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Welcome! This information will help us provide you with a more complete evaluation and will be a 
confidential part of your medical record at Northwestern. 

Patient Questionnaire for Women 

Instructions: Please answer the questions as best you can. 
 

Name:          Age & Date of Birth:        Date:     

Address:               

Telephone* (Day):        (Home):                      (Cellular):    

*Indicate best number to reach you/leave a confidential message                       Religion:     

Referring Physician:    Phone:     
 

Allergies:       Medications:        

MEDICAL HISTORY (CURRENT AND PAST)          

Surgeries (date, type, and hospital):            
Serious medical conditions:             
Current use of complementary medicine (e.g., acupuncture, herbs, etc.):       
Transfusions:      Height:                Weight:    
Maximum weight:    When:    Least weight:     When:    
 

□High blood pressure  □Heart murmur 

Cardiovascular Disorders  

□Ulcers  □Gallbladder Disease  □Diarrhea  □Colitis  

□Constipation  □Reflux/Indigestion  □IBS 

Gastrointestinal Disorders 

□Anemia  □Blood clot in lung or leg  

Hematologic/Blood Disorders 

□Chickenpox or Chickenpox vaccine □HIV/AIDS  

□Hepatitis A, B, or C (circle)   

Infectious Disease 

□Other chronic infectious disease:    

□ Hyper/hypothyroid  □Pituitary Disease  □Diabetes  

Metabolism/Endocrine Disease 

□Seizures  □Headaches 

Neurological Disorders 

 

□Cancer, Type(s):      

Oncologic (cancer) Diseases 

□Depression  □Anxiety  □Bipolar Disorder  

□Psychosis  □Eating Disorder   

Psychiatric Disease (current or past history) 

□Treatment for mood symptoms:    

□Infection in kidneys or urine 

Renal Disease 

□Asthma  □Pneumonia  □Tuberculosis  

□Emphysema  □Sleep Apnea  

Respiratory Disorders 

 

□Lupus  □Rheumatoid arthritis 

Systemic Inflammatory Diseases 

□Other medical conditions you have:    

Other 

    

Please complete this questionnaire 
prior to your appointment and return 

it to your physician or the clinic 
receptionist at the time of your 

scheduled appointment. 
 

Thank you! 

https://www.nmff.org/default.asp�


□High blood pressure     □Heart disease        □Obesity          □Diabetes          □Early Menopause      □Colon Cancer               

FAMILY HISTORY              

□Breast Cancer              □Ovarian cancer      □Other cancer (type and family member):     
 

Your ethnic background:                     Your partner’s:       

GENETIC HISTORY            

 

□Down syndrome               □Chromosomal abnormality                 □Mental retardation              □Fragile X syndrome   

□Hydrocephaly                   □Spinal bifida/anencephaly                  □Tay-Sachs                          □Thalassemia          

Is there a history in your or your partner’s family of: 

□Sickle cell                         □Bleeding disorder                               □Limb defect                        □Muscular dystrophy     

□Cystic fibrosis                   □Heart defect (as a child)                     □Cleft lip/palate                   □Genital abnormality  

□Bone disorders/short stature (<5ft)   
 

Duration of marriage/relationship:              Duration of unprotected intercourse/infertility:   

FERTILITY HISTORY              

Children from prior relationship (circle)?       Partner      Self
Frequency of intercourse (per week):              More at midcycle?    No    Yes 

      How long to conceive:  Partner:          Self:              

Do you achieve orgasm: Never  Sometimes            Usually   Always 

□If you have a male partner, does he ejaculate during intercourse?      

□Is intercourse painful to either partner (circle)?   Partner    Self
 

  □Lubricants used (specify):     

□Infertility evaluation       □Infertility treatment □Pelvic infection   □Gonorrhea or Chlamydia        □Hot flashes            

Do you have a history of: 

□Excessive hair growth   □Endometriosis         □Breast discharge         □Irreg/unpredictable periods     □Appendicitis                   
            

Pregnancies:                Term:                Premature

OBSTETRIC and GYNECOLOGIC HISTORY             
:                

Complications of pregnancy:             
Miscarriage:                Abortion:                       Living:          

Contraception:
Last Pap smear (date):   Abnormal pap smears (dates)?    Last Mammogram (date):   

 □Pills (total # of years:  )  □IUD            □Other:       

Last menstrual period (date):    Duration of flow:  Cycle length:    

□Heavy or irregular bleeding   □Pain with Menses   □Medication:         □Other pelvic pain:   
 

Marital status: □Single         □Married        □Separated         □Divorced         □Widowed         □Domestic Partnership 

SOCIAL HISTORY                 

Occupational status: □Employed (occupation):      □Unemployed            □Retired      □Disabled 
Exercise habits (how often, duration, what types of exercise):         
Dietary habits (# meals daily, servings of fruits/vegetables, daily caloric intake):       

Smoke cigarettes/cigars? □Current         □Past history  □ Years smoked, packs per day:       

Drink alcohol? □Current  □Past history  □ # of drinks weekly:           

Use marijuana, cocaine?  □Current        □Past history  □ Describe use:       

□IV drug user      □Had sex with IV drug user      □Had sex with a homosexual or bisexual person      □At risk for AIDS 
Lifetime number of sexual partners?    


