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Donna Claypool, NP
13359 isle Drive, Suite 1 « Baxter, MN 56425

Women's Health Assessment

MName E-mail Address
Age Date of Birth Referring Physician
Primary Care Physician OB/GYN
- Who were you referred by / how did you hear about us?
[ Iself { Ipoctor [ IFriend/Family Member [ lother
Height Weight _ Blood Pressure (taken during assessment)
Are you comfortable with your current weight? | [No [ ] Yes
What would you consider an ideal weight for you? Date of fast physical

Past Medical History
Have vou been diagnosed/treated for:

No | Yes No | Yes

" Cancer - Type L Anemia L] L]

~ Thyroid disorder T Bleeding problems L1 L]
Heart Disease 1107 Allergy L) L
Osteoporosis nRInn Stroke Ll oL
High Blood Pressure nRInE Arthritis L]

. Sleep disturbances NN Depression HEinn
Stomach problems [jl j_ Blood clots L D
High cholesterol 11 STD /HIV . L L
Diabetes nElEE Alcghol problem Iinning

Migraines HRE Other RiNRINN

List Surgeries / Pertinent Mospitalizations

List Nﬁtritiéé:igi/i\iaturai Supplementis
] vitamins (examples: multiple or single vitamins such as B complex, E, C, beta carotene)

[ ] minerals (examples: calcium, magnesium, chromium, colloidal minerals, various single minerals)

[ ] herbs {(examples: Ginseng, Ginkgo Biloba, Echinacea, other herbal medicinal teas, tinctures, etc.)

[ ] enzymes {examples: digestive formuias, papaya, bromelain, CoEnzyme Q10, eic.}

[ nutrition/protein supplements (examples: shark cartilage, protein powers, amino acids, fish oils, etc.)

[ ] others (glucosamine, antihistamines, antacids, etc.)

List:

List Hormones Previously Taken Date Started Date Stopped  Reason
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List Prescription Medications

List Medication Allergies

Have you had any of the following tests performed?

Date / Year of Test

=
[}
-3
D
tn

B Mammaography []
PAP Smear L
Colonoscopy ]
Bone Density B

EEEN

OB/GYN History

How many children do you have? ______ How many pregnancies have you had?
Mave you had any interrupted pregnancies? [ | No [ ] Yes
Have you had a hysterectomy? | | No [ ]Yes Date of surgery
Have your ovaries been removed? [:f No | ]ves

Have you had a tubal ligation? [ ] No [ |ves

Have you ever used oral contraceptives? [ |No [ Jves Anyproblems? [ |No []Yes
if YES, describe any problem(s)

Since you first began having periods, have you ever had what YOU would consider to be abnormal cycles? []
No DYes If YES, please explain (such as age when this occurred, symptoms, etc ...)

Are you still having menstrual cycles? [ |No [ _|Yes

When was your last period? How often?

How many days of flow? Bleading between cycles? DNO DYes
Do you have, or did you ever have, Premenstrual Syndrome {PMS)? DNO l:]Yes

I YES, explain symptoms:
If menopausal, have you had any spotting or bleeding?{_|No [ |Yes

Past Medical History

Has anyone in your family been diagnosed/treated for:
No Yes ) Relationship(s) —

i
| Uterine Cancer L] ]
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Qvarian Cancer

Fibrocystic Breast

Breast Cancer

Heart Disease

Osteoporosis

Colon Cancer

EEEEEEN
000000

Other

Lifestyle

How many alcoholic drinks do you consume per week? Type of drink
How much caffeine do you consume per day?
How many diet beverages do you consume per day?
Do you smoke? [ INo [ ]ves How much per day? if quit, when?

Do you feel you eat healthy? [ _[No [ |ves

Do you follow a special diet? [ [No [ |ves

Do you feel your diet is excessive in: | _|Carbohydrates [ IProteins [ JFats

Do you exercise? | INo [ JYes Number of times per week Type
Are you interested in increasing? []No [___ers Type

Marital Status:] | Married to [ ] significant other
[ single [ | Divorced [ ] widowed

Education Occupation

Stress

Do you feel stress in your life? | [No [ [Yes
If YES, please rank the source with 1 being the most stressful.

| Physical /health related
Relationship{s)
lob related
Emotional
Other

Do you feel stress from any relationships {spouse, kids, family, coworkers, and friends) in your life? L Ine [

Yes
Please explain who / what are the issues:

Have you considered counseling? | |No [ Jves Would you consider counseling? [_|No DYes

External Self
Are you generally comfortable with your appearance? | JNo [ ves
tf NO, what are your areas of concern?
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Are you routinely using a skin care regimen and/or makeup? E:INO []Yes

Are you interested in a complimentary consult with an esthetician (skin care specialist) regarding options for
skin rejuvenation/maintenance products? | |No [ |ves

Are you interested in information or visiting with someone regarding:
Facial Rejuvenation? [ Ino [Tves
Body Rejuvenation? D No DYes
Dental Rejuvenation? [ INo [ ves
Hair Style Options? D No DYes

CHECK the degree of severity for any symptoms that apply to you:

mild | moderate severe mild moderate | severe
Weight Gain LT [ ] Heavy/irregular menses L] L] L]
Bladder Symptoms (1 ] (1 | | Fiuid Retention [ L Ll
Hot Flashes R ] Marder to Reach Climax - L L
Headaches NN B Irritability L L L
Mood Swings N ] Hair Loss || _]_ L]
Fatigue [: u : Cramps __l L D
Loss of Memory ] [ " Body aches/joint pain B L1l __Q ______
Depression [ L] [ Breast Tenderness | Ll L |
Night Sweats ] [] ,,.___:]____ Fibrocystic Breast D [ Ll
Vaginal Dryness L1 [ | ] Breakthrough Bleeding ] ] L]
Sleep Disturbances HEEN [ ] 1 | DrysSkin/Hair Loss L L] L
Decreased Sex Drive NN [ ] Anxiety L] L] L]
Insomnia B [ N Diarrhea [ L L
Urinary tract infections i D :l Constipation LI . j

Fuzzy thinking L L] [ ] pMS oL L

Heat/cold intoterance  [[ ] T | 1| | other_ L Ll L
Any additional commentis or concerns:

Patient Signature Date
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Iurtis Waters MID PA
Riverstone Professional Centre
13359 Isle Drive, Suite 1, Baxter, MN 56425

RELEASE OF INFORMATION

For confidential and legal veasons you ave the only one whe is authorized to receive
information vegarding your accound, If you wish to authorize a spouse o another person
to receive and/or discuss your information please indicate his/her name and relationship

Below.

~ Relationship:

1 authorize

Relationship:

Relationship:

to receive the following information concerning my account (check all that apply):
[7]  financial information (ex: billing information/ account balances)

[] medical information (ex: test resulis/ patient care/ appointment information)

5y JUROTIRY - SR
Patient Signature

Print Name: dat

e i a L] L3R AT 2 . i Al S e TRy T B, n"":‘ filad I ’:(}
This release will be valid until the patient revokes suthorization by signing anu

dating below.

I revoke authorization to release my information to the above named person effective
date:

Signature:




