
Patient Information Sheet 

Date: __________ 

Patient Details 

Name: ____________________ 

Date of Birth: ____________________ 

Address: ____________________ 

Contact Number: ____________________ 

Email: ____________________ 

Medical History 

Do you have any allergies? (Yes/No): __________ 

If yes, please specify: ____________________ 

Are you currently taking any medications? (Yes/No): __________ 

If yes, please list them: ____________________ 

Have you had any surgeries in the past? (Yes/No): __________ 

If yes, please specify: ____________________ 

Gynecological History 

Age of first menstruation: __________ 

Menstrual cycle regularity (Regular/Irregular): __________ 

Any history of gynecological issues? (Yes/No): __________ 

If yes, please specify: ____________________ 

Date of last gynecological exam: __________ 

Current Concerns 



What brings you in for a gynecological exam today? 

______________________________________________________ 

______________________________________________________ 

Emergency Contact 

Name: ____________________ 

Relationship: ____________________ 

Contact Number: ____________________ 

Thank you for providing this information. We look forward to assisting you. 


