BRYANS PHYSICIAN NETWORK- WOMENS CLINIC OF LINCOLN New Patient Health History Form

Todays Date: Patient Name:
Gender Identity: F M Legal Sex: F M
Date of Birth: Age: Marital Status:
Family Practice Doctor: None Preferred Pharmacy:
PREVENTATIVE SCREENINGS SOCIAL HISTORY
Results Date/Location # per day/ How long? Date/Age
Quit?
[0 Mammogram Y N Biryan/\yCOL/ AML [0 Alcohol Use Y N
Former
[J Self-BreastExams Y N [J Smoker: Type: Y N
Former
[0 Pap Smear YN Bryan/WCOL/AMI [0 Vaping /E-Cigarelt:t:;n Zr N
O Colonoscopy Y N [0 Smokeless Tobacco Y N
Former
[0 Cologuard Y N [J DrugUse: Y N Former /Age Quit Type Used
[0 Bone Density Study Y N Bryan/WCOL/AMI [0 Last Menstrual Cycle Sexually Active? Y N Never Not currently
[0 Fastinglab YN PCP/ Bryan/WCOL [0 Birth Control? Y N Type: Request STD testing today? Y N
[0 Have you had a Physical | Providers Name: [0  # of Pregnancies # of Miscarriages
Exam done by another [0 # of Living Children # of Elective Abortions
Doctor thisyear? Y N
1.0ver the LAST 2 ** Bryan Health cares 2
O II;leasﬂc:l'a;;sv;'f}:' the 2 WEEKS have you been | aboutyour Mental [0 AreyouMenopausal? Y N
: ealth. H
eI iea A feeling down, lAlelvt::ml!; ;(;lé e [J Have you had a Hysterectomy? Y N
Quehstlo'n:lm ELC u_r;m depressed or hopeless? | TyE 2 questions we ask [0 Do youstill have your Ovaries? Y N
FEAPGEN s Y N that you complete the [J What type of Hysterectomy did you have? (example: Abdominal,
2.0ver the LAST 2 rest of our Mental Vaginal)
WEEKS have youhad | Health Questionaire 8 - —
Iifle orne inlerestop dmvi d;e :um-w“L Please provide date and location if known
pleasure in doing daily | Provice foryou.
activities? 5 N PR L
Continued-------- >
CURRENT MEDICATIONS ALLERGIES
Please list all medications you are taking, including dosage. Please list all allergies, including food, medications, environmental:
Please include all over the counter medications that you take. Please include specific reaction to each allergy & how severe.
Ex: Lipitor 10mg once daily, Calcium 600mg twice daily Ex: Allergy: Pencillin, type of reaction HIVES with Moderate reaction
[0 No Current Medication O Allergies Reaction How severe of an
What type of reaction? allergic reaction?
tl o Ex: Rash, Hives, S.0.B. Low,Moderate,High
O O [J No Drug Allergies
O O O
Iz O O
O O O
O O O
O O O
O O O
O O O

**please Completely fill out FRONT and BACK of page**

NEW Patient Health History Form Continued.......




PAST MEDICAL HISTORY FAMILY MEDICAL HISTORY
Please check all health conditions that you currently have or in the past Please check all health conditions that apply and specify each family
that apply to you member and their age ( if known)
(Example: Diabetes II, Maternal Grandmother age 75)
[0 Anxiety / Depression [J Hypothyroidism Current or Past Specify Family Member & write AGE
Health €onditions Maternal or Paternal Side Diagnosed
of the Family

[J Breast Cancer [0 HSV (herpes/Cold Sores) [0 Breast Cancer
[J  Colon Polyps / Cancer [ 1Bs [J Ovarian Cancer
[0 DVT / PE (Blood Clot) [0 Migraines [0 Colon Cancer
[J Diabetes Typel orlI [0 oOvarian Cancer [0 Diabetes I / 1l
[J Dysmenorrhea [0  Ovarian Cyst [0 Endometriosis
[J Endometriosis [J Osteopenia/Osteoporosis [J FactorV / Blood Disorder
[J Factor V Leiden O Ppcos [J Hypertension
[J Heavy Menstrual Cycles [J  Skin Cancer/ Melanoma [J Hypothyroid
[0 HPV (Cervical) O Stroke / TIA [J High Cholesterol
[J High Cholestesterol [J other: [J Stroke /TIA

[J oOsteopenia/Osteoporosis
[0 Heart Attack

[0 oOther

[J Adopted

SURGICAL HISTORY
Please list all Surgeries / Hospitalizations and include dates & Age at time of procedure
Surgeries / Hospitalizations and Dates and Location Age at time of Procedure

O
O
O
O
O
O

[0 NO PREVIOUS SURGERIES

= Listany NEW MEDICAL/HEALTH/SURGERY changes since your last exam:

[0 NO CHANGES

=  Listany NEW FAMILY HEALTH changes since your last exam:
[0 NO CHANGES

REASON FOR EXAM TODAY? List any concerns you may have?
[0 NO CONCERNS

Patient Signature: Nurse/Provider Signature: ** BPN WCOL New Patient Health History Form 9-2025**




