" CERTIFIED PHYSICIANS

$ SottoPelle

Female Patient Information

Name: Today’s Date:
LAST MIDDLE FIRST
Date of Birth: Social Security #:
Street address:
City: State: - Zip:
Phone numbers: Home Cell

Do you have an email address you can share with us?

We would like to stay in contact with you at all times. Please provide us with a summer residence

location if you have one:

Patient employed by:

Business address:

Business phone:

Marital status: (please cirele) ~ Married  Divorced Single Widow  Living with Sig. Other

Spouse’s Name:

FIRST LAST
Spouse’s date of birth: Social Security #:
Spouse employed by: Business phone:

In case of emergency, whom should we notify?

Phone number(s):

Signature: Date:




PERIMENOPAUSAL HEALTH EVALUATION

Menopause is a normal occurrence in a woman'’s life. During a woman's 40s, a gradual process leading
fo menopause begins. Women frequently experience symptoms for several years before menstruation
ceases. The stage that comes before menopause is known as penimenopause. Sometimes symptoms
are mild and barely noliceable—other times they can be extremely bothersome or distressing.

This questionnaire is intended to help you inform your doctor of any perimenopausal symploms you
may be experiencing. Together you can decide on a course of treatment—and begin discussing the
things you need to know about your health during the menopause years.

Name: Age:

Last First Middle
Marital Status (circle): M D S W Living with other
Occupation: Race/Ethnicity:

Menstrual History:

[, Last menstrual period Age at first menstrual period
" Arelwere your periods usually .. Irregular —. Regular Have periods stopped? “vyes T no
i Recent changes in menstrual cycle? “yes _no
| liyes: Irregular bleeding Zyes Zno
ll Change in how often you have periods _vyes —~ no
; Changes in how many daysyoubleed ~vyes I no
| Changes in flow Zvyes Zno
t
{ Sexual Orientation: " Heterosexual — Homosexual I Bisexual Numbar of sexual partners (lifetime):
i Are you currently sexually active? Zyes _no
Method of contraception: ~ Sterilization . Pills —luD "~ Diaphragm — Foam/gel ™ Condoms
i — Natural family planning/rhythm — Injectable Z Implant — None . Other
! Have you lost or gained weight recently? Zyes ~no  Usual weight range
'5 Have you ever been hit, slapped, kicked, or otherwise physically hurt by someonea? —yes . no
. Within the last 12 months? _yes _ no
lf Have you ever been forced to have sexual activities when you did not want to? —yes _ no
i Within the last 12 months? T~ yes . no .
* Do you have:
Night sweats ’ " frequently _ rarely . no
Hot flashes/hot flushes _ frequently ~ rarely " no
Pain with intercoursa ~ frequently 7 rarely —_no
Vaginal dryness " frequently . rarely _ no
. Sleeping problems ... frequently " rarely “ no
i Urine leaks when you cough or sneeze " frequently . rarely - no
Difficulty coricentrating/memory loss ~ frequently . rarely - no
Mood swings . frequently . rarely -~ no
Migraines — frequently _ rarely Zno
Depression .cyclic. .. frequently - rarely - no
Anxiety - cyclic  ~ frequently . rarely . no
Decrease in sexual desire .. yes - “no
Decrease in energy level T yes ~no
How have you dealt with these symptoms?
Herbal medications/supplements " yes " no ” specify
'Changed diet yes " no " specify
Layered clothing . yes “ no ~. specify
Increased exercise . yes ~ no " specify
Other (specify): -
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FAMILY HISTORY

Please indicate whether immediate relatives (parents, siblings, grandparents, aunts/uncles, cousins, or children) have or died -

from any of the following:

Cancer: Other Family Health History:
Breast Hypertension/ T biood pressure Mental liiness
Ovarian Heart attack Obesity
Cervical Stroke Other
Uterine Diabetes
Colon Osteoporosis
Other Alzheimer’s disease
PERSONAL HISTORY/HEALTH STATUS
Do you consider your health to be: — Excellent . Good — Fair ~. Poor
Medical ilinesses
Surgeries
Allergies
Blood clots in legs ~yes no When?
Fluid retention Zyes Zno’ Bladder/kidney infections ~ Yes T No
Mornithly breast exams —yes ‘.no
Exercise ‘ —yes no Type How often?
Tobacco use Zyes no Z quit If'yes” or“quit,” form/amount For how long?
Caffeine-containing beverages (coffee, tea, cola) —yes " no If"yes,” how many cups per day?
Alcohol —vyes _no Howmuch? How often?
Street drugs —yes “ no Specify: How much? How often?
Other drugs or medications —yes _no Specify:
Migraines or frequent headaches Zyes Z no  History of sexually transmitted disease/STD:
History of depression ~yes _no Chiamydia “yes —no Syphilis Tyes  no
History of anxiety —yes _no HPV/Warts “yes no Hempes T yes no
History of ather mental health issues _yes T no Gonorrhea Zyes no Other Z“vyes Zno

Other issues you would like to discuss:




What is the reason for your visit today? If it is a problem, please describe the symptoms & be
specific:

OB HISTORY
1. How many times have you beenpregnant? ..........ccoovivrvnrennnnnn...
2. How many miscarriages haveyouhad? ... ... ... ... . ... .. ... .. ... ...
3. How many abortionshaveyouhad? ....... ... ... ... ... . ... ... .
4. Have you had any Tubal/Ectopic pregnancies? ..................coevue....
5. How many vaginal deliverieshaveyouhad?.....................coivnn...
6. How many Cesarean Sectionshaveyouhad?..............................
7. Have you had any prematuredeliveries? ..........ccviiiiiiininnninnenn.
8. Have you had any babies weighing less than 51b 8 oz at birth? ............
9. Howmanyfulltermdeliveries? ...t
10. Haveyou had anytwin births? ... oo
11. Did you have any complications with your pregnancies? 3 YES LI NO
If yes, list:
GYN HISTORY
1. Are you sexually active? O YES ONO
1a.Have you been sexually active? 3 YES aNO
2. Do you have pain with intercourse? L YES T NO
3. What type of contraception are you currently using? (CIRCLE BELOW)
Pills Tubal Ligation Condoms Withdrawal Depo Provera Iub
Foam Vasectomy Diaphragm Implants Other
4. What type of contraception have you used in the past? (CIRCLE BELOW)
Pills Tubal Ligation Condoms Withdrawal Depo Provera Iub
Foam Vasectomy Diaphragm implants Other
5. Are you having any problems with your method of Birth Control? O YES ZNO
6. Have you ever had any vaginal, cervical and/or tubal infection? L YES QO NO

if yes, please check below:
d Yeast 0O Gardnerella [ Syphllis O Condyloma (O Bacterial Vaginitis I PID
A Herpes [ Trichomonas [ Chlamydia ™ Gonorrhea 1 Warts Ui Other
7. Date of last pap smear?
8. Have you ever had an abnormal pap smear? Q YES dNO
If yes, how was it treated? Please check below:
{1 Repeated Pap Smear A Colposcopy O Laser Surgery [ Cone Biopsy
i Cryosurgery (freezing) d Hysterectomy | Loop Excision
9. Do you have trouble leaking urine? L1 YES QO NO
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. If you no longer have periods, please state reason:
. First day of last period:
. How many days does your period last?
. Are your periods regular?

. Medicine taken for cramps?

a.Have you had a mammogram?
If yes, was it normal?
Date of last mammogram

Do you do breast self exams?
Do you have PMS symptoms?
If yes, any treatment?

Do you have any uterine anomalies?
Do you have a history of infertility?
Do you have a history of DES exposure?

. Has the flow changed in any way? If so, how?

Do you have any bleeding between periods?

. Do you have any cramping with your periods?

. Do you smoke cigarettes?

. Do you use street drugs?
. Do you drink alcohol?

if yes, how much per day?

. Do you have any breast lumps, tenderness or discharge? Q YES W NO
1 YES (2 NO
A YES A NO
O YES (I NO
(I YES QNO
Do you have any hot flashes or menopausal symptoms? (1 YES QA NO
1 YES LI NO
L YES I NO
JYES QI NO
MENSTRUAL HISTORY
I YES LINO
. How many days from the start of one period to the start of the next period?
I YES & NO
L1 YES I NO
if yes,circleone:  mild moderate severe
SOCIAL HISTORY

Q) YES NO

If yes, # per day? Number of years?
J YES U NO
Q YES L NO
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PAST MEDICAL HISTORY

Do you have diabetes? ‘ Q YES QNO
Do you have/had hypertension? LQYES G NO
Do you have heart disease? O YES I NO
Do you have a heart murmur? Q YES QNO
Do you have/had kidney disease? L YES aNo
Have you ever been treated for psychiatric problems? Q YES ONO
Have you ever had rheumatic fever? O YES L NO
Do you have mitral valve prolapse? O YES  NO

9. Have you ever had a urinary tract infection? 3 YES I NO

10. Have you ever had hepatitis/liver disease? O YES QNO

11. Have you ever had varicosities/phlebitis? QYES QNo

12. Do you have any thyroid problems? L YES LINO

13. Have you had any major accidents? O YES QA NO

14. Have you ever had any blood transfusions? U YES O NO

15. Do you have asthma/lung disease? O YES QNO

16. Do you have any Drug Allergies? O YES QNO
If yes, please list:

17. Please list any GYN surgeries:

18. Please list any other operations/hospitalizations (include year & reason):

19. Have you had any anesthesia complications? QO YES L NO
if yes, please list:

20. Have you ever been anemic?  YES A NO

21. Do you have an Internist or Family doctor? O YES L NO
Please list name, phone number:

22. Are you currently on any medications? O YES 0O NO
If yes, please list with dosage:

23. Have you had your cholesterol checked? 1 YES QNoO
If yes, date last checked:
Was it normal? QYES aNo

24. Do you have Arthritis? AYES. UNO
If yes, what type?

25. Do you have Lupus, Scleroderma or similar diseases? D YES . QNO

If yes, please describe:
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FAMILY HISTORY

if yes, whom?

If yes, whom?

If yes, whom?

if yes, whom?

If yes,whom?

If yes, whom?

If yes, whom?

. Do you have a family history of breast cancer? L YES WU NO
. Do you have a family history of colon cancer? 1 YES O NO
. Do you have a family history of ovarian cancer? 1 YES 1 NO
. Do you have a family history of osteoporosis? L YES L NO
. Do you have a family history of diabetes? 1 YES I NO
. Do you have a family history of hypertension? LI YES L NO
. Do you have a family history of heart disease? o YES O NO

D YES Q NO

. Do you have a family history of kidney disease?
If yes, whom?




PATIENT CONSENT TO LEAVE DETAILED MESSAGE/INFORMATION

Dear Patient

Dr. Byers requires our staff to obtain prior authorization {o leave voice mail/fmessages for the
patient. This policy is to protect the patient and also to protect our staff from violating the patient’'s
confidentiality. If we do not have a signed consent form on file, the staff may leave only their
name and a phone number on an answering machine asking you to call them back.

By completing the consent below, you hereby authorize the staff to call and leave their name,
doctor’s name, and additional information on an answering machine or with a specific individual.
Unless notified in writing, this consent well remain in effect permanently.

| give my consent to Dr. Byers and/or staff to leave a message regarding treatment, test resuilts or
other necéssary information.

1) On answering machine at home:

2) On voice mail at work:

3) On celi phone voice mail:

Please print phone number on lines

Patient’s Signature Date

1 DO NOT consent fo any messages being left on an answering machine other than caller's name
and phone number.

Patient’s Signature Date



Thank You for choosing Dr. Byers as your
SottoPelle certified doctor.

Please give the nature or your referral:

Person

Other

Please understand that the pellets cannot
be removed after insertion.

Any questions please direct to Dr. Byers
during your consult.

Thank You Again,

Byers Wellness Center



We must have all paperwork into the office before we can
schedule any consulatation or insert. This will help make your
visit with us alot smoother.

Thank you for your cooperation.

We look forward to your visit with us.

Byers Wellness Center
770-387-3450



