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_______________________________________________________________________________ 
Patient Name 

Constitutional 

☐ Yes     ☐ No Chills 

☐ Yes     ☐ No Fatigue 

☐ Yes     ☐ No Fever 

☐ Yes     ☐ No Night Sweats 

☐ Yes     ☐ No Victim-Domestic Violence 

☐ Yes     ☐ No Weight Gain (unintentional) 

☐ Yes     ☐ No Weight Loss (unintentional) 

Eyes 

☐ Yes     ☐ No Eye Pain 

☐ Yes     ☐ No Glasses/Contact 

Ears/Nose/Throat 

☐ Yes     ☐ No Ear Pain 

☐ Yes     ☐ No Frequent Nose Bleeds 

☐ Yes     ☐ No Bleeding Gums 

☐ Yes     ☐ No Oral Gum Disease 

☐ Yes     ☐ No Dentures Present 

Cardiovascular 

☐ Yes     ☐ No Chest Pain 

☐ Yes     ☐ No Dizziness 

☐ Yes     ☐ No Heart Palpitations 

☐ Yes     ☐ No Racing Heartbeat 

Respiratory 

☐ Yes     ☐ No Cough (acute) 

☐ Yes     ☐ No Cough (chronic) 

☐ Yes     ☐ No Shortness of Breath 

Gastrointestinal 

☐ Yes     ☐ No Abdominal Pain 

☐ Yes     ☐ No Bloating 

☐ Yes     ☐ No Constipation 

☐ Yes     ☐ No Diarrhea 

☐ Yes     ☐ No Heartburn 

☐ Yes     ☐ No Black Stool 

☐ Yes     ☐ No Nausea 

☐ Yes     ☐ No Vomiting 

☐ Yes     ☐ No Stool Caliber Change 

Psychiatric 

☐ Yes     ☐ No Anxiety 

☐ Yes     ☐ No Crying Spells 

☐ Yes     ☐ No Depression 

☐ Yes     ☐ No Feeling Stressed 

☐ Yes     ☐ No Loss of Interest in Pleasurable Activities 

☐ Yes     ☐ No Mood Swings 

☐ Yes     ☐ No PMS 

☐ Yes     ☐ No Recreational Drug Use 

☐ Yes     ☐ No Sleep Disturbance 

☐ Yes     ☐ No Suicidal Thoughts 

Musculoskeletal 

☐ Yes     ☐ No Back Pain 

☐ Yes     ☐ No Muscle Pains 

Integumentary/Breast 

☐ Yes     ☐ No  Rashes 

☐ Yes     ☐ No  Breast Mass 

☐ Yes     ☐ No  Breast Skin Changes 

☐ Yes     ☐ No  Breast Tenderness 

☐ Yes     ☐ No      Nipple Discharge

☐ Yes     ☐ No Self Breast Exams? 

Neurological 

☐ Yes     ☐ No Dizziness 

☐ Yes     ☐ No Fainting 

☐ Yes     ☐ No Headaches 

☐ Yes     ☐ No Weakness 

Hematologic /Lymphatic 

☐ Yes     ☐ No  Easy Bruising 

☐ Yes     ☐ No  Excessive Bleeding 

☐ Yes     ☐ No  Hx of Blood Transfusion 

Endocrine 

☐ Yes     ☐ No Hair Loss 

☐ Yes     ☐ No Heat/Cold Intolerance 

☐ Yes     ☐ No Excessive Facial or Body Hair 

☐ Yes     ☐ No Hot Flashes 

☐ Yes     ☐ No Infertility 

Allergic/Immunologic 

☐ Yes     ☐ No  Seasonal Allergies/”Hayfever” 

☐ Yes     ☐ No  Perennial Allergies 

Genitourinary 

☐ Yes     ☐ No Painful Menstrual Cycle 

☐ Yes     ☐ No Pain With Intercourse 

☐ Yes     ☐ No Pain With Urination 

☐ Yes     ☐ No Genital Lesions 

☐ Yes     ☐ No Blood In Urine 

☐ Yes     ☐ No High Risk Sexual Behavior 

☐ Yes     ☐ No Irregular Menstrual Cycle 

☐ Yes     ☐ No Heavy Menstrual Cycles 

☐ Yes     ☐ No Frequent Awakening At Night to Urinate 

☐ Yes     ☐ No Post-Coital Vaginal Bleeding 

☐ Yes     ☐ No Post-Menopausal Bleeding 

☐ Yes     ☐ No Rape (history of) 

☐ Yes     ☐ No Sexual Abuse 

☐ Yes     ☐ No Urinary Incontinence 

☐ Yes     ☐ No Vaginal Discharge 

☐ Yes     ☐ No Vaginal Itch 
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Family Cancer History Questionnaire 

____________________________________________________ ______________     ___________ 
Patient Name Date  of Birth     Age 

____________________________________________________ ___________________________ 
Today’s Date (MM/DD/YY) Healthcare Provider 

Instructions:  This is a screening tool for cancers that run in families.  Please mark (Y) for those that apply to YOU 

and/or YOUR FAMILY. Next to each statement, please list the relationship(s) to you and age of diagnosis for each 

cancer in your family. 

You and the following close blood relatives should be considered:  You, parents, brothers, sisters, daughters, 

grandparents, aunts, uncles, nephews, nieces, half-siblings, first-cousins, great-grandparents and great 

grandchildren. 

You and Your Family’s Cancer History (Please be as thorough and accurate as possible) 

Y/N CANCER 
YOU 

Age at 
Diagnosis 

Parents 
Siblings 
Children 

Age at 
Diagnosis 

Maternal 
Relatives 

Age at 
Diagnosis 

Paternal 
Relatives 

Age at 
Diagnosis 

Y Example: Breast Cancer 
45 ------ ----- Aunt 

Cousin 
45 
61 

Half-Sister 53 

Breast Cancer 
(Female or Male) 

Ovarian Cancer 

Uterine Cancer 
(Endometrial) 

Colon/Rectal Cancer 

10 or more Lifetime Colon 
Polyps (Specify #) 

Other (Specify cancer type) 

☐ Yes     ☐ No      Are you of Ashkenazi Jewish descent?

☐ Yes     ☐ No      Are you concerned about personal and/or family history of cancer?

☐ Yes     ☐ No      Have you or anyone in your family had genetic testing for a hereditary cancer syndrome?

 (Please explain/include a copy of result, if possible). 
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Based on American College of Obstetrics and Gynecology and insurance standards, preventative office visits are 

routine well patient evaluations.  Preventative well woman exams consist of health history, medication history, a 

physical exam with breast exam, pap smear, bimanual uterine/ovary exam (as indicated), urinalysis, and routine 

blood work (as indicated). 

If an abnormality is encountered or a pre-existing problem is addressed in the process of performing this exam, 

you may be charged an additional fee/co-pay based on your insurance benefits. All visit information is sent 

electronically to your insurance company and you will be responsible for any additional fees as determined by 

your insurance benefits.   

_____________________________________________ ________________________ 
Patient Name Date 

________________________________________________________________________________ 

Signature

Preventative Wellness Exam – Adult Female  

918 E. Pleasant Run Rd., #110 Cedar Hill, TX 75104 
Phone: 469-206-9080

frontdesk@woodusobgyn.com


	Patient Name_3: 
	Age: 
	YRow1: 
	45Breast Cancer Female or Male: 
	Breast Cancer Female or Male: 
	Breast Cancer Female or Male_2: 
	Aunt CousinBreast Cancer Female or Male: 
	45 61Breast Cancer Female or Male: 
	HalfSisterBreast Cancer Female or Male: 
	53Breast Cancer Female or Male: 
	YRow2: 
	45Ovarian Cancer: 
	Ovarian Cancer: 
	Ovarian Cancer_2: 
	Aunt CousinOvarian Cancer: 
	45 61Ovarian Cancer: 
	HalfSisterOvarian Cancer: 
	53Ovarian Cancer: 
	YRow3: 
	45Uterine Cancer Endometrial: 
	Uterine Cancer Endometrial: 
	Uterine Cancer Endometrial_2: 
	Aunt CousinUterine Cancer Endometrial: 
	45 61Uterine Cancer Endometrial: 
	HalfSisterUterine Cancer Endometrial: 
	53Uterine Cancer Endometrial: 
	YRow4: 
	45ColonRectal Cancer: 
	ColonRectal Cancer: 
	ColonRectal Cancer_2: 
	Aunt CousinColonRectal Cancer: 
	45 61ColonRectal Cancer: 
	HalfSisterColonRectal Cancer: 
	53ColonRectal Cancer: 
	YRow5: 
	4510 or more Lifetime Colon Polyps Specify: 
	10 or more Lifetime Colon Polyps Specify: 
	10 or more Lifetime Colon Polyps Specify_2: 
	Aunt Cousin10 or more Lifetime Colon Polyps Specify: 
	45 6110 or more Lifetime Colon Polyps Specify: 
	HalfSister10 or more Lifetime Colon Polyps Specify: 
	5310 or more Lifetime Colon Polyps Specify: 
	YRow6: 
	45Other Specify cancer type: 
	Other Specify cancer type: 
	Other Specify cancer type_2: 
	Patient Name: 
	Date of Birth: 
	Today's Date: 
	Healthcare Provider: 
	undefined_15: 
	Patient Name_6: 
	Date_4: 
	Check Box437: Off
	Check Box438: Off
	Check Box439: Off
	Check Box440: Off
	Check Box441: Off
	Check Box442: Off
	Check Box443: Off
	Check Box444: Off
	Check Box445: Off
	Check Box446: Off
	Check Box447: Off
	Check Box448: Off
	Check Box449: Off
	Check Box450: Off
	Check Box451: Off
	Check Box452: Off
	Check Box453: Off
	Check Box454: Off
	Check Box455: Off
	Check Box456: Off
	Check Box457: Off
	Check Box458: Off
	Check Box459: Off
	Check Box460: Off
	Check Box461: Off
	Check Box462: Off
	Check Box463: Off
	Check Box464: Off
	Check Box465: Off
	Check Box466: Off
	Check Box467: Off
	Check Box468: Off
	Check Box469: Off
	Check Box470: Off
	Check Box471: Off
	Check Box472: Off
	Check Box473: Off
	Check Box474: Off
	Check Box475: Off
	Check Box476: Off
	Check Box477: Off
	Check Box478: Off
	Check Box479: Off
	Check Box480: Off
	Check Box481: Off
	Check Box482: Off
	Check Box483: Off
	Check Box484: Off
	Check Box485: Off
	Check Box486: Off
	Check Box487: Off
	Check Box488: Off
	Check Box489: Off
	Check Box490: Off
	Check Box491: Off
	Check Box492: Off
	Check Box493: Off
	Check Box494: Off
	Check Box495: Off
	Check Box496: Off
	Check Box497: Off
	Check Box498: Off
	Check Box499: Off
	Check Box500: Off
	Check Box501: Off
	Check Box502: Off
	Check Box503: Off
	Check Box504: Off
	Check Box505: Off
	Check Box506: Off
	Check Box507: Off
	Check Box508: Off
	Check Box509: Off
	Check Box510: Off
	Check Box511: Off
	Check Box512: Off
	Check Box513: Off
	Check Box514: Off
	Check Box515: Off
	Check Box516: Off
	Check Box517: Off
	Check Box518: Off
	Check Box519: Off
	Check Box520: Off
	Check Box521: Off
	Check Box522: Off
	Check Box523: Off
	Check Box524: Off
	Check Box525: Off
	Check Box526: Off
	Check Box527: Off
	Check Box528: Off
	Check Box529: Off
	Check Box530: Off
	Check Box531: Off
	Check Box532: Off
	Check Box533: Off
	Check Box534: Off
	Check Box535: Off
	Check Box536: Off
	Check Box537: Off
	Check Box538: Off
	Check Box539: Off
	Check Box540: Off
	Check Box541: Off
	Check Box542: Off
	Check Box543: Off
	Check Box544: Off
	Check Box545: Off
	Check Box546: Off
	Check Box547: Off
	Check Box548: Off
	Check Box549: Off
	Check Box550: Off
	Check Box551: Off
	Check Box552: Off
	Check Box553: Off
	Check Box554: Off
	Check Box555: Off
	Check Box556: Off
	Check Box557: Off
	Check Box558: Off
	Check Box559: Off
	Check Box560: Off
	Check Box561: Off
	Check Box562: Off
	Check Box563: Off
	Check Box564: Off
	Check Box565: Off
	Check Box566: Off
	Check Box567: Off
	Check Box568: Off
	Check Box569: Off
	Check Box570: Off
	Check Box571: Off
	Check Box572: Off
	Check Box573: Off
	Check Box574: Off
	Check Box575: Off
	Check Box576: Off
	Check Box577: Off
	Check Box578: Off
	Check Box579: Off
	Check Box580: Off
	Check Box581: Off
	Check Box582: Off
	Check Box583: Off
	Check Box584: Off
	Check Box585: Off
	Check Box586: Off
	Check Box587: Off
	Check Box588: Off
	Check Box589: Off
	Check Box590: Off
	Check Box591: Off
	Check Box592: Off
	Check Box680: Off
	Check Box681: Off
	Check Box682: Off
	Check Box683: Off
	Check Box684: Off
	Check Box685: Off


