																																																				
MEDICAL HISTORY
For the following questions, please answer only for yourself and your immediate family members (any other children you may have, your parents, your siblings, and your grandparents). If yes, please circle in which specific family member. If it is a grandparent, please use MGM if it is your grandma on your mother’s side, PGM if it is your grandma on your father’s side, MGF if it is your grandfather on your mother’s side, PGF if it is your grandfather on your father’s side.

Diabetes: Myself	Mother		Father		Brother	Sister		Child
MGM		PGM		MGF		PGF

Kidney problems or frequent UTI (urinary tract infections): Myself		Mother		Father
Brother	Sister		Child		MGM		PGM		MGF		PGF

Thyroid problems: Myself	Mother		Father		Brother	Sister		Child
MGM		PGM		MGF		PGF

High blood pressure: Myself		Mother		Father		Brother	Sister		Child		MGM		PGM		MGF		PGF

Heart Disease: Myself		Mother		Father		Brother	Sister		Child		MGM		PGM		MGF		PGF

Asthma, tuberculosis, or other lung problems: Myself	Mother		Father
Brother	Sister		Child		MGM		PGM		MGF		PGF

Liver problems such as Hepatitis: Myself		Mother		Father
Brother	Sister		Child		MGM		PGM		MGF		PGF

Blood clots in the leg, lungs, or stroke: 	Myself		Mother		Father
Brother	Sister		Child		MGM		PGM		MGF		PGF

 
Depression, including depression after having a baby?   Myself	Mother		Father
Brother	Sister		Child		MGM		PGM		MGF		PGF

Bipolar: Myself	Mother		Father		Brother	Sister		Child		MGM		PGM		MGF		PGF

Anxiety: Myself	Mother		Father		Brother	Sister		Child		MGM		PGM		MGF		PGF

Schizophrenia: Myself	Mother		Father		Brother	Sister		Child		MGM		PGM		MGF		PGF

Migraines, seizures or any other neurological problem: Myself	Mother		Father
Brother	Sister		Child		MGM		PGM		MGF		PGF

Rheumatoid arthritis, Lupus, or any other autoimmune disorder: Myself	Mother		Father
Brother	Sister		Child		MGM		PGM		MGF		PGF

Breast, ovarian, uterine, cervical, endometrial, or colon cancer? Myself	Mother		Father
Brother	Sister		Child		MGM		PGM		MGF		PGF
What age were you or your family member diagnosed:_________________________________		Whom was it diagnosed by:									
What treatments, if any, have been done?____________________________________________ ____________________________________________________________________________________________________________________________________________________________	

						


Have you ever needed a blood transfusion?	Yes	No	If Yes, why?				
Have you ever been abused or neglected? _______________________________________
Please explain: 											
Do you know what blood type you are: A- 	A+ 	B-    B+ AB-   AB+ 	O-     O+
Have you ever had a breast lump that needed testing? Please explain:_________________ ____________________________________________________________________________

Please List all surgeries you have ever had and the year they were performed:																																										
Have you ever had to be hospitalized? If yes, please explain: 																		
Have you ever had an abnormal Pap? 	Yes	No
If yes, please explain:											
Have you been told you have an abnormal uterus?							
Have you had any infertility? Yes    No	 	Any infertility treatments? 	Yes	No
If Yes, please explain:																								




REVIEW OF SYMPTOMS
Please circle any of the following YOU currently have:
General: Fatigue, fever, weight gain or unexplained weight loss 

Eyes: Spots before eyes, a recent change in visual acuity or double vision

Cardiovascular: Painful breathing, chest pain, shortness of breath with activity, palpitations or heart flutters, swelling of legs.

Respiratory: Chronic cough, coughing up blood, wheezing or shortness of breath

Gastrointestinal: Bloating, constipation, diarrhea, nausea, bloody stools or vomiting

Genitourinary: Pain with intercourse, pain with periods, heavy bleeding during periods 

Are you currently sexually active:	Yes	No	 How many current partners? ________ How many past partners?		  Do you prefer men, women, or both?

Urinary: any frequency, blood in your urine, incontinence, retention, urgency or pain on urination

Musculoskeletal: Muscle weakness

Skin: Any rash or ulcers

Breast: Any discharge, masses or lumps, pain 

Neuro: Any clumsiness, dizziness, numbness or seizures

Psych: Anxiety, frequent crying or depression

Endocrine: Dry skin, hot flashes or excessive thirst

Allergy/Immunology: Any seasonal allergy or immunologic symptoms





THIS PAGE IS FOR PROVIDER

Vital signs: Temp          	 HR		 BP		 RR		 Pulse Ox		
Height:		inches Weight: 			lbs    kg
Physical Exam
Const: Appears healthy and well developed. No signs of acute distress present. 
Any abnormalities:										
Head/Face: Normal on inspection. 
Any abnormalities:										
ENMT: Nasopharynx: Normal to inspection. 
Any abnormalities:										
Neck: Supple and symmetric. Thyroid exhibits no nodules or thyromegaly. No JVD.
Any abnormalities:										
Resp: Respirations are regular. Clear to auscultation. No rales, rhonchi or wheezes appreciated
over the lungs bilaterally. 
Any abnormalities:										
CV: Rate is regular. Rhythm is regular. 
Any abnormalities:										
Breasts: Breast exam was performed while patient was in a supine position. No masses, skin
changes, nipple discharge or palpable axillary lymph nodes
Any abnormalities:_____________________________________________________________



GU 
External genitalia: Pubic hair distribution normal for age. Bartholin's and Skene's ducts
without mass or abnormal discharge. 
Urethral Meatus: No mass. Urethra: Shows no mass or tenderness. 
Bladder: Non distended and non-tender. 
Vagina: Vaginal wall pink, moist, well estrogenized, without lesions. 
Cervix: Positioned midline. Surface appears normal. Negative for cervical motion tenderness on palpation. 
Uterus: Mobile and non-tender. 
Adnexa: Structures palpate normally and without tenderness. 
Any abnormalities:										
Pelvis: Pelvis is unremarkable.
Any abnormalities:										
Lymph: No palpable lymphadenopathy in the sub clavicular, supraclavicular and inguinal region(s). 
Any abnormalities:										
Musculoskeletal: Upper Extremities: Normal to inspection and palpation. 
Lower Extremities: Normal to inspection and palpation
Any abnormalities:										
Skin: Dry and warm with no lesion or rash. 
Any abnormalities:											
Neuro: Alert and oriented x3. Affect is normal. 
Any abnormalities:											
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									Today’s Date:			Provider Signature
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