Please complete this form online or print by hand using a pen.  Your assistance is greatly appreciated.

 RETURNING PATIENT EVALUATION FORM

	Name:  _______________________________ Age: _______

Reason for today’s visit: _____________________________

Have you seen any physician(s) since your last visit here?

Name:     _________________________________________

Address: _________________________________________

Name:     _________________________________________

Address: _________________________________________

Menstrual History:
	Partner:  ________________________ Age: _______

Date of Appt: ________________________________

Dates seen: __________ Telephone: _____________

Send medical progress reports to this doctor  Yes   No

Dates seen: __________ Telephone: _____________

Send medical progress reports to this doctor  Yes   No



	Are periods regular?       Yes _____  No _____                                Number of periods /year off medication? __________

	How many days between the first day of one period and the first day of the next? ___________

Date last period started: ________________                                   How many days do you normally bleed? __________

	Cramps with menses?
	· No
	· mild
	· severe        Diarrhea with menses?
	· Yes
	· No 

	Bleeding or spotting between periods?
	· Yes
	· No          Spotting before periods?
	· Yes
	· No

	Date of last Pap smear __________Result: _______________       Date of last mammogram _______ Result: _______

Method of contraception (if any)  _______________________________________________

PREGNANCY HISTORY:

	Total Pregnancies:___ Full term deliveries:___ Premature deliveries:___ Miscarriages:___  Abortions:___ Ectopic:___

	Have you had any pregnancies since your last visit?  
	· Yes
	· No      If yes, please provide information about the


  pregnancy(s) below:

       Date           Type of            Name             Weight  
          Infertility           Time to             Present            Complications

            Delivery                                                                                  conceive           partner

	
	
	
	
	· Yes
	· No
	
	· Yes
	· No
	

	
	
	
	
	· Yes
	· No
	
	· Yes
	· No
	

	
	
	
	
	· Yes
	· No
	
	· Yes
	· No
	


PAST MEDICAL HISTORY:

List allergies to medications:__________________________________________________________________________

List current medications: _____________________________________________________________________________

Has there been any significant change in your medical history since your last visit?  Yes     No      If yes, please describe:
________________________________________________________________________________________________

Have you had any surgery since your visit?     Yes      No  If  yes, please describe below:

     Date              Hospital                     MD                          Operation                            Findings               Complications

	
	
	
	
	
	

	
	
	
	
	
	


Comments: _______________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________
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	REVIEW OF SYSTEMS



	PLEASE CHECK ANY SYMPTOM YOU HAVE EXPERIENCED SINCE YOUR LAST VISIT.



	SYSTEM

1.  Constitutional                                      

· Weight loss

· Weight gain

· Fever

· Fatigue

· Change in Height

2. Eyes

· Double vision

· Spots before eyes

· Vision changes

· Glasses/Contacts

3. Ear, Nose and Throat

· Earaches

· Ringing in ears

· Hearing problems

· Sinus problems

· Sore throat

· Mouth sores

· Dental problems

4. Cardiovascular

· Painful breathing

· Chest pain or pressure

· Difficulty breathing on exertion

· Swelling of legs

· Rapid or irregular heartbeat

5. Respiratory

· Wheezing

· Spitting up blood

· Shortness of breath

· Chronic cough

6. Gastrointestinal

· Frequent diarrhea

· Bloody stool

· Nausea/Vomiting/Indigestion

· Constipation

· Involuntary loss of gas or stool

7. Genitourinary

· Blood in urine

· Pain with urination

· Strong urgency to urinate

· Frequent urination

· Incomplete emptying

· Involuntary/Unintended urine loss

· Urine loss when coughing or lifting
	· Abnormal bleeding

· Painful periods

· Premenstrual Syndrome (PMS)

· Painful intercourse

· Fibroids

· Infertility

· DES exposure

· Abnormal vaginal discharge

8. Musculosketetal

· Muscle weakness

· Muscle or joint pain

9. Skin

· Rash

· Sores

· Dry skin

· Moles

10. Breasts

· Pain in breasts

· Nipple discharge

· Lumps

11. Neurologic

· Dizziness

· Seizures

· Numbness

· Trouble Walking

· Severe Memory Problems

· Frequent or Severe Headaches

12. Psychiatric

· Depression or Frequent crying

· Severe anxiety

13. Endocrine

· Hair loss

· Heat/Cold Intolerance 

· Abnormal thirst

· Hot Flashes

14. Hematologic/Lymphatic

· Frequent bruises

· Cuts do no stop bleeding

· Enlarged lymph nodes

15. Allergic/Immunologic

· Medication allergies

· Other allergies
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SOCIAL HISTORY:

	Patient’s Occupation: ______________________________ 

Education: ______________________________________

Hobbies: ________________________________________

· Exposure to chemicals (list) ______________________

____________________________________________

· Tobacco Use __ packs/day __ Age started ___Age quit 
	Partner’s Occupation: _____________________________

Education: ______________________________________

Hobbies: _______________________________________

· Exposure to hot tub, sauna, chemicals (list) __________

_____________________________________________ 

· Tobacco Use __packs/day ___ Age started ___Age quit 

	· Alcohol ___ drinks/wk  
	· Street drugs _________
	· Alcohol __drinks/wk  
	· Street drugs ___________

	· Aerobic exercise __ hrs/wk   
	· Running __miles/wk
	· Aerobic exercise __hrs/wk   
	· Running __miles/wk

	Is this your first marriage?  
	· Yes   
	· No  
	· N/A
	Is this your first marriage?  
	· Yes   
	· No   
	· N/A

	If no, how many times have you been married? _____

How long have you been married? _______ 
	If no, how many times have you been married? _____

How long have you been married? _______

	
	Do you have children with a prior partner?  
	· Yes 
	· No


PARTNER:

Has there been any significant change(s) in your partner’s health status?_______________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Is your partner currently taking any medications? _________________________________________________________

________________________________________________________________________________________________

Does your partner have any allergies to any medications? __________________________________________________

________________________________________________________________________________________________

FAMILY HISTORY:

Has there been any significant change in family history since last visit? ________________________________________

________________________________________________________________________________________________

INFERTILITY HISTORY

Since your last visit, how long have you been trying to conceive?    ____ Months  ____ Years

TESTING/TREATMENTS:
Since your last visit, have you or your partner undergone any testing/treatments?  (mark all that apply)

	· Day 3 FSH
	date _________  result __________
	· HSG (X-ray)
	date _______ result ______ 

	· Endometrial biopsy   date _______ result _______
	· Tubal sterilization
	date _______

	· Immune testing    date _______  result _________
	· Tubal reversal
	date _______

	· Chromosome tests   date _______ result _______
	· Vasectomy
	date _______

	· Semen analysis   date _______  result _________
	· Vasectomy reversal
	date _______

	· Sperm antibody   date _______  result _________
	

	· Clomid/Letrozole  
	dates ________________Dose and # months treated ________________________

	· Depot Lupron
	dates ________________Dose and # months treated ________________________

	· Intrauterine insemination
	                                          Dates and # months treated _______________________

	· Donor Sperm
	                                          Dates and # months treated _______________________

	· Heparin & aspirin
	dates ________________Dose and # months treated ________________________

	· IVF/Donor egg
	dates ______________________________________________________________

	· IVIG
	dates ________________Dose and # months treated ________________________


ADDITIONAL COMMENTS: _________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________
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