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PATIENT HEALTH QUESTIONNAIRE

PATIENT NAME: .o s s DOB: ...

Height: ...cccooovvreeenee. cms Weight: ...ccovveennenen. kgs

Have you ever been pregnant? OYes [INo

When was your MOSt FECENT PAP SMEAT?.....cci i ettt et sttt et r s st e s sae et st ste e ses e besassassassasssnnene
Have you ever had an abnormal pap result? [dYes [ No

Do you have any medical illness? [1Yes [ No
[ S, PIEASE TISt ettt ettt et e et ste st sae e e e s e s bbb e e e ae e e ate et ete st e bes e nteb e s enraneane e eee

Do you have any of the following?
[ Heart trouble
[ High blood pressure
[ Asthma
[ Stroke
[ Diabetes
[ Epilepsy
[ Blood clots/DVT’s
[ Hepatitis
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Have you had any operations? [Yes [l No
[ VS, PIEASE ST ettt st st et st st e st eae st b bt eae st en et eae e e et eae et nent s ene

Are you currently taking any medication? [dYes [ No
If yes, please list

Do you have any allergies to medications? [1Yes [No
T o1 L=F: 1Y =T [ AU SRR

Patient Signature: ...t DAt it e e s
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