
North Florida OB GYN, LLC 
ST VINCENT IV 

OB O n l y  
3 Shircliff Way, Suite 521 

J a c k s o n v i l l e ,  FL 32204 
Phone: (904) 387-9577 Fax: (904)387-9245 

Patient's Name DOB: I I Date: 

Age: Race Referred by: 

Primary Care Physician: 

Menstrual Hx: Last day of period Are your periods regular - How many days between periods - 
Were you on birth control when you conceived 

Family History: Please \I if any ofthese have been found in any or your close relatives (parents, grandparents, brother, sister or children) 

Cancer 
I 

BreastlAge 

Uterine 

Melanoma 

Ovarian 
Colon 

Past Medical History: Have you ever had any ofthe following illnesses? Check all that apply. 

rn Heart Disease O~aricosi t ies l~hlebi t is  0 Breast Problems 1 Nipple Discharge 

rn Autoimmune disorder O ~ h ~ r o i d  dysfunction 0 Anesthetic Complications 

Yes No Wholage 
Yes No Wholage 
Yes No Wholage 
Yes No Wholage 
Yes No Wholage 

1 Other I I 
Allergies Medication Medication 

High Blood Pressure 

0 Kidney Disease 

0 Neurologic/epilepsy 

Item 

~ ~ r a u m a ~ i o l e n c e  a Uterine Anomalies 

a D (Rh) Sensitized a Infertility 

a Pulmonary (TB, Asthma) DDiabetes 

Reaction 

0 Depressionlpostpartum 0 Seasonal Allergies rn Stomach Trouble 

0 Hepatitisniver disease Drughatex Allergy 0 Cancer (type) 

0 Other 

STD t y p e  O~hlamydiaOGonorrhea O ~ e p a t i t i s  OHIV O ~ e n i t a l  Warts O ~ e n i t a l  Herpes O~yphi l i sUHPV 
Have you ever had an abnormal pap? - yes no Date: Treatment: 

Have you ever had a blood transfusion? 0 Yes No 
Are you willing to have a blood transfusion in order to save your life? a y e s  O N 0  

Surgical History: (lnclud~ng~osp~taltzatlons) ** Total Pregnancies Miscarriages Abortions- 

Date  Procedure 

Social History: Use of alcohol 0 Never O Daily O Moderate Cigarettes- packs per day Drugs 0 Yes a No 


