
 

New GYN Questionnaire    Patient Name: 

Gynecological and Sexual History 
When was the first day of your last period? _____________ How many days do your periods last?___________   

Are your periods regular?       Yes         No                How often do you get periods?  Every _________days   



 

 Have you ever used any of the following substances? 
Tobacco     No    Yes, previously    Yes, currently #packs/day ____________ 
Vape      No    Yes, previously    Yes, currently #times/day ____________ 
Alcohol     No    Yes, previously    Yes, currently #drinks/day ____________ 
Recreational Drugs    No    Yes, previously    Yes, currently ______________________ 
 
Surgical History 
Please indicate any surgeries you have had 




