
Date 
NAVAL HOSPITAL OAK HARBOR 

GYNIPHC WOMEN'S HEALTH 

Have you ever had any of the following? Please che& and indicate when this happened. 

Ovarian cysts 
Anemia 
Sickle cell anemia or trait 
Genetic condition 
Are you in menopause? 

Additional information (Explain "Yes") 

Have your parents, brothers, or sisters 
had any of the items listed below? 

CONTRACEPTIVE HISTORY 
What is your present method of birth control? 

Do you smoke? + Current Former Nevet 
If yes + How many cigarettes pa day? 

Numbw of years smoked? 

Since your last period, have you had unprotected sex (without 
using a birth control method)? 
Do you think you might be pregnant? 

Do you desire a method of birth control today? 
Do you fear for the safety of yourself or members of your family? 

I I I Have you ever been forced to have sexual activity aeainst your will? 
Breast Self Exam 
Exercise + Not at all - Occasionally - 3x / week or more 
Alcohol consumption /week+ 

List Medication Allergies 

Please list all medications and over-the-counter supplements that you are 
cumntly taking 

How often is your period?+ Every Days 

Addressograph Date of your last PAP Smear + 
Date of your last Mammogram + 
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Age: Ht: - - Wt: Temp: Pulse: B/P: 

Gravida: Para: SAB: EAB: LNMP: Imm's Up-to-date? Yes No Unknown 

Lungs 
Breast, Axilla I I 

Thyroid 1 

I Extremities I 

1 

Back 

Perine. :::/Vulva 

Cervix 

Abdomeflrunk I 

Uterus I I 
Adnexa 

I 

( Skin I 
Wet Prep Results = Yeast- WBC- Trich- Clue Cell- Amine - 
(As indicated) 
Assessment: 

Plan: 

Laborato Tests (As Indicated LP*PSmu. lyDRLl1 
Lipids 

Patient Education (As Indicated) ) 

HRT Exercise 

Nurse Educator 
Diet 

Immunizations Needed 

Varicella 

Examiner's Signature and Stamp 


