
Medical History —
Name	 Date of Birth	 	 Date of Appointment

Address	 City	 State	 Zip

Occupation	 ❑ Single    ❑ Married    ❑ Divorced    ❑ Widow

Education    	      Grade: 5  6  7  8          High School: 1  2  3  4          College: 1  2  3  4          Post Grad Degrees__________ year(s)

Reason for today’s appointment?

Any known allergies? Please list

Family History	 If Living	 Age at	 If Deceased
	 Age	 Health	 Death	 Cause

Father

Mother

Brother or Sister	 1

	 2

	 3

	 4

	 5

Husband

Son or Daughter	 1

	 2

	 3

	 4

	 5

Has any relative ever had any of the following: 	
Please circle yes or no (and list who) 

Cancer:	
  Breast	 Yes	 No	
  Ovarian	 Yes	 No	
  Uterine	 Yes	 No	
  Cervical	 Yes	 No
Cancer (other)	 Yes	 No
Diabetes	 Yes	 No
Heart Trouble	 Yes	 No
High Blood Pressure	 Yes	 No
Stroke	 Yes	 No
Epilepsy	 Yes	 No
Mental Illness	 Yes	 No
Suicide	 Yes	 No
Birth Defects	 Yes	 No
Thyroid Disease	 Yes	 No
Alcoholism	 Yes	 No

Personal History (please circle all answers yes or no)
Illnesses: Have you ever had

Migraine Headaches................................................Yes	 No
Stroke or Paralysis..................................................Yes	 No
Blindness (even temporary).....................................Yes	 No
Seizures or Epilepsy................................................Yes	 No
Meningitis or Polio.................................................Yes	 No
Pneumonia or Pleurisy............................................Yes	 No
Asthma.................................................................Yes	 No
Heart Attack..........................................................Yes	 No
Angina (Chest Pain)................................................Yes	 No
Heart Failure.........................................................Yes	 No
Rheumatic Fever or Heart Murmur.............................Yes	 No
High Blood Pressure...............................................Yes	 No
High Cholesterol....................................................Yes	 No
Diabetes...............................................................Yes	 No
GERD....................................................................Yes	 No

Hepatitis or Jaundice............................................Yes	 No
Glaucoma............................................................Yes	 No
Diverticulosis.......................................................Yes	 No
Kidney Stones or Kidney Failure..............................Yes	 No
Bright’s Disease....................................................Yes	 No
Kidney or Urinary Tract Infections...........................Yes	 No
Arthritis or Rheumatism........................................Yes	 No
Anemia...............................................................Yes	 No
Unusual Bleeding or Bruising.................................Yes	 No
Thyroid Disease or Goiter.......................................Yes	 No
Radiation Therapy for Cancer Treatment...................Yes	 No
Nervous Breakdown...............................................Yes	 No
Severe Depression.................................................Yes	 No

Who is your family Doctor_________________________________ 	

Please fill out other side ➜

Town Center Medical
21 Hospital Drive, Suite 270 • Palm Coast, Florida 32164

Steven J. Brown, M.D., F.A.C.O.G.
Board Certified Gynecologist

Sarah J. Calpin, A.R.N.P.-C.
Certified Nurse Practitioner

(386) 437-5959  •  Fax (386) 437-5390

www.palmcoastwomenscenter.com



Past Surgeries —
____________________________________________________ Year

Appendectomy_____________________________________________

Caesarean Section__________________________________________

Hysterectomy: abdominal or vaginal___________________________

Breasts (including implants)__________________________________	

Gallbladder________________________________________________	

D&C_____________________________________________________	

Laparoscopy_______________________________________________

Other____________________________________________________

Past Hospitalizations —
____________________________________________________ Year

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________
	

Social History —
Use alcoholic beverages?........................... Yes	 No
  Every day?............................................ Yes	 No
Smoke?................................................... Yes	 No
  How Much?_____________
Drug Abuse............................................. Yes	 No
Exercise enough?..................................... Yes	 No

Medications —
List any medication that you take including dose / how often

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

___________________________________________________________

Gyn History —
Age of first menstruation?____________________________
First date of your last period?_________________________
Are your periods normal?........................... Yes	 No

Are you sexually active?............................ Yes	 No
Lifetime number of sexual partners?____________________
Do these include males, females or both...... (circle one)
Any pain during intercourse?..................... Yes	 No

Current form of birth control:	
  ❑ Pills, patches, injections	
  ❑ Tubal or vasectomy	
  ❑ Rhythm method	
  ❑ Condoms	
  ❑ IUD, Nuva Ring
  ❑ None

Date of last PAP____________________________________
Was it normal?................................................Yes	 No
Any history of abnormal PAP smears?.................Yes	 No

Do you leak urine when you cough?...................Yes	 No

Have you been diagnosed with PCOS?.................Yes	 No

Have you been diagnosed with Endometriosis?.....Yes	 No

Date of last mammogram_ ___________________________
Was it normal?................................................Yes	 No

Date of last Bone Density Scan________________________
Was it normal?................................................Yes	 No

Date of last Colonoscopy_____________________________
Was it normal?................................................Yes	 No

Have you had any of the following STD’s?
❑ Chlamydia	 ❑ Gonorrhea
❑ Syphilis	 ❑ Herpes
❑ HPV (low risk or high risk)	 ❑ HIV/AIDS
❑ Hepatitis C

Obstetrical History —
Total number of pregnancies _____ (including miscarriages and abortions)

Date 	
of Delivery

Weight of 
Baby

Vaginal or 	
C-Section

# of Wks Preg. 
when Delivered

— Do not write in this space —

P     M     H     BDS     U/S     SIS     UDS     STD     U/A     UPT

Any Complications


