THE JOHNS HOPKINS HOSPITAL AND MEDICAL INSTITUTIONS 

THE KELLY GYNECOLOGIC ONCOLOGY SERVICE

Initial Patient History

Please fill out this form prior to your appointment.

Name:

_____________________________

Date of Visit:
____________

Address:
_____________________________

Telephone #:
____________ (Home)



_____________________________



____________ (Work)



_____________________________

Referring Physician:  ________________________

Telephone #:  _______________

Address:
_____________________________

Fax #:

_______________



_____________________________



_____________________________

A brochure briefly describing the services of the Kelly Gynecologic Oncology Service and a map to the Johns Hopkins Outpatient Center are enclosed.

Please describe in the space below and on the following page any present problems that you would like addressed at the time of your visit.  Include all symptoms, how long you have experienced them, and what, if anything, helps alleviate your symptoms.  If you have had a previous evaluation, please indicate what tests have been done.  Any medical records you can bring with you or have sent to us would help to facilitate your care.  Please include all CT scans, MRI, ultrasound or other radiology reports, as well as any pathology slides if available.  Please do not hesitate to call our office at 410-955-8240 if you have any questions regarding these instructions.

__________________________________________________________________________________________

__________________________________________________________________________________________

Menstrual History

How old were you when you first started to menstruate?  
______________

If you are still having periods, when was the first day of your last period?
_____________________________

Was it normal?  _________
If not, please explain:
_______________________________________________

What is the usual number of days from the start of one period to the start of the next?  ____________________

Do you bleed in between periods? ___________  How many days does your period last? __________________

Have you stopped having periods? ___________  If yes, when was your last period?  _____________________

Are you currently taking any hormone replacement therapy?  __________________

Gynecological History

When was your last Pap smear?  _________________
Was it normal?  _________________

Have you ever had an abnormal Pap smear?  ________

If yes, what was the evaluation and treatment?  ___________________________________________________

Have you ever had any abnormal vaginal bleeding that wasn’t diagnosed or treated?  _____________________

If yes, please describe:  ______________________________________________________________________

Have you ever been diagnosed with cancer of the breast, ovaries, intestine, uterus, cervix, vagina, or vulva?

__________________

If yes, please describe in detail?  _______________________________________________________________

__________________________________________________________________________________________

Have you ever had a mammogram?
_____________
Date of most recent mammogram:  _____________

Was the mammogram reported to be normal?  ______________

Have you ever had a pelvic or tubal infection (PID or Pelvic Inflammatory Disease)?  _____________________

Have you ever had any of the following diseases?  (circle all that apply):

Herpes
     Genital Warts     Syphilis     Gonorrhea     Chlamydia     Trichomonas     Hepatitis     HIV/AIDS

Have you ever been tested for HIV? ____________
If yes, what result and when?  ___________________

Obstetrical History

How many times have you been pregnant?  ______________  Complications?  ______________________

How many pregnancies have you carried to full term?  ____________  Route of Delivery?  ____________

Number of miscarriages: _______  Number of tubal pregnancies: ________ Number of abortions: _______

How many living children do you have? ___________  What is the age of your youngest child? _________

Sexual/Contraception History

Are you currently sexually active?  ____________

Have you ever experienced any bleeding or pain with intercourse?  ____________

If yes, please explain:  _______________________________________________________________________

Have you ever used contraceptive tablets?  ______________  When? ________________

How long did you use contraceptive tablets?  ______________  Type:  ________________

Current birth control method (if applicable):  _______________

Past Medical History

Your general health is (circle one):      Excellent  
       Good 
      Fair 
        Poor

List all chronic medical problems (e.g., diabetes, high blood pressure, thyroid disorder, intestinal disease, etc.) 

that currently require medication (include medication name and dose) or on-going medical care:  ___________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

List all surgical procedures you have had, including approximate date(s), reason(s), for surgery, and type of surgery: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Do you have any drug allergies? (specify):  ______________________________________________________

Family Medical History

Check (() all of the following disorders for which you have a family history.  Next to each item, state which blood relative (mother, father, sister, brother, maternal/paternal grandparent or aunt or uncle) had the disorder.  Do not include yourself.


Disorder




Relative(s)
(    ) Cancer (specify type)  ____________

___________________________

        ______________________________

___________________________

        ______________________________

___________________________

(    )  Hypertension (high blood pressure)

___________________________

(    )  Blood clotting disorders



___________________________

(    )  Diabetes





___________________________

(    )  Kidney disease




___________________________

(    )  Tuberculosis (TB)



___________________________

(    )  Thyroid problems



___________________________

(    )  Heart disease




___________________________

(    )  Alcoholism, drug addiction


___________________________

(    )  Depression




___________________________

(    )  Neurologic (nerve) disorder


___________________________

(    )  Others (specify) ________________

___________________________

__________________________________

Parents

     Mother
Alive?     Yes       No


Current age or age of death:  _____

     Father
Alive?      Yes      No


Current age or age of death:  _____

Social History

Please circle whether you are married, single, divorced, widowed, of have a steady partner.

What is your occupation?  ________________________________________

Do you drink alcohol? __________  If yes, how many drinks per day? ______ 

Do you smoke cigarettes? ________ If yes, how many cigarettes per day? ______ How many years? ________

Do you exercise? ____________  Type of exercise: ________________________ How often: ______________

How much caffeine do you consume each day (cups of coffee, cola, etc.) _______________________________

Do you do monthly self-breast examination? ____________

Review of Systems

Please check (() any of the following symptoms or problems that you currently/chronically have or have had in the past and that require medical evaluation.

Central Nervous System




Genitourinary
(    )  Seizures






(    ) Pain/burning on urination

(    )  Migraine headaches




(    ) Urgency to urinate

(    )  Changes in sensation




(    )  Frequent urination

(    )  Other






(    )  Blood in urine

Eyes, Ears, Nose and Throat




(    )  Bladder or kidney infections

(    )  Visual problems





(    )  Abnormal vaginal discharges

(    )  Hearing changes





(    )  Burning or vaginal discomfort

(    )  Sinusitis






(    )  Vaginal dryness

(    )  Other:






(    )  Vaginal itching

Cardiovascular





(    )  Genital lesions or ulcers

(    )  Chest pain





(    )  Pain with intercourse

(    )  Palpitations/Heart pounding or racing


(    )  Bleeding after intercourse

(    )  Blood clots in lungs




(    )  Abnormal vaginal bleeding

(    )  Murmur






(    )  Loss of urine with activity

(    )  Leg pain






Hematological
(    )  Leg swelling





(    )  Blood clotting disorder

(    )  Thrombophlebitis




(    )  Bleeding gums

(    )  Other:






(    )  Sickle cell anemia or trait

When was your last cholesterol check?____________
(    )  Anemia

Was it normal?___________




(    )  Other:

Respiratory






Other Symptoms or Problems
(    )  Cough






(    )  Depression

(    )  Shortness of breath




(    )  Anxiety

(    )  Blood in sputum





(    )  Insomnia

(    )  Other:






(    )  Decreased sexual desire

Gastrointestional





(    )  Fatigue

(    )  Nausea/vomiting





(    )  Irritability

(    )  Diarrhea






(    )  Hot flashes or night sweats

(    )  Constipation





(    )  Skin rashes

(    )  Blood in stool





(    )  Weight loss

(    )  Dark tarry stools





(    )  Other:

(    )  Abdominal pain

(    )  Ulcers

(    )  Spastic colon/Irritable bowel

(    )  Other:

Has your stool been tested for blood within the past year?_________

Result:  _________________ 
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