Desert Jewel Obstetrics and Gynecology
3501 N Scottsdale Road, Suite 230
Scottsdale, AZ  85251
480-970-1937- Tel     ~~  480-970-1938 - Fax
HISTORY

	Patient Name:________________________________
	DOB:___________________________   
	Date: ________/_______/________

	( New Patient


	(  Established Patient
	
( Consultation
	(  Report Sent ________/_______/________

	primary care physician:________________________________

other physician(s):____________________________________
	who sent patient:_____________________________________________



	Chief Complaint: (Required for all visits)

___________________________________________________

___________________________________________________
	Current Meds:
( None

___________________________________________________

___________________________________________________

	LMP _______/______/______           LAST PAP _____/_____/______

Last colorectal  SCREENING:  _______/_______/_______

last mammogram:  _______/_______/________
	Allergies:
( None

___________________________________________________

___________________________________________________

	History of Present Illness (HPI)   
	Brief = 1-3 elements

	Extended = 4+ elements or 3+ chronic/inactive conditions

	(  New Problem
 
	(  Existing Problem   

	 Elements:  Location; Quality; Severity; Duration; Timing; Context; Modifying Factors; Associated Signs & Symptoms

	___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	Past, Family, Social History (PFSH)

	Pertinent PFSH= 
	1 specific item from either Past, Family or Social History


	Complete PFSH=
	New patient:  1 specific item from past, family and social history

Established patient:  1 specific item from 2 of the 3 history areas (past, family or social history)    

	family history (FH):
	( Non-Contributory

	( No Interval Change since __________/__________/________

	Mother:
	( Living
	( Deceased
	Cause__________
	Father:
	( Living    
	( Deceased
	Cause_________________

	Siblings: 

	Number Living
	
	Number Deceased
	
	Cause(s)
	

	( Diabetes____________

( Cancer_____________
	( Heart Disease______________________

( Hypertension_______________________
	( Hyperlipidemia___________________​​​___________



	( Other____________________________________________________________________________________________________

	Past History (PH):     ( Non-Contributory      ( No Interval Change since _______/_______/_______       # Pregnancies____ Births ____

	Surgeries:__________________________________________________________________________________________________

Illness(es):__________________________________________________________________________________________________

Injuries:____________________________________________________________________________________________________

Immunizations:______________________________________________________________________________________________

	social history (SH):

	( Non-Contributory

	( No Interval Change since __________/__________/________

	Tobacco Use:


Alcohol/Drugs Use
	( No        

( No        
	(Yes_____________________________________________________________________________

(Yes_____________________________________________________________________________

	Domestic Violence:
	( No        
	(Yes_____________________________________________________________________________

	Seat Belt Use

	( No        
	(Yes_____________________________________________________________________________

	( Diet Discussed_________________________
	Reg. Exercise: 
	(  No   (  Yes _______________________________________

	( Other____________________________________________________________________________________________________


History Continued 

	review of systems (ROS)

	Problem Pertinent ROS =
	Positive & pertinent negative responses related to problem

	Extended ROS =
	Positive & pertinent negative responses for 2-9 systems

	Complete ROS =
	Positive & pertinent negative responses for at least 10 systems

	( No Changes Since_______/__________/________

	1. Constitutional
	( Negative
	( Weight loss
	( Weight gain
	( Fever
	( Fatigue


	




	( Other________________________________________________________________________________

	2. Eyes
	( Negative
	( Vision change
	( Glasses/contacts
	
	

	




( Other____________________________________________________________
	( Other________________________________________________________________________________

	3. ENT/Mouth
	( Negative

	( Ulcers
	( Sinusitis

	( Tinnitus
	( Headache

	
	( Other________________________________________________________________________________

	4. Cardiovascular
	( Negative
	( Orthopnea
	( Chest pain
	( DOE

	( Edema

	 
	( Palpitation
	( Other_________________________________________________________________

	5. Respiratory
	( Negative
	( Wheezing
	( Hemoptysis
	( SOB
	( Cough

	








	( Other________________________________________________________________________________

	6. Gastrointestinal
	( Negative
	( Diarrhea
	( Bloody stool
	( N/V

	( Constipation

	
	( Flatulence
	( Pain
	( Other_________________________________________________

	7. Genitourinary
	( Negative
	(Hematuria
	( Dysuria

	( Urgency
	( Frequency

	
	( Incomplete emptying
	( Incontinent
	( Abnl Bleeding
	( Dyspareunia

	
	( Other________________________________________________________________________________

	8. Musculoskeletal


	( Negative
	( Muscle weakness
	
	

	
	 ( Other_______________________________________________________________________________

	9. Skin/breast
	( Negative
	( Mastalgia
	( Discharge
	( Masses
	( Rash

	
	( Ulcers
	( Other_________________________________________________________________

	10. Neurological
	( Negative
	( Syncope
	( Seizures
	( Numbness
	

	
	( Trouble walking
	( Other_________________________________________________

	11. Psychiatric
	( Negative

	( Depression
	( Crying
	
	

	
	( Other________________________________________________________________________________

	12. Endocrine
	( Negative
	( Diabetes
	( Hypothyroid
	( Hyperthyroid
	( Hot flashes

	
	( Other________________________________________________________________________________

	13. Hemat/Lymph
	( Negative
	( Bruises
	( Bleeding
	( Adenopathy
	

	
	( Other________________________________________________________________________________

	14. Allergic/Immuno 
	(see first page)

	
	
	
	
	
	

	Level of History
	Requirements for Levels of History

	
	CC
	HPI
	ROS
	PFSH
	CC

	Problem Focused
	Required
	Brief
	N/A
	N/A
	Required

	Expanded Problem Focused
	Required
	Brief
	Problem Pertinent
	N/A
	Required

	Detailed
	Required
	Extended
	Extended
	Pertinent
	Required

	Comprehensive                   
	Required
	Extended
	Complete
	Complete
	Required


2. 
