Patiert Name DOB Date

Welcome to our practice. Please answer the following questions in the appropriate

spaces below. Use a question mark (?) if you are unsure of an answer. Please answer all
guestions as completely as possible. Please complete both front and back of each page.

What isyour understanding of why you are here?

Allergies:
Yes  No___ DBwou know of anything you are allergic to or gives you a rash?
If so, please list:
Drug/Food Reaction
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Screening:

Yes No Hawou had a mammogram? When? Results?
Yes No Hawou had a colonoscopy? When? Results
Yes No Hawou had a pap smear? Wher? Results?

Surgical History:
Yes No Have you had any surgeries or hospitalizations? Please list with approximate year.

Gynecologic History:
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Cancer History:

Yes No Do you have a history of cancer?
If yes, please complete the table below for your past cancer, radiation treatment, or chemotherapy that you may have had.

Past cancer typt Age of first  Did you receive
Diagnosis
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AMBULATORY CARE INVOLVEMENT IN CARE

DISCUSSION FORM
(Reference HIPAA Policy 0P23.2)

Patient Name: Date:

Gynecologic Oncology may discuss protected health information, including
lab/test results with the following people:

Name Relationship Phone Number

NEXT OF KIN INFORMATION
Name: Relationship

Address:

City: State: Zip Code:






