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FEMALE HEALTH HISTORY   

 
Please indicate your preferred method of contact:__________________________________________________ 
 
How did you hear about us?____________________________________________________________________ 
 
We frequently have cosmetic special events and discounts, which are ONLY offered via e-mail. 
Would you like to be contacted via email for special events and cosmetic specials?      ☐Y ☐N 
 
Email address:____________________________________________________________________ 
 
Privacy Policy: We respect your privacy and will not share your information. Our e-newsletter contains a one 
click unsubscribe, so you may leave our list anytime 
 

Join out VIP Text club by texting SKIN to 36000 
 

 
Current Physician: ___________________________________________________________________________ 
 
In case of emergency who should be notified? (name and phone) _____________________________________ 
 
What is the primary reason for your visit? _______________________________________________________ 
 
PERSONAL MEDICAL HISTORY 
Have you ever had or do you have any of the following (please check): 
 
☐  Anemia 
☐  Arthritis 
☐  Asthma 
☐  Allergies/Hay Fever 
☐  Autoimmune Disorder 
☐  Bowel Irregularity 
☐  Bronchitis 
☐  Chest Pain 
☐  Chronic Fever 
☐  Circulatory Problems 
☐  Depression 
☐  Diabetes (Type   ______) 
☐  Diphtheria 
☐  Dizziness/Fainting 
☐  Frequent Infections 
☐  Gallbladder Disease 
☐  GI Disorder 
☐  Gout 
☐  Headache 
☐  Heart Murmur 
☐  Heart Palpitations 
☐  Hepatitis  

☐  History of Blood Clotting 
☐  Hives 
☐  Joint Pain 
☐  Lactose Intolerance 
☐  Measles 
☐  Muscle Aches 
☐  Mumps 
☐  Nervousness 
☐  Obesity 
☐  Osteoporosis 
☐  Pneumonia 
☐  Polio 
☐  Prostate Disease 
☐  Rashes 
☐  Rheumatic Fever 
☐  Rubella 
☐  Scarlet Fever 
☐  Shortness of Breath 
☐ Sinus Congestion 
☐ Thyroid disease 
☐  Tetanus 
☐  Ulcer 
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☐  Venereal Disease 
 
GYNECOLOGICAL HISTORY:  
 
Menstrual Period  ☐Y ☐N  Duration of Period (days)______ Age of Onset ________  
Date of Last Period___________ Bleeding ☐Light ☐Medium ☐Heavy Last Pap Smear ________ 
☐Cramps with Menses 
☐Frequent Vaginal Infections 
☐Hysterectomy 
☐Losing Urine w/ 

coughing/sneezing  
☐Miscarriages (#___________)  
☐Moodiness with Menses 

☐Trouble with Arousal  
☐Tubal Ligation  
☐Vaginal Dryness   
☐Breast cancer 
☐Endometrial (uterine) cancer 
☐Infertility 
☐Fibrocystic breasts  

☐Fybromyalgia 
☐Hot flashes 
☐Polycystic Ovarian syndrome  
☐Recurring bladder infections 
☐Uterine cancer 
☐Vaginal infections

FAMILY HISTORY 
Has anyone in your immediate family  have/had any of the following (check all that apply) 
 
☐Cancer 
☐Diabetes 
☐Epilepsy 
☐Glaucoma 

☐Heart Disease 
☐High Blood Pressure 
☐Kidney Disease 
☐Mental Disorder 

☐Obesity 
☐Osteoporosis 
☐Stroke 
☐Thyroid Disease 

 
 PAST SURGICAL HISTORY: (List any operations you may have had and the date) 
 
 
Are you currently taking any medications including Birth Control? ☐Yes ☐No    
If yes, list here:______________________________________________________________________________  
 
Are you currently taking any vitamins or supplements? ☐Yes ☐No    
If yes, list here:______________________________________________________________________________  
 
Do you have any allergies to medications?  ☐Yes ☐No   
If yes, please list _________________________________ ___________________________________________ 
 
Do you have any other allergies?  ☐Yes ☐No     
If yes, list here:______________________________________________________________________________  
 
SOCIAL HISTORY  
 
Are you? ☐Single☐ Married ☐Divorced 
# Children (if any)_______________________ 
Do you smoke?  ☐Yes ☐No    If yes, how many packs per day? _______ For how long? ___________________ 

 
Do you drink alcohol?  ☐Yes ☐No    If yes, quantity per week? _______________________________________ 

 
Do you drink coffee?  ☐Yes ☐No    If yes, cups daily? _____________     Other caffeine?______________ 
 
How much water do you drink? _______________________ 
 
CHECK IF YOU SUFFER FROM ANY OF THE FOLLOWING SYMPTOMS: 
☐ADD/ADHD 
☐Aging 

☐Breast tenderness 
☐Brittle nails 

☐Bulging stomach  
☐Chronic infections 
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☐Cold hands/feet 
☐Constipation 
☐Cravings for sweets 
☐Daytime Drowsiness 
☐Decreased sexual desire 
☐Diabetes 
☐Difficulty Falling Asleep 
☐Dizziness upon standing 
☐Drooping triceps 
☐Dry skin 
☐Early Morning Awakening 
☐Food cravings 
☐Food sensitivities 
☐Fuzzy thinking 
☐Headaches 
☐High blood pressure 
☐High cholesterol 
☐Hypothyroidism  

☐Increased triglycerides 
☐Joint aches/pains 
☐Loss of muscle strength 
☐Low blood pressure 
☐Low energy 
☐Low HDL 
☐Migraines  
☐Muscle cramps 
☐Oral temp below 98.5 
☐Poor muscle tone  
☐Poor stamina 
☐Pouches under eyes 
☐Puffy eyes/face 
☐Reliance on 

coffee/stimulants 
☐Sagging skin 
☐Shakiness relieve by eating 
☐Short term memory loss 

☐Sleep Apnea 
☐Slow heartbeat 
☐Snoring 
☐Stiffness 
☐Stress 
☐Swelling of hands/feet 
☐Thinning hair 
☐Thinning skin 
☐Throat clearing 
☐Tingling fingers/feet 
☐Trouble losing weight 
☐Trouble waking up 
☐Vision changes 
☐Weight gain  
☐Wrinkled hands  
☐Wrinkled skin  

 
Weight concerns?  ☐Yes ☐No    
If yes, complete the following: 
When did weight concerns start? ☐Child  ☐Teen  ☐Adult  ☐Peri/Post Menopausal 
 
Rate of weight gain?  ☐Rapid   ☐Slow 
 
Initiating/Aggravating Factors: ☐Stress  ☐Marriage ☐Divorce ☐Illness ☐Accident  ☐Medication  ☐Birth 
Control  ☐Hysterectomy ☐Tubal Ligation  ☐Ablation  ☐Depo Provera Injection ☐Other_______________ 
 
 
I have answered the questions contained in this questionnaire to the best of my knowledge. I understand that 

it is my responsibility to inform my practitioner of my past and current health conditions as it pertains to the 

treatment that I am seeking.  

 

__________________________________________________________________________________________ 

Signature            Print Name       Date 
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