


Name: Age: Date:

Reason for your Visit: ] Annual [ ]Problem:
Vital Signs (office/nurse use):  Date: Time: BP HR Weight Height
Reproductive History
Age you first started menstruation Cycle Interval (# of days apart) I:I
Menses duration (# of days of flow) Flow: Heavy |:| Medium |:| Light |:|
# used on heaviest day: Tampons [ ] Pads [ ] Any Clots?  Yes[ ] No[]
Date of Last Menstrual Period:
Menopause Status (if applicable): Perimenopause |:| Age of Menopause I:I
Post menopause [_| Any bleeding/ spotting since menopause: Yes ] No []
Are you currently sexually active? Yes[ ] No []

If so what are you using to prevent pregnancy?  Condoms ] ocp[] Depoprovera [l Mirena IUD[] Menopause ]
None [] Hysterectomy ] Trying for pregnancy ] Tubal Ligation L] Withdrawl [] Vascectomy ] Rhythm[l

Do you have any bleeding in mid cycle? Yes| ] No [] Are you currently on HRT?  Yes ] No []
Any history of abnormal pap smears?  Yes[ | No [ ] If so what were the results: Date Results
Any procedures done for abnl Paps? Yes|:| No ] If so what was done? Date Results

Pregnancy Summary

Total # of Pregnancies # Full Term # Premature | # Terminations | # Miscarriages # Ectopic # Living

Pregnancy Details

Date Birth Sex/ name of child | Vaginal or C/S | Complications Doctor
Weight Primary Care Physician:
Preferred Pharmacy:
Breast HlStOl’y: When was your Last Mammogram? Do you do Breast Self Exams?
Any History of Abnormal Mammograms? ] Yes ] No Date Results
Any History of Breast Biopsies? [] Yes [] No Date Results

Who was the Doctor?

Current Medications: (Please include prescription meds, non-prescription meds, vitamins, herbs, and supplements)

Name of Medication How Taken Date Started Doctor who Prescribed
Aﬂergies: Name of Medication What Kind of Reaction did you have?

Social HiStOl'yt Yes No Prior
Cigarettes O O L] #/day Years use
Alcohol |:| |:| |:| #/ day — Years use

I N I I

Tlicit Drugs What Drug Years use



Highest Level of Education:

Occupation:

Exercise? :

Are you:

Name:

L] Married

L] Single/ Not Dating

L] Single Dating/ Engaged

L] Separated

D Female Partner

[] Divorced

L] Widowed

Medjcal Pl'OblemS: (please list all problems for which you see a doctor for example: asthma, depression, diabetes, high blood pressure, please include Dr.’s name)

Have you had a colonoscopy (if so when and results)
Have you had a bone density (if so when and results)

Surgeries or Hospitalizations:

Family History:
Breast Cancer
Opvarian Cancer
Uterine Cancer
Colon Cancer
High Blood Pressure
Diabetes Mellitus

Heart Disease
Stroke
Osteoporosis

Mother

oo odoogn

Review of Systems: (Check if Applies)

1.  General Symptoms:

[
[
[]
[]
[

2. Eyes:

[]

3.  Ears, Nose, and Mouth: None

None |:|

Weak and Tired all the Time
Fevers/Chills

Lack of Appetite

Body Aches

Night Sweats

None

Recent Visual Changes

(] Sinus Trouble
0] Allergies
[]  Headaches
[l Ear Aches/Pain
4.  Breasts: None [ ]
[] 1Do Self Breast Exams
] Lumps (new)
[]  Tenderness/ Swelling
] Nipple Discharge
[] I Have a Concern
Cardiovascular (Heart): None [ |
[] Chest Pain
0 Irregular Heart beats
0 Light Headed or Passing Out
U] Swelling of Feet

7.

8.

9.

Father Oth

[¢]

oo odoogn
o0 oot

r (who?)

Mother Living []
Father Living []

Brothers #Living

Sisters

#Living #Deceased

Age/Cause of Death
Deceased []

Deceased []

#Deceased

Respiratory (Lungs): None |:|
10. Skin:
[]  Shortness of Breath 0. S None I:‘
[] Rash
] Wheezing 0 N |
[ Chronic Cough New or Changed Moles
11. Musculoskeletal: None D
Gastrointestinal None ] 0 P
t
[] Nausea or Vomiting B ij[m L a;n.
[] Diarrhea/ Constipation recie Tam
[1 Blood in Stool 12. Endocrine: None ]
[l Abdominal Pains [ ] Excessive Thirst
Usi N [] Intolerant Hot or Cold (please circle)
rinary: one
0 ar{J 1 I:' []  Hot Flashes
rgenc requenc
geney q ¥ [] Night Sweats
[] Painful Urination
[] Thyroid Problems
[] Blood in Urine
[] Leakage of Urine 13. Psychiatric: None |:|
L] Kidney Stones [} Anorexia
L] Incomplete Emptying [ Depression
losi []  Confused
Gyneco ogic: None I:‘ [] Difficulty Sleeping
[]  Genital Sores ) )
u ltregular Bleeding 14. Hegatologlc/ Lymphatic: None D
E ..
[]  Painful Periods asy Bruising
. [] Enlarged Lymph Nodes
L] Very Heavy Periods
[] Bleeding Between Menses Can we text Yyou your results?
[] Vaginal Discharge Yes I:l No I:l
[]  Want Tested for STD’s ?
L] Any other concerns? If so what number: ( ) -



Wess Gynecology @ Wedlieal e

Lisa M. West, MD

3738 Winterfield Road
804-378-WEST (9378) Suite 100 Fax. 804-378-9379
Midlothian, VA 23113

Noticed of Deemed Consent to Blood Testing

A law was enacted in Virginia in 1993 which authorizes health care providers to test their patients for HIV and
Hepatitis B and Hepatitis C antibodies when the health care provider is exposed to the body fluids of a patient in a
manner which may transmit human immunodeficiency virus (HIV), the virus that cause Acquired Immunodeficiency
Syndrome (AIDS) and related disorders, hepatitis B, or C viruses. Because of this law, in the event of such an

exposure, you will be deemed to have consented to the release of the test results to the health care provider who may
have been exposed.

In the event of an employee exposure, you will be informed before any of your blood is tested for HIV, hepatitis B,
or hepatitis C antibodies. The testing will be explained, and you will be given the opportunity to ask questions you
may have. You will be provided with the test results and appropriate counseling. These results, if positive, are
required to be reported to the Virginia Department of Health.

I have read and understand the above “Notice of Deemed Consent to Blood Testing”

(Signature of Patient/Guardian) (Date)



Wess Gynecology @ Wedlieal e

Lisa M. West, MD

3738 Winterfield Road
804-378-WEST (9378) Suite 100 Fax. 804-378-9379
Midlothian, VA 23113

Patient Authorization for Use or Disclosure of Health Care Information

I hereby authorize West Gynecology T Medical Spa to use the following protected
health information and/or disclose the following protected health information to:

Please list name(s) of individual(s) who are privileged to your personal health information:

Name: Relationship: S.S#: D.0.B
YA
y—i
y—i
y—i

I understand that disclosures may be made to family and friends related to my health or as needed for payment of healthcare services. I
understand that West Gynecology & Medical Spa will only disclose information relevant to current treatment. This authorization is
valid until revoked in writing.

(Signature of Patient/Guardian) (Date)

Revoked:

(Signature of Patient/Guardian) (Date)



Wess Gynecology @ Wedlieal e

Lisa M. West, MD

3738 Winterfield Road
804-373-WEST (9378) Suite 100 Fax. 804-378-9379
Midlothian, VA 23113

Acknowledgment of Notice

I acknowledge receipt of West Gynecology
& Medical Spa Notice of Privacy Practices.

Patient’s Name (please print)

(Signature of Patient/Guardian) (Date)





