
Gynecological Record
	 Date______________________________

	 Contact @ Home___________________

Name____________________________________________________________ Birth Date________________Age__________________________
	 	 Business 
Address_______________________________________________________Phone________________________Phone______________________

Patient’s Business Address_ ___________________________________________ Occupation________________________________________
	 Business
Husband’s Name_________________ Address_____________________________ Occupation________________________________________

Number of	 Miscarriages	 First Day of Last	 First Day of Previous
Live Births___________or Abortions_______________ Menstrual Period_________Menstrual Period______________Last Pap____________
Age of First	 Menses	 	 	 	
Menses_____________reg/irreg.___________________Cramps_______________ Flow________________ Clots__________________________
	

History:	 ___Measles	 ___Rheumatic Fever	 ___Seizures	 ___Heart Disease

	 ___German Measles	 ___TB	 ___Asthma	 ___Urinary Tract Infection

	 ___Chicken Pox	 ___Hepatitis	 ___Diabetes	 ___Blood Transfusions

	 ___Mumps	 ___Jaundice	 ___High Blood Pressure	 ___DES Exposure

	 ___Pelvic Inflammatory Disease 	 ___Migraines	 ___Cancer	 ___Thrombophlebitis

	 ___Smoker	 ___Herpes	 ___Thyroid Problems	 ___Substance Abuse

Operations:______________________________________________________________________________________________________________

Allergies (indicate manifestations):_________________________________________________________________________________________

Contraceptive History	C urrent Problems	C urrent Medication
Present Method:_____________________ 	 ______________________________________________________	 ______________________________________________________

Past Methods:_______________________ 	 ____________________________________	 ____________________________________

____________________________________ 	 ____________________________________	 ____________________________________

____________________________________ 	 ____________________________________	 ____________________________________

Family History:
Twins_______________________________________________Congenital Anomalies________________________________________________

Diabetes____________________________________________ Hereditary Disorders_________________________________________________

Husband: Age______________ Height_______________ Weight _______________Blood Type & Rh__________________________________

Father: Living __________ Deceased__________ Age__________  Mother:  Living __________ Deceased_________ Age_________ 

Brother(s): Living _________ Deceased_________ Age_________  Sister(s):  Living _________ Deceased_________ Age_________ 

Abortions

Name Date Weeks Sex
Birth

Weight
Complications
of Pregnancy

Length
of Labor

Complications
of Labor Anesthesia Baby Diet

Post-Partum
Complications

Date Weeks Spontaneous or Induced Operation Complications

Ventura County Obstetric &
Gynecologic Medical Group, Inc.

2795 Loma Vista Road
Ventura, California 93003

Previous Pregnancies


