
 

 
Welcome to the OHSU JBT Health and Wellness clinic. Please fill out this form so that your 
provider can review your medical history in detail. If you have any specific condition(s) or 
problem(s) for which you are seeking care, please list them here: 
 

 
 
 

 
 

PAST MEDICAL HISTORY: 
Please list any past medical history below with date of onset or diagnosis. Examples include 
asthma, diabetes, depression, anxiety, drug or alcohol dependency, high blood pressure, 
thyroid disease, autoimmune disease, chronic pain, gynecologic disorder.  
 

 
 
 

 
Have you ever been hospitalized?    Yes   No    If yes, please list the date(s) and reason(s) 

 

 
 
 

 
Have you ever had surgery?  Yes   No   If yes, please list the date(s) and type(s) of 
surgery: 

 

 
 
 

 

ALLERGIES: Please list your medication allergies as well as other allergies (food, 

environmental) and the reaction that occurs.  

 

 
 

MEDICATIONS/HERBS/VITAMINS/SUPPLEMENTS: Please list any medication 

you take on a regular basis (Include all birth control devices): 
 
Name of Medication                        Dose or Strength  How often do you take it?   
                    

 
 
 
 
 

 

MRN 
Patient’s name 
Date of Birth 



 

FAMILY HISTORY: Has a member of your family had any of the following medical 

conditions? Please only include biological parents, grandparents, siblings, and children. 
If you were adopted or you do not know your family medical history, please check here: ____ 
 
Problem:           Circle Yes or No    Relationship/Age of Onset  
 

Alcohol/Drug Abuse Yes No 
 

Arthritis/Joint problems Yes No 
 

Asthma or Lung disease Yes No 
 

Blood disorder (e.g. anemia) Yes No 
 

Cancer (specify type) Yes No 
 

Dementia (e.g. Alzheimer's) Yes No 
 

Depression/Mental illness Yes No 
 

Diabetes Yes No 
 

Gastrointestinal problems Yes No 
 

Genitourinary problems Yes No 
 

Heart disease (e.g. heart attack, 
artery disease or arrhythmia) 

Yes No 
 

High blood pressure Yes No 
 

High cholesterol Yes No 
 

Liver disease Yes No 
 

Neurological Disorder Yes No 
 

Osteoporosis Yes No 
 

Seizure Disorder Yes No 
 

Stroke Yes No 
 

Thyroid Disease Yes No 
 

Other: Yes No 
 

 

 
 



SOCIAL HISTORY: Please tell us about your lifestyle and personal habits. 

What is your gender identity? ⏭ Male ⏭ Female ⏭ Transgender FTM ⏭ Transgender MTF 

⏭ Genderqueer  ⏭ _____________ 

What sex were you assigned at birth? ⏭ Male  ⏭ Female 
 
Are you a student or Postdoctoral Scholar?  
If you are a student, what program are you in/what year? 
 
Does your weight affect the way you feel about yourself? 
Do you currently suffer with or have you ever suffered in the past with an eating disorder?  

 ⏭ Yes    ⏭ No    ⏭in the past  

 

Do you exercise regularly?  ⏭ Yes    ⏭ No     If yes, describe: _____________ 

Do you have any special dietary restrictions?   ⏭ Yes    ⏭ No    If yes, describe_____________ 

 

Do you use nicotine products?   ⏭ Yes    ⏭ No 
If yes, what type? _____________ 
 

Do you use drugs?  ⏭ Yes    ⏭ No 

If yes, specify substance: _____________ 
 

HEALTH MAINTENANCE: If you have had any of the following tests, please let us 

know the date (month and year) 
Cholesterol: _____________                            ⏭ Normal    ⏭ Abnormal 

Diabetes screening test: _______________      ⏭ Normal    ⏭ Abnormal 

HIV screening test: _______________              ⏭ Normal    ⏭ Abnormal 

Gonorrhea/Chlamydia screening test: ________      ⏭ Normal    ⏭ Abnormal 

 
If you have had the following vaccines, please let us know the date (month and year) 
Flu vaccine: _____________________ 
Pneumonia vaccine: _______________ 
HPV vaccine (series of 3 shots): ____________________ 
 
SEXUAL HISTORY:  
Are you currently sexually active? ⏭ Yes  ⏭ No 

If no, have you been sexually active in the past? ⏭ Yes  ⏭  No 

What is the gender of your sexual partner?  ________ 

Do you and your sexual partner(s) practice safe sex?  ⏭ Yes   ⏭ No    ⏭ Not sure 

Have you had a new sexual partner in the last year?  ⏭ Yes  ⏭  No 

How many sexual partners have you had in your lifetime? ________ 

 
Do you have or have you ever had: 
⏭ HIV  ⏭  Hepatitis B  ⏭ Hepatitis C ⏭ Chlamydia  ⏭  Gonorrhea ⏭ Herpes  ⏭  Syphilis 

⏭ Trichomonas  ⏭  Pelvic Inflammatory Disease (PID)  ⏭ Genital Warts ⏭ Yeast 

infection  ⏭  Bacterial Vaginosis   
 

Would you like STD screening today? ⏭ Yes  ⏭ No 

 



Do you feel safe in your relationship?   ⏭ Yes   ⏭ No   ⏭ NA  

Within the past year: Have you been hit, slapped, kicked or otherwise physically hurt by 

someone?  ⏭ Yes  ⏭  No 
Has anyone forced you to have sexual activities that made you feel 

uncomfortable?  ⏭Yes  ⏭  No 
 

 

Gynecologic History: 
     
CONTRACEPTIVE HISTORY: 

Do you plan on becoming pregnant in the next year? ⏭ Yes  ⏭  No 

Do you need contraception?  ⏭ Yes  ⏭  No 
Methods you’ve tried: 
⏭ Condom   ⏭ Pill   ⏭ Patch   ⏭ Rhythm   ⏭ Ring   ⏭ Implant   ⏭ IUD   ⏭ Tubal ligation 

⏭ Plan B  ⏭ Other-  
List any problems you have had with any of these: 
 

 
What method are you using now if any? If pill, what brand? If IUD, which one? 

 

 
 
Gynecological History: 
Last pelvic exam:       Last Pap smear:  
(Month/Year)       (Month/Year) 
Result:  ⏭ Normal      ⏭ Abnormal 
Where? _________________________ 

Have you ever had an abnormal Pap?  ⏭ Yes   ⏭ No  
If yes, when? ________________________ 
If yes, did you require treatment?____________ 

Number of pregnancies____ births____ 

Do you examine your breasts?  ⏭ Yes   ⏭ No 

Have you ever had a breast lump? ⏭ Yes   ⏭ No 

Have you had a Mammogram? ⏭ Yes   ⏭ No 

If yes, when was your last mammogram?______________ 

Mammogram results ⏭ Normal ⏭ Abnormal 
 

Menstrual History: Age at onset: ______                Length of menses: _____ 
Time between menses: _______                                  Date of last menses: _____ 

 

 

 



 





 


