
New Patient Intake Form 
Please complete this brief history to assist me in providing you with the best care possible. 

This form will be added to your medical record.   

Name: ___________________________________ 

Date Of Birth: ____________________ 

Who referred you? _________________________________________________________________   

Reason for visit: __________________________________________________________________________________________________ 

Gynecologic History 

Date of last menstrual period: __________________    

Age (years) at 1st period _____; My period usually occurs every_____ days and lasts for _____days; Age at Menopause_____  

Do you have a history of (If yes please provide date and describe):  _______________________________________________  

 Ovarian cysts _____________________________________________________________ 

 Fibroids _________________________________________________________________ 

 Abnormal Pap test _________________________________________________________ 

 Sexually Transmitted Infection ________________________________________________  

Have you ever used oral contraceptives (if so for how many years)? _________________________________________  

Have you ever used hormone replacement therapy (if so for how many years)? ________________________________  

Are you sexually active?     No    Yes   Any problems? ________________________________________________     

Total number of pregnancies _____   

# of Vaginal deliveries ___; Cesarean sections ___; Miscarriages ___; Abortions ___; Ectopic pregnancies ___   

Pregnancy Complications________________________________________________________   
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