


New Patient Information 

Patient Name: AGE 
--------------------- -----

Height: __ _ Weight: ___ Primary Care Doctor & Telephone#: ____________ _ 

Referring Physician Name & Telephone#: ______________________ _ 

Pharmacy Name & Telephone#: _________________________ _ 

How did you hear about us? __________________________ _ 

Reason for Visit: 

Is this visit due to a work rel ated injury or an automobile accident: ___ _ 

Current Medical Problems: (Please circle all) 

Arthritis y N High Blood Pressure y N 
Asthma y N High Cholesterol y N 
Blood Clots y N Irritable Bowel Syndrome y N 
Bronchitis y N Kidney Disease or Stones y N 
Cancer y N Mitral Valve Prolapse y 

COPD/Emphysema y N Reflux y N 
Diabetes y N HyperThyroidism y N 
Glaucoma y N ( open / closed) Hypo Thyroid ism y N 
Heart Disease y N Ulcers y N 
Other: 

08/GYN History: Regular gynecologist: __________ _ 

Number of Pregnancies: Number of Live Births: Number of C-Sections: ; 
--- --- ----

Last Mammogram: (Normal I Abnormal) Last Pap Smear: ------'-'<N�orm
'-'--'-'-'

a=l-'-/ -'-A=b"-'-no=r"""m"'"'a=---1) 

Last Menstrual Cycle: _____ (Regular/ Irregular) Menstrual Probl ems: Y N 

Age of 1 st Period: _____ _ Sexually Active: Y N 

MenopcjiUSe Since: _________ _ Last Colonoscopy: _______ (Norma l/Abnormal) 

Surgical History: 

Hysterectomy: Y N Date: _____ if yes, please circle whether it was Abdominal,
Laparoscopic, or Vaginal. Ovaries Removed: Yes/No (RT/ LT/ Both) 

Bladder Repair: Y N Date: _____ Type: 

Surgeon: ___________ Where: __________ _ 
· Other Surgeries Date: 

-----

Type: ___________ _ 
Date: Type: __________ _ 
Date: Type: ___________ _ 
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Referring Physician: 

Review of Systems: (Please circle Yes or No to every question) 

Constitutional: Musculoskeletal: 
Recent weight change y N Joint pain y N 

Fever y N Muscle pain y N 

Fatigue y N Back pain y N 

Stiffness y N 

Eyes/Ea rs/Nose/Throat: lntegumentary: 
Hearing loss/ringing y N Rash/itching y N 

Chronic sinus problems y N Breast pain/lump y N 

Sore throat y N Varicose veins y N 

Eyes: 

Cardiovascular: Neurological: 
Chest pain y N Headaches y N 

Ankle swelling y N Dizziness y N 

Irregular heart beat y N Convulsions y N 

Waking up short of breath y N Paralysis/Numbness y N 

If Yes where: 

Respiratory: Psychiatric: 
Chronic cough y N Memory loss y N 

Short of breath with activity YN Depression y N 

Sleeping on more than 1 pillow y N If Yes is it being managed? y N 

Gastro-intestinal: Endocrine: 
Nausea/vomiting y N Heat Intolerance y N 

Frequent diarrhea YN Cold Intolerance y N 

Bloody/painful bowel Excessive Thirst y N 

Movements y N Glandular/Hormone 
Problem y N 

Genitourinary: Hematological: 
Vaginal discharge YN Anemia y N 

Visible Blood in urine y N Past transfusion y N 

Recurrent Bladder infections y N Free Bleeder y N 

Kidney Stones YN 

Kidney Failure y N 

Fall Risk: 
Two or more falls wilhin 12 months y N

Other: 
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Consent for Pelvic Examination 

According to The American College of Obstetricians and Gynecologists, the pelvic examination is part of the evaluation of women 
presenting with many common conditions, including pelvic pain, abnormal bleeding, vaginal dischargef and sexual problems. Pelvic 
exams�both in the office and while under anesthesia- are also an important part of evaluation for gynecologic procedures to 
ensure safe completion of the planned procedure. Often, a pelvic examination is performed for women without symptoms while 
looking for gynecologic cancer, infection, and pelvic inflammatory disease. 

A pelvic examination is an assessment of the external genitalia; internal speculum examination of the vagina and cervix; bimanual 
palpation of the adnexa, uterus, and bladder; and sometimes rectovaginal examination. This may also include possible urethral 
catheterization. 

Reasons for a pelvic exam can include (but are not limited to) health screening, abnormal bleeding, pelvic pain, sexual problems, 
vaginal bulge, urinary issues, or inability to insert a tampon. Other indications include patients undergoing a pelvic procedure (e.g., 
endometrial biopsy or intrauterine device placement). Also, pelvic examination is indicated in women with current or a history of 
abnormal pap results, gynecologic cancers, or toxic exposures. 

The potential benefits of a pelvic examination include the detection of vulvar, vaginal, cervical, uterine and ovarian cancers and 
precancers, yeast and bacterial vaginosis, trichomoniasis, and genital herpes, early detection of treatable gynecologic conditions 
before symptoms begin occurring (e.g. vulvar or vaginal cancer), as well as incidental findings such as dermatologic changes and 
foreign bodies. Additionally, screening pelvic examinations in the context of a well woman visit may allow gynecologists to explain a 
patient's anatomy, reassure her of normalcy, and answer your specific questions. 

The potential risks of a pelvic exam may include (but are not limited to) fear, anxiety, embarrassment (reports ranged from 10% to 
80% of women) or pain and discomfort (from 11% to 60%). 

There are few alternatives to pelvic examination, the alternatives are not as effective for providing diagnostic or evaluative 
information and carry their own set of potential risks. If you have concerns, you should discuss with your healthcare provider. 

______________ understand that this Patient Consent Form is required by law. I understand that I need to 
sign this form to show that I am making an informed decision to have pelvic ·examinations and I have read and understand the 
above. 

The provider or their delegate has explained to me the nature, purpose, and possible consequences of each procedure as well as 
risks involved, possible complications, and possible alternative methods of treatment. I also know that the information given to me 
does not list every possible risk and that other, less likely problems could occur. I was not given any guarantee from anyone about 
the final results of this procedure. 

__j__j __ 
Signature Date 

Below To· be Signed if a Medical Profes�ional is in Training: 

I understand that my provider is involved in educating tomorrow's medical professionals and that familiarizing students with the 
female anatomy and instilling a physician workforce with confidence in pelvic examination skills is essential. I consent to pelvic 
examination by the medical professional student under the supervision of my medical provider. 

__j__j __ 

Signature Date 


