Ruth Haskins, MD, Inc.
INITIAL HEALTH HISTORY

Welcome to our practice!  In order to provide you with the best, most comprehensive care possible, we request that you provide the following information.  All information is held in strictest confidence, and is only released with your written permission.

Name:  _____________________________  DOB:  _________________   Today’s Date:  __________________

Other doctors currently caring for you:  _________________________________________________________

Occupation:  _______________________________________________________________________________

Habits:  
Smoker:     _____ Over a pack/day      _____  Under a pack/day        _____  Quit           _____  Never Have
Alcohol:     _____  Never drink         _____  Drink Rarely        _____  Drink Socially        _____Drink Nightly

Diet – limitations or restrictions:  ________________________________________________________

Drugs:

Recreational drugs using/ have used:  ___________________________________________________________

Prescription drugs currently using:  _____________________________________________________________

__________________________________________________________________________________________

Allergies to Drugs (list reaction):  _______________________________________________________________

__________________________________________________________________________________________

Childhood Illnesses:  _________________________________________________________________________

__________________________________________________________________________________________

Adult Conditions:  ___________________________________________________________________________

__________________________________________________________________________________________

Major Trauma:  _____________________________________________________________________________

Serious Family History:  ______________________________________________________________________

If I needed a transfusion of blood to save my life, I would accept it:    _____  Yes      _____  No
I have ever been injured purposely by another:     _____  Yes      _____  No

I feel safe in my current home:      _____  Yes      ______  No
Ruth Haskins, MD, Inc.

INITIAL HEALTH HISTORY - GYNECOLOGY

Name:  _____________________________  DOB:  _________________   Today’s Date:  __________________

Have you ever been sexually active?  _____  Yes      _____ No

Are you currently sexually active?  _____  Yes     _____  No

Have you had sex with:      _____  Men only      _____  Women only     _____  Both Men and Women

Total number of sexual partners in your lifetime:      _____  Over five        _____  Under five

Current Contraceptive:  __________________________________

Pregnancies:   


_____  Total Number       _____  Deliveries          _____  Miscarriages         _____  Abortions


Complications:  _______________________________________________________________________

Last Menstrual Period:  ________________   Problems with menses:  _________________________________

_________________________________________________________________________________________

History of Pelvic Infections: ___________________________________________________________________

History of:            ______   HPV               ______ Cervical Dysplasia                ______ Abnormal PAP smears

Gynecological surgeries or procedures:  ___________________________________________________

___________________________________________________________________________________

Age became menopausal:  __________________  


Using Hormone Therapy:  ______________________________________________________________


Problems with the Menopause:  _________________________________________________________

