














OBGH-0124 

 

A. NUMBER OF PREGNANCIES    

NUMBER OF FULL-TERM DELIVERIES    
 

NUMBER OF PREMATURE DELIVERIES      
 

NUMBER OF ABORTIONS (Miscarriages)     

NUMBER OF LIVING CHILDREN    

B. AGE ONSET OF PERIODS    

REGULARITY-EVERY  DAYS 

C. LENGTH IN DAYS OF PERIOD                                                      

CLOTS: (write yes or no)                                                                 

CRAMPS: (write yes or no)    

D. DATE  OF FIRST DAY OF LAST MENSTRUAL PERIOD    

WAS IT A NORMAL PERIOD (write yes or no)    

E.   DATE OF LAST PAP SMEAR  Normal? Yes 

HAVE YOU EVER HAD AN ABNORMAL PAP SMEAR? Yes 

No 

No 

F.     DATE OF LAST MAMMOGRAM    

NORMAL? Yes No 

 

 

 

 

 

 

 
 

 

 

500 Superior Ave., Suite 310 
Newport Beach, CA 92663 

(949) 650-7100 / (949) 644-2722 

4870 Barranca Pkwy., Suite 200 
Irvine, CA 92604 
(949) 559-4870 

 

 

 

I OB-GYN HISTORY 

 
 
 
 
 
 
 
 

 
DATE Type of Delivery M/F Complications Days in Hospital 

     

     

     

     

     

 

 

HAVE YOU EVER HAD (if yes, explain) 

A. SURGICAL OPERATIONS 
 

 
B. SERIOUS OR CHRONIC MEDICAL ILLNESSES 

II SURG & MEDICAL HISTORY 

 
 

C. YES NO 
 

  
 

  
 

  
 

  
 

  
 

  
 

  

 

GONORRHEA 

SYPHILLUS 

INFECTION IN YOUR TUBES 

VAGINAL INFECTION 

GENITAL HERPES 

CHLAMYDIA 

GENITAL WARTS 

SEXUAL HISTORY 

 
SEXUALLY ACTIVE Yes No 

PAINFUL INTERCOURSE    Yes  No 

DISCHARGE/BLEEDING AFTER INTERCOURSE   Yes No 

 
 

D. CHECK ANY OF THE FOLLOWING MEDICAL CONDITIONS WHICH YOU (OR YOUR FAMILY) HAVE HAD 
 

Patient Family 
 

  
 

  
 

  
 

  
 

  
 

  
 

  
 

  
 

  
 

  
 

  
 

  

 

 
TUMOR OR MASSES OF THE BREASTS 

DIABETES 

EPILEPSY OR CONVULSIONS 

HIGH BLOOD PRESSURE 

MIGRAINE HEADACHES 

BLURRED OR ABNORMAL VISION 

LEG CRAMPS 

FLUID RETENTION 

DEPRESSION  (required treatment) 

GASTROINTESTINAL DISEASE 

KIDNEY DISEASE OR BLADDER INFECTION 

HEPATITIS (Liver Disease) 

 
Patient Family 

 

  
 

  
 

  
 

  
 

  
 

  
 

  
 

  
 

  
 

  
 

  

 

 
VARICOSE VEINS 

PHLEBITIS (Blood Clots in Veins) 

PULMONARY EMBOLUS (Clots in Lungs) 

ASTHMA 

THYROID DISEASE 

FIBROIDS (Tumors in Uterus) 

CANCER (Specify)    

HEART ATTACK 

HEART DISEASE 

STROKE 

OTHER (Specify)    

 
 

E. DO YOU SMOKE?  Yes No 

DO YOU DRINK? Yes,  No 

SOCIAL DRUGS?   Yes No

NAME AGE 

ADDRESS PHONE 

SSN 
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0 PENICILLIN 

0 TETRACYCLINE 
0 SULFA 

0 ASPIRIN 

0 CODEINE 

0 CONTRACEPTIVE CREAM 
0 OTHER MEDICATIONS (Give Names) 

0 

0 WITHDRAWAL 

0 RHYTHM 
0 VASECTOMY 

0 TUBAL LIGATION 

0 HYSTERECTOMY 

0 NONE 

0 PILL 

0 IUD 
0 DIAPHRAGM 

0 CONDOM 

0 FOAM OR CREAM 

 



 
 

For Office Use Only:                  

Patient offered testing         Accepted          Declined     Reason for decline: 
            Does Not Meet Criteria  Sample Collected 
Physician Signature____________________________________ 

 
 

Cancer Risk Assessment Form 
 
 

____________________________________      _____/______/______    _____/______/______ 

Patient Name      Date of Birth                   Date Completed 
 

This is a screening tool for the common features of hereditary cancer.  Our service will allow us to give you the most technologically advanced screening 

possible to increase the chances of cancer detection and early intervention to optimize your health. 

Circle Y for those that apply to YOU and/or YOUR FAMILY (consider all relatives on both mother’s and father’s side). YOU AND THE FOLLOWING 

CLOSE BLOOD RELATIVES SHOULD BE CONSIDERED. Mother, Father, Sister, Brother, Sons, Daughters, Half-Siblings, Aunts, Uncles, Grandparents, 

Nieces, Nephews, Cousins, Great Grandparents, Great Aunt/Uncle 

TYPES OF CANCER RELATIONSHIP TO FAMILY MEMBER with CANCER and 
AGE at DIAGNOSIS 

SELF/ 
SIBLING  
 

MOTHER or 
Relatives on 
MOTHERS’s side  

FATHER or Relatives 

on FATHER’s side  

  EXAMPLE: Me   35 
Sister  40 

Aunt   35 Grandmother 75 

Y N Breast cancer before age 50?    
Y N Multiple breast cancers on the same side of the 

family? 

 If 2 breast cancers, one must be at or before age 
50 

 If 3+ breast cancers, they can be at any age 

   

Y N Ovarian cancer at any age?    

Y N Male breast cancer at any age?    

Y N Pancreatic cancer at any age?    

Y N Metastatic prostate cancer at any age?    

Y N Ashkenazi Jewish ancestry with breast, ovarian, or
pancreatic cancer at any age? 

   

Y N Colon Cancer before age 50?    

Y N Endometrial Cancer before age 50?    

Y N Colon and/or Endometrial Cancer at any age AND 
two or more of the following cancers in the same 
person or on the same side of the family at any age? 
(ovarian, stomach, renal pelvis, small bowel, 
pancreas, brain) 

   

Y N Ten or more lifetime colon polyps?    

Y N Any other cancers?    

Have you or anyone in your family had genetic testing for a hereditary cancer syndrome?    Yes  No Do Not Know 

Patient signature: ______________________________________       Date: __________________________________ 
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