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Women Only:Women Only:Women Only: Menstrual Period Onset:Menstrual Period Onset:Menstrual Period Onset:Menstrual Period Onset:Menstrual Period Onset: Regular? Regular? YES NO Date last period began:Date last period began:Date last period began:Date last period began:Date last period began:
Birth Control Method:Birth Control Method:Birth Control Method:Birth Control Method: Difficulty with periods?Difficulty with periods?Difficulty with periods?Difficulty with periods?Difficulty with periods? YES NO Specify:Specify:
Pregnancies: No. of children:Pregnancies: No. of children:Pregnancies: No. of children:Pregnancies: No. of children:Pregnancies: No. of children:Pregnancies: No. of children: Born Alive:Born Alive: Cesarean:Cesarean: Premature:Premature: Stillborn:Stillborn: Miscarriages:Miscarriages:Miscarriages:
Describe complications:Describe complications:Describe complications:Describe complications:Describe complications:
Age at menopause:Age at menopause:Age at menopause:Age at menopause: Date Period ended:  Date Period ended:  Date Period ended:  Date Period ended:  SurgicalSurgical NaturalNatural
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General QuestionsGeneral QuestionsGeneral Questions CardiovascularCardiovascularCardiovascular Kidneys & Urinary TractKidneys & Urinary TractKidneys & Urinary TractKidneys & Urinary Tract RespiratoryRespiratory
Tire easliy/fatigueTire easliy/fatigueTire easliy/fatigue AnginaAngina Blood in urineBlood in urineBlood in urine PleurisyPleurisy
Insomnia/sleep disordersInsomnia/sleep disordersInsomnia/sleep disordersInsomnia/sleep disorders Leg crampsLeg cramps Frequent bladder infectionsFrequent bladder infectionsFrequent bladder infectionsFrequent bladder infectionsFrequent bladder infections AsthmaAsthma

Chest painChest pain Dribbling after urinationDribbling after urinationDribbling after urinationDribbling after urination WheezingWheezing
MurmursMurmurs Painful urinationPainful urinationPainful urination Prolonged coughProlonged coughProlonged cough
Cardiac catheterizationCardiac catheterizationCardiac catheterizationCardiac catheterization Kidney diseaseKidney diseaseKidney disease COPDCOPD

Neurologic and PsychiatricNeurologic and PsychiatricNeurologic and PsychiatricNeurologic and PsychiatricNeurologic and Psychiatric Congenital heart defectsCongenital heart defectsCongenital heart defectsCongenital heart defects Kidney stoneKidney stoneKidney stone EmphysemaEmphysema
AnxietyAnxiety Heart attacksHeart attacksHeart attacks Shortness of breathShortness of breathShortness of breath
DepressionDepression High or low blood pressureHigh or low blood pressureHigh or low blood pressureHigh or low blood pressure TuberculosisTuberculosis
Psychological problemPsychological problemPsychological problemPsychological problem Irregular heart rateIrregular heart rateIrregular heart rate EndocrineEndocrine PneumoniaPneumonia
Headaches/MigrainesHeadaches/MigrainesHeadaches/MigrainesHeadaches/Migraines Heart SurgeryHeart SurgeryHeart Surgery DiabetesDiabetes Frequent infections(bronchitis)Frequent infections(bronchitis)Frequent infections(bronchitis)Frequent infections(bronchitis)Frequent infections(bronchitis)
MeningitisMeningitis Thyroid diseaseThyroid diseaseThyroid disease
ParalysisParalysis GastrointestinalGastrointestinalGastrointestinal
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