
Last name: First name:

DOB:

Current address:

Daytime phone #: Evening phone #:

Current occupation:

How did you hear about us?

General Questions:

Do you have a primary care physician? yes no

If yes please provide his/her name and office location (phone/fax number):

Height: Weight:

Date of your last annual physical examination:

Where was your last mammogram done?

Do you have breast implants? yes no

Are you (Mark with an x): married single divorced widowed

Do you have children? yes no

If you answered yes how many?

Premenopausal postmenopausal

Date of last menstrual period

Are you pregnant? yes no

How would you describe your overall health?

Questionnaire www.bcm.edu/womenscenter

Submit your completed questionnaire to
the Women’s Center Coordinator
Fax: 713.798.2689 or
Mail: Women’s Center for Comprehensive Care

Baylor Clinic
6620 Main Street, Ste. 1225
Houston, TX 77030

Questions? Contact the Women's Center Coordinator
at 713.798.2616

CYNTHIA PINSONNAULT
Line

CYNTHIA PINSONNAULT
Line

CYNTHIA PINSONNAULT
Line



Past Medical History and Immediate Family History 
(i.e. parents, grandparents, siblings)

I was adopted Which:

Asthma Which:

Irregular Heartbeat Which:

Anemia Which:

Anxiety Which:

Autoimmune Disorder Which:

Blood Transfusions Which:

COPD Which:

Breast Disease Which:

Cancer Which:

Coronary Artery Disease Which:

Crohn’s Disease Which:

Cirrhosis Which:

Hepatitis A Which:

Hepatitis B Which:

Hepatitis C Which:

Heart Attack (MI) Which:

Arthritis (Osteoarthritis) Which:

Osteopenia (thin bones) Which:

Osteoporosis Which:

Varicose Veins Which:

Difficulty Sleeping Which:

Self Family Member

Yes          No Yes          No



Past Medical History and Immediate Family History 
(i.e. parents, grandparents, siblings)

Depression Which:

Diabetes Which:

Type I (Juvenile Onset) Which:

Type II (Adult Onset) Which:

Gestational Diabetes Which:

Diverticulosis Which:

Blood Clot (DVT/PE) Which:

Heartburn (Acid Reflux/GERD) Which:

Kidney Disease Which:

Kidney Stones Which:

Stroke/TIA Which:

Clotting Disorder Which:

Congenital Heart Disease Which:

Cystic Fibrosis Which:

Dementia Which:

Hemachromatosis Which:

High Cholesterol Which:

High Blood Pressure Which:

Irritable Bowel Syndrome Which:

Mental Retardation Which:

Peripheral Vascular Disease Which:

Sexually Transmitted Disease Which:

Infertility Problems Which:

HIV/AIDS Which:

Peptic Ulcer Disease Which:

Self Family Member

Yes          No Yes          No



Past Surgical History (please list any surgeries that you had in the past, including dates):

Current Prescribed Medications (list all medications that you are currently taking prescribed by a physician, 
include dosage and how often taken):

List any of the following that you currently take:

Over-the-counter medications (aspirin, Tylenol, stool softeners, Phazyme, etc.)

Herbal remedies/supplements (black cohosh, hoodia, etc.)

Vitamin/mineral supplements (Os-Cal, Vitamin C with rosehips, etc.)

Do you take any herbal supplements as medication (St. John’s Wort, soy, licorice, etc.)? If yes, please list.

Fen-phen or any other diet pills yes no when and for how long:
Hormone replacement therapy yes no when and for how long:

Are you allergic to any of the following (if yes please explain the reaction you had) (List)

Food yes no
Medications yes no 
Bee stings yes no 
Shellfish/Iodine yes no 

Do you use tobacco products? never currently used to but quit < 10 years ago
date:
quit >10 years ago 
date: 

second-hand smoking

If currently smoking cigarettes: packs per day
If currently smoking cigars: pieces per week 
If currently using smokeless tobacco: packs per day 

Do you ever drink alcohol? yes            no
Average drinks per day (mark with x): 0 <1         1             2             3            4             > 4

Preventive care (indicate most recent date and results if known):

Colonoscopy yes           no date: normal abnormal
Bone density yes           no date: normal abnormal
Pap smear yes           no date: normal abnormal
Mammogram yes           no date: normal abnormal
Cholesterol profile yes           no date: normal abnormal
(Blood sample for cholesterol)
Mole check yes           no date: normal abnormal
(Dermatology evaluation for melanoma)



Are you currently suffering from any of the following (please mark with x)?

Palpitations (irregular or rapid heartbeat sensations) yes no 
Chest pain yes no
Arm pain yes no
Syncope (fainting) yes no
Loss of consciousness yes no
Dizzy spells yes no
Fatigue yes no
Profuse diaphoresis (sweating) yes no
Leg swelling yes no
Shortness of breath yes no
Dyspnea on exertion (difficulty walking due to shortness of breath) yes no
Lower extremity claudication (difficulty walking due to leg cramps) yes no
Nausea/Vomiting yes no
Back or neck pain yes no
Shoulder, knee or hip pain yes no
Seasonal allergies yes no
Diarrhea yes no
Constipation yes no
Abdominal pain yes no
Heartburn yes no
Rectal bleeding yes no
Gas/bloating yes no

Immunizations and Travel (indicate date if known):

Flu yes no date:
Tetanus yes no date:
Pneumonia yes no date:
Hepatitis B yes no date:
MMR (measles/mumps/rubella) yes no date:
Have you traveled or lived outside of the US? yes no  date:

If yes please list dates and countries:

Do you think you could be at increased risk of HIV infection? yes no

Through your occupation were you exposed to any of the following? 
Chemicals yes no date:
Asbestos yes no date:

Physical activity:
Very active (>5 days/week)
Active (3-5 days/week)
Somewhat active (1-2 days/week)  
Not exercising at all

Are you interested in a complimentary genetic risk assessment? yes no

Nutrition Services — Are you interested in any of the following?
Nutrition counseling*? yes no
Joining a nutrition/exercise focused wellness program? yes no



Submit your completed questionnaire to the Women’s Center Coordinator
Fax: 713.798.2689 or Mail: Women’s Center for Comprehensive Care, Baylor Clinic,
6620 Main Street, Ste. 1225, Houston, TX 77030

Questions? Contact the Women’s Center coordinator at 713.798.2616

Have you tried diet programs in the past? and if so, which ones?

Cosmetic Procedures — Would you be interested in learning more about any of the following cosmetic procedures*?

Nonsurgical anti-aging treatments: yes no
(i.e. Botox, Restylane, Juvederm, fat grafts or Obagi rejuvenating skin treatments)

Body contouring: yes no
(i.e. removing unwanted fat or excess skin with liposuction or tummy tuck procedures)

Weight reduction surgery? yes no

Cosmetic procedures to restore or reconstruct your breasts? yes no
(lift, reduction or augmentation)

Please list and prior surgery to your breasts (i.e. biopsy, lumpectomy, radiation, mastectomy or augmentation)

Would you be interested in a free plastic surgery consultation to discuss skincare
treatments, nonsurgical and surgical procedures? yes no

*These services are reasonably priced but may not be covered by insurance.
Contact your insurance provider for the specifics of your coverage.

NOTE: There is a scheduling deposit fee of $60.00 that is required to book your Women’s Center appointment. This scheduling
deposit fee will be directly applied to your co-pay or medical expenses on the day of your appointment. Refund of the scheduling
deposit fee will be made only if we receive notification at least five business days prior to your appointment.

Thank you for completing this form. We look forward to seeing you at the
Women’s Center for Comprehensive Care.
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