CT Women OB/GYN          West Hartford ∙ South Windsor ∙ Enfield
∙ Gayle Harris, MD ∙ Kara Keeton, MD ∙ Peggy Ku, DO ∙ Kathryn Pascucci, DO
Miriam Schwartz, APRN 

DATE: _______________ DOB_______________

Pharmacy Name: _________________________
Patient Name: ______________________________
Pharmacy Phone Number: __________________
Primary Care Provider: _______________________ 
Pharmacy Street & Town: __________________ 

CHRONIC MEDICATIONS
	Medication
	Dose / Frequency

	
	

	
	

	
	

	
	

	
	


ALLERGIES/INTOLERANCES

	Allergy
	Reaction

	
	

	
	

	
	


HEALTH MAINTENANCE

	Test/Immunization
	Date

	Pap Smear
	

	Mammogram
	

	Colonoscopy
	

	Bone Density Scan
	

	HPV Vaccine
	


GYNECOLOGIC HISTORY
	Age at first menses
	

	First day of last period
	

	Period comes every ______ days

	Period lasts ______ days

	Sexual partner  Preference
	Male     Female     Both

	Lifetime # of partners
	

	Contraceptive method
	

	Hx of contraceptive methods (circle)

Condoms    Pills    Patch     Ring     Depo    IUD

Other (specify)___________________________

	Last Pap smear
	

	Hx of abnormal Paps
	

	History of sexually transmitted infections (circle) gonorrhea, chlamydia, herpes, Trichomonas, HPV


PREGNANCY

	Date
	Vaginal,Cesarean, Miscarriage or Abortion
	Baby Weight

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


PAST MEDICAL HISTORY

	Problem
	 Date Diagnosed

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


PAST SURGICAL HISTORY
	Surgery
	Date

	
	

	
	

	
	

	
	

	
	

	
	

	
	


FAMILY HISTORY

	Problem
	Family Member

	Breast Cancer
	

	Ovarian Cancer
	

	Uterine Cancer
	

	Colon Cancer
	

	Diabetes
	

	High Blood Pressure
	

	Other
	

	
	

	
	

	
	

	
	


SUBSTANCES USED

	
	How much, how often, how long

	Tobacco
	

	Alcohol
	

	Drugs
	

	Caffeine
	


* Please add additional information on back.
History/ROS reviewed with patient: _______________
Physician Signature: __________________________
Dr. Harris and Dr. Ku’s sign-out
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