LIFESTREAM HEALTH CENTRE
Brandon Charles MD
Hormone Replacement, Gynecology and Weight Loss




 FEMALE PATIENT HISTORY 


Name: _______________________________     Age: _________________   Date: __________


Drug allergies: ____________________________________________________________________                                                                                                                

Medications currently taking: ________________________________________________________

Current method of Birth Control: _____________________________________________________                                                                                   

Number of Pregnancies: _________     Number of Kids: _______      (circle) Vaginal or Cesarean                                    

History of abnormal pap smears: (circle) yes  no  Treatment: ______________________________

Medical conditions that you are being treated for on a regular basis: _______________________                              

 _________________________________________________________________________________                                                                                                                                  

Family History of: Cancer: ___If yes what kind: _____ Diabetes: ___ High blood pressure: _____

Do you smoke: Yes  No                  Alcohol use:   None     Social         Occasional        Moderate          

Last Menstrual period:______________  Meno or Post Meno  Last Mammogram:______________  

Please describe any concerns that you would like to discuss at today’s visit:

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
                                                                                                               
________________________________________________________________________________

________________________________________________________________________________
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