








Social History:

Sleep patterns: hrs/day Do you: O have difficulty falling asleep O staying asleep

Exercise patterns: Type(s) hrs/wk

Leisure activities:

Diet/Usual caloric intake:

Have you had a [ recent weight loss [ recent weight gain If so, how many Ibs.

Do you smoke? O yes O never If yes, for how long? How much?
O quit How long ago?

Do you drink alcohol? O yes O never If yes, for how long? How much?
O quit How long ago?

Do you drink caffeine? O yes [ never If yes, for how long? How much?
[ quit How long ago?

Do you use recreational drugs? Clyes [ never If yes, for how long? How much?
Oquit How long ago?

History of physical abuse O yes [ no History of sexual abuse [ yes [ no
Psychosocial:
Sexual Orientation [ heterosexual [ lesbian O bi-sexual

Have there been any major changes in your life recently? Ovyes [ no If yes, please explain:

Do you feel that you deal with stress effectively? O yes OO no If no, please explain:

Is religion important in your life? O vyes O no



Family History:

Relative: Age if living Age @ time Medical History/Cause of Death
Death
MOTHER
FATHER
SISTER 1.
2.
3.
BROTHER 1.
' 2.
3.
Has anyone else in your family had any of the following? If so, indicate who:
O Diabetes O Cancer
O Heart disease O High blood pressure
O Stroke [ Seizures/epilepsy
O Cystic fibrosis O Tay Sachs
O Sickle cell anemia O Down’s Syndrome
O Early menopause O Recurrent miscarriage
00 Endometriosis O Ovarian cancer
O Breast cancer O Thyroid disease
O Psychiatric disease O Other
Husband/partner history:
Has anyone in your partner’s family had any of the following? If so, indicate who:
[ Diabetes O Cancer
O Heart disease O High blood pressure
O Stroke OO Seizures/epilepsy
O Cystic fibrosis O Tay Sachs
O Sickle cell anemia O Down’s Syndrome
O Early menopause O Recurrent miscarriage
O Endometriosis [0 Ovarian cancer
[ Breast cancer O Thyroid disease
O Psychiatric disease O Other
Number of siblings: Sisters Brothers

Check those items that you would like further information:

O Smoking cessation

O Nutrition counseling

0O Massage therapy

O Acupuncture

O Psychological counseling
O Preconception counseling
O Fertility evaluation

00 Menopause management
0O Other:












