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WOMEN’S PHYSICAL EXAMINATION QUESTIONAIRE

Patient Name: _______________________________________ Date: _____________

You have been scheduled for an annual pap smear today.  If you are expecting to have a complete physical, please be aware that annual physicals are not always covered by some insurance companies.  You should be aware of your company’s benefits in regard to annual physicals and preventative medicine. 

1. I am interested in having ___ a pap smear & breast exam ___ a complete physical

2. Date of last menstrual period: _________________

3. Have you had a hysterectomy? _______ Were your ovaries removed? _________
4. Have you had uterine or ovarian cancer? ________ Year: _________

5. Are you currently on Hormone Replacement or Birth Control therapy?  Yes / No

6. At what age did you start your period? ________________________________

7. Have you begun menopause yet?  Yes / No  (if yes skip to question 10)

8. If you are having periods, how would you describe them?

Flow:  Light / Medium / Heavy

Duration: 3 / 4 / 5 / 6 / 7 / 8  days

Regular:  Yes / No  (every _______ days)

Clotting:  Yes / No

Spotting between periods:  Yes / No

Cramps:  Mild / Moderate / Severe

Do you miss school/work due to pain, bleeding or PMS?  Yes / No

PMS:  Mild / Moderate / Severe 

9. If you are sexually active, is it painful to have intercourse?  Yes / No

10. Do you have vaginal dryness?  Yes / No

11. Do you have any unusual discharge?  Yes / No  Describe: ____________________

12. Do you get chronic yeast infections?  Yes / No

13. Are you diabetic?  Yes / No  Does anyone in your family have diabetes?  Yes / No

14. Do you have problems with your sex drive? Yes / No If yes is it a concern?  Yes / No

15. Do you do monthly self breast exams?  Yes / No

16. Have you noticed any new lumps or nipple discharge?  Yes / No

17. Is there a family history of breast cancer?  Yes / No

18. Have you had breast cancer with chemotherapy or radiation?  Yes / No

19. Have you ever had an abnormal mammogram? Yes / No 
20. Have you ever had an abnormal pap smear? Yes / No If yes, were you treated? ____

21. Have you ever had a sexually transmitted disease?  Yes / No

22. Method of birth control:  

___ Oral Contraceptives (birth control pills) Medication: ____________________

___ Tubal Ligation


___ Condoms

___ Vaginal Foam or Diaphragm
___ Depo Provera Injections

23. Do you have osteoporosis in your family?  Yes / No

24. Have you lost height? Yes / No If yes, how much? _________________________

25. Do you supplement with calcium?  Yes / No

26. Do you exercise?  Yes / No  How often? _______ times a week.

27. Have you gained any weight in the last year?  Yes / No  How much? _______ pounds.

28. Have you lost any weight in the last year?  Yes / No  How much? ________ pounds.

29. Do you ever lose urine with coughing, sneezing, or movement? Yes / No

30. Do you ever lose urine by not getting to bathroom on time?  Yes / No


