Referring Physician _______________________						PCP_____________________________________	
Pediatric & Adolescent Gynecology
Patient History Questionnaire 
Intake:
Patient Accompanied By: ___________________________________________________________________________________________________
Reason for Visit: __________________________________________________________________________________________________________
Under care of other physician (physician specialty) ______________________________________________________________________________
Exposed (within last 30 days):  	□ Measles	 □ Mumps	 □ Chicken Pox	□ Tuberculosis 	□ Resistant Bacteria  					□ None 		 □ Other ________________________________________________________________
Isolation: 	□ None  		□ Airborne Infection 	 □ Contact Precautions  		□ Droplet Precautions

Allergies: 	□ no	□ yes, explain ____________________________________________________________________________________

Past Medical History:
Childhood Illness:  	□ eczema 	□ UTI		□ other__________________________________________________________________
Problems/Hospitalizations/Surgeries: ______________________________________________________________________

Social History:
Hobbies/Sports/Activities: (include how many hours per week you exercise) ________________________________________________________
Name of School: ______________________________________________________	Current Grade: ___________________________________
Any major home stresses (divorce, death, move):	□ no		□ yes, explain ____________________________________________
Who lives in the home: ____________________________________________________________________________________________________

Adolescent Health:
Menstrual Cycle: 		□ Regular	□ Irregular	□ no menstrual period yet
Last Menstrual Period:       Date:  _____________	

Pregnancy and Birth:
Pregnancy/Birth Complications: 	□ no 	□ yes, explain ____________________________________________________________________
Nutrition:
[bookmark: _GoBack]Diet concerns:                □ no              □ yes, explain _______________________________________________________________________________

Gynecology Specific Intake:
Struggles with depression: 	□ no 	□ yes, explain____________________________________________________________________________
Struggles with anxiety: 		□ no 	□ yes, explain ____________________________________________________________________
Prior treatments for depression or anxiety: 	□ no 	□ yes, which ones_________________________________________________________
Do you have acne?		□ no 	□  yes, explain ___________________________________________________________________________
Do you have facial, chest or abdominal hair? 	□ no 	□ yes, explain ____________________________________________________________
Received HPV/Gardasil vaccine series: 	□ no	□ yes
Sleep Concerns:  	□_no 	□ yes, explain____________________________________________________________________________________
Exercise Concerns: 	□ no 	□ yes, explain____________________________________________________________________________________
Signs of puberty before age 8: 	□ no 	□ yes, describe ___________________________________________________________________
Age of breast development: 	________ 
Age of first menstrual period: ________   	□ no menstrual period yet
Are your periods painful enough that you have to miss part or a whole day of school? 	
□ no 	□ yes, describe frequency _________________ 














