HISTORY FORM

Privacy: The information you complete below will only be used by the doctor in the treatment of
your health and may be released to your GP and any hospital that you may need to be treated in.

T.NAME: ..o DOB: ....... Y ST Age....... Last Period: ..... VA
AAreSS: ooeiieeieee e EMails s
Phone: ... GP: s

3. How long has this been a problem? o

4. What treatment have you had previously for this problem/pregnancy?

6. When was your last Pap smear and was it normal? e

7. What medical conditions do you have?

11. Please list any allergies: . ... 12. Smoker ? Yes/No
13. Family History of Medical Problems/cancers:
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D__/N_
Rx
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