
Alexandria Women’s Center Intake Form 

Patient Name: ________________________________ Address: ________________________________ 

Date of Birth: _________________________________ ________________________________________ 

Contact number: ______________________________ Work contact: ____________________________ 

Contact email: ________________________________ Spouse/Partner: __________________________ 

Referred by: __________________________________ Employer: _______________________________ 

Insured by: ___________________________________ Today’s Date: ____________________________ 

Review of Systems: Do you currently suffer from any of the symptoms below? 

Head/Neck Changes in vision
Migraine headaches  
Seizures      
Dizziness      

Respiratory Fever   
Cough  
Asthma symptoms  
Seasonal allergies    

Cardiovascular Chest pain
Shortness of breath            
Unable to sleep flat
Irregular heart beat      
Frequent loss of consciousness  
Blood clots in legs, lungs, brain        

Gastrointestinal Diarrhea
Constipation           
Blood in stools
Darker stools
Abdominal Pain         
Nausea or Vomiting  

Breast Breast pain      
Leaking from the nipples  
Lumps in breast      

Urologic Burning with urination      
Urinating too often            
Leaking urine with cough or sneeze      

Gynecology Heavy periods      
Periods happen every month  
Irregular periods      
Periods are too long      
Periods are too short       
Periods are too light       
Painful periods      

Daily pelvic pain      
Hot flashes/Night sweats      
Painful intercourse      
Vaginal discharge      
Vaginal dryness      
Unprotected sexual encounter 
Unwanted sexual encounter      

Endocrine Acne  
Unwanted hair growth  
Increased weight in waist 
Waking at night to urinate  
Feeling cold when others are normal 
Weight loss  
Weight gain  
Fatigue      

Psychiatric Anxiety      
Depression      
Mood swings      
Racing thoughts      
Feeling out of control  
Excessive anger       
Suicidal thoughts      
Domestic abuse      

 Past Medical History: Do you suffer from any of the medical conditions below? 

High blood pressure Diabetes Stroke Heart disease 
Obesity Asthma Lupus Chrons/Ulcerative colitis   
Cancer
Explain______________________ 

Blood clots Migraine headaches  Seizure disorder 

Stomach Ulcers Kidney failure   Kidney stones Frequent UTI 
Anemia/Transfusions Hypothyroid Hyperthyroid Other: 
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Past Surgical History: Please check off your prior surgeries.

Gallbladder removal C-section
Weight loss surgery Hernia repair 
D&C Surgery to correct abnormal pap smear 
Hysterectomy Endometriosis ablation 
Removal of one ovary Removal of both ovaries 
Breast enhancement Breast reduction 
Tonsillectomy Removal of appendix 
Tubal ligation Ablation of the uterine lining 
Removal of fibroids leaving uterus in place Removal of kidney stones 
Laparoscopy Bladder suspension 
Removal of uterine polyp Urethral sling 
Other: Other: 
Other: Other: 

Past Gynecologic History: Please check off any prior conditions.

Endometriosis Fibroids Abnormal pap smear 
Ovarian cyst Polycystic ovarian syndrome Frequent bacterial vaginosis 
Frequent yeast infections Herpes Gonorrhea 
Chlamydia Syphilis HIV 
Hepatitis HPV Trichomonas 
Infertility Lichen sclerosis Other: 

Past Obstetrical History: Please list ALL pregnancies by year occurred and include 

miscarriages/terminations. 

Year Type of 
delivery 

Miscarriage Weeks Birth weight Gender Complications 

Past Family History: Please check off any known family conditions.

Diabetes Hypertension Stroke Heart disease 
Breast cancer Ovarian cancer Uterine cancer Thyroid disease 
Other: Other: Other: Other: 
Other: Other: Other: Other: 

Yes   No
Yes   No

Yes   No Yes   No
Yes   No

Y   N
Y   N Y   N



Social History: Please complete. If your answer is N, you may move to the next question. 

Do you smoke tobacco? Do you drink alcohol? Do you use recreational 
drugs?      

Do you wear your 
seatbelt 
regularly?  

# Packs cigarettes/day    ____ # drinks/week _____ If yes: which drugs? Is your home 
safe? # years smoking ____ Do your loved ones have a 

problem with your 
drinking?  

Please select appropriate answer:

Are you? 

What is your profession? ___________________________________________________________ 

Allergies: Do you have any known DRUG allergies to medications?     

Drug Allergy Reaction 

Medications: Please list ALL current medications and dosages. 

Medication Dosage Instructions (example: 1 tab daily) 

Immunizations: Please indicate when your last immunization took place. 

Vaccination Last year received 

Flu 
COVID 
Pnuemonia 
Guardisil 
Tetanus 

Patient Signature: _____________________________ Date: _______________ 

AWC Staff Signature: ___________________________ Date: _______________ 

Yes    No
Yes    No Yes    No

Y    N

Yes    No
Yes    No

Single       Married       Widowed       Divorced

Yes     No


	Patient Name: 
	Date of Birth: 
	Address 1: 
	Address 2: 
	Contact number: 
	Work contact: 
	Contact email: 
	SpousePartner: 
	Referred by: 
	Employer: 
	Insured by: 
	Todays Date: 
	Explain: 
	Other: 
	YearRow1: 
	WeeksRow1: 
	Birth weightRow1: 
	GenderRow1: 
	ComplicationsRow1: 
	YearRow2: 
	WeeksRow2: 
	Birth weightRow2: 
	GenderRow2: 
	ComplicationsRow2: 
	YearRow3: 
	WeeksRow3: 
	Birth weightRow3: 
	GenderRow3: 
	ComplicationsRow3: 
	YearRow4: 
	WeeksRow4: 
	Birth weightRow4: 
	GenderRow4: 
	ComplicationsRow4: 
	YearRow5: 
	WeeksRow5: 
	Birth weightRow5: 
	GenderRow5: 
	ComplicationsRow5: 
	YearRow6: 
	WeeksRow6: 
	Birth weightRow6: 
	GenderRow6: 
	ComplicationsRow6: 
	YearRow7: 
	WeeksRow7: 
	Birth weightRow7: 
	GenderRow7: 
	ComplicationsRow7: 
	YearRow8: 
	WeeksRow8: 
	Birth weightRow8: 
	GenderRow8: 
	ComplicationsRow8: 
	YearRow9: 
	WeeksRow9: 
	Birth weightRow9: 
	GenderRow9: 
	ComplicationsRow9: 
	YearRow10: 
	WeeksRow10: 
	Birth weightRow10: 
	GenderRow10: 
	ComplicationsRow10: 
	Other_8: 
	Other_9: 
	Other_10: 
	Other_12: 
	Other_13: 
	Other_14: 
	What is your profession: 
	drinksweek: 
	If yes which drugs: 
	Drug AllergyRow1: 
	ReactionRow1: 
	Drug AllergyRow2: 
	ReactionRow2: 
	Drug AllergyRow3: 
	ReactionRow3: 
	MedicationRow1: 
	DosageRow1: 
	Instructions example 1 tab dailyRow1: 
	MedicationRow2: 
	DosageRow2: 
	Instructions example 1 tab dailyRow2: 
	MedicationRow3: 
	DosageRow3: 
	Instructions example 1 tab dailyRow3: 
	MedicationRow4: 
	DosageRow4: 
	Instructions example 1 tab dailyRow4: 
	MedicationRow5: 
	DosageRow5: 
	Instructions example 1 tab dailyRow5: 
	MedicationRow6: 
	DosageRow6: 
	Instructions example 1 tab dailyRow6: 
	MedicationRow7: 
	DosageRow7: 
	Instructions example 1 tab dailyRow7: 
	MedicationRow8: 
	DosageRow8: 
	Instructions example 1 tab dailyRow8: 
	MedicationRow9: 
	DosageRow9: 
	Instructions example 1 tab dailyRow9: 
	MedicationRow10: 
	DosageRow10: 
	Instructions example 1 tab dailyRow10: 
	Last year receivedFlu: 
	Last year receivedCOVID: 
	Last year receivedPnuemonia: 
	Last year receivedGuardisil: 
	Last year receivedTetanus: 
	Date: 
	Date_2: 
	DeliveryType2: 
	DeliveryType3: 
	DeliveryType4: 
	DeliveryType5: 
	DeliveryType6: 
	DeliveryType7: 
	DeliveryType8: 
	DeliveryType9: 
	DeliveryType10: 
	DeliveryType1: 
	Miscarriage2: 
	Miscarriage3: 
	Miscarriage4: 
	Miscarriage5: 
	Miscarriage6: 
	Miscarriage7: 
	Miscarriage8: 
	Miscarriage9: 
	Miscarriage1: 
	Miscarriage10: 
	YearsSmoking: 
	PacksPerDay: 
	PolyOvarianSyndrome: Off
	OvarianCyst: Off
	YeastInfections: Off
	Fibroids: Off
	AbnormalPap: Off
	Chlamydia: Off
	Hepatitis: Off
	Infertility: Off
	Herpes: Off
	Syphilis: Off
	HPV: Off
	LichenSclerosis: Off
	HIV: Off
	Trichomonas: Off
	Gonorrhea: Off
	FrequentBacterialVaginosis: Off
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	GallbladderRemoval: Off
	WeightLossSurgery: Off
	DC: Off
	CSection: Off
	HerniaRepair: Off
	SurgeryAbnormalPap: Off
	Hysterectomy: Off
	RemovalOfOvary: Off
	BreastEnhancement: Off
	Tonsillectomy: Off
	EndometriosisAblation: Off
	RemovalOfOvaries: Off
	BreastReduction: Off
	RemovalOfAppendix: Off
	TubalLigation: Off
	AblationOfUterineLining: Off
	RemovalOfFibroids: Off
	Laparoscopy: Off
	RemovalOfUterinePolyp: Off
	RemovalOfKidneyStones: Off
	BladderSuspenion: Off
	Endometriosis: Off
	UrethralSling: Off
	Text16: 
	Text17: 
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off


