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PATIENT NAIMIE . et ettt et et et esae e ste st essaessteteseeene Date: \ \2023
Ward: ..oeeiiiiiiiiieeeeeeeeeeennns SheetNO .........ccooueeuveeeen. Bed No: : RoomNo:

ASSESSMENT:
A- History
personal History:
s Patient's Name: -.........coooviiiiiiiiis e, CAge: Address

Marietal status : single Bmarned G divorce B
Habits: Smoker B Chewing QatB Other ..eeeeeiiiieenn.

Educational Level; .
DOA .../.../2023

X/
X4

L)

X3

A

7/
X4

L)

%

A

Patient History:
m Chief of Complains:

Past History:
Xl Medical history:

DM( ) HTN ( ) IHD  ( ) CHD (
) HBV( ) HCV ( ) TB )  HIV
( ) HAV ( ) Convulsion ( ) Malaria ( )
Arthritis ( ) GIT diseases ( ) Mental diseases ( )
Blooddisorder ( ) Thyroid disorder ( ) Previous

hospitalization ( )



XIMenstrual history

light() heavy() short() long() painful() other

Age at first period yrs.
menstrual flowabnormal Yes( ) or NO( ) ifyes

feels cramping or pelvic pain with your periods Yes( ) or NO( )
Sometimes() Recently() In the past() other
have pain with intercourse Yes( ) or NO( )

spotor bleed betweenperiods Yes( ) or NO( )

have pelvic pain betweenperiodsYes( ) or NO( )
have premenstrual symptoms other than cramp

Have medication to bring ona period Yes( ) or NO( )

[xI Pregnancy history

Gestational started date ..... [eeaans [eeaaee
Stage of gestation 1t trimester{__) 2"? trimester(—_) 3" trimester(_)
Gestationaltype  normal”_) ectopicC_]) other

- How many meals do you usually eat per day?

Have you ever been diagnosed with an eating disorder, such as anorexia or
bulimia?
Have you ever used self-induced vomiting to control overeating Yes( ) No( )

Do you regularly participate in any vigorous exercise Yes( ) No( )
have acne or oily skin Yes( ) No( )

have a breastdischarge Yes( ) No( )

currently breast feeding Yes( ) No( )

maximum weight?

feel that you are underweigh Yes( ) No( )

feel that you are overweight? Yes( ) No( )



Delivery history

oral contraceptives (“Pill”)?

Name
From To
Name
From To
Name
From To
Injectable contraception (Depo-Provera®, Lunelle TM, etc.) Yes( )
N()
if yes Dates of use
Complications?
Have you everused an IlUD?  Yes( ) No( ) ifyes
Name ; From To
Name From To
Other contraceptive
=T 0=

Delivery history
- Number of previous normal delivery ( )

- Number previous delivery  ( )
- Lastdelivery date  ( )
- Number of sons : Boys ( ) Girls ( ) TOTAL( )



Systems review
General appearance and functional abilities

Clinical Examination:;

Clinical: Chest: Heart:

B.P: Pulse: Temp:

General Condition:

Breasts:

Discharge: clear bloody  milky

Lumps Pain Cancer

Abnormal mammogram

Reduction

Augmentation/Breast implants
Saline Silicone

Other

none

Gastrointestinal:

Nausea/\VVomiting

Ulcers Hepatitis

Diarrhea

Blood in your stools

Constipation

Irritable Bowel Syndrome

Change in bowel habits

Colitis (Ulcerative or Crohn's)

Other

None

Fetal examination
Stage of development

Other



Ante partum care
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PATIENT NAIMIE ettt e e et e e e e s eeeeteseeseeeaaee st eennesseeeeaneeene Date: \ \2023
Ward: c.eeeeeerreiiiieennnnneeeennss SheetNO ......oooovveveennen. Bed No: : RoomNo:

ASSESSMENT:
A- History
personal History:
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Marietal status : single Bmarried D divorce B
Habits: Smokerg Chewing QatB OtheT .vveeeeieieeeen,

Educational Level: .................
DOA .../.../2023

7/
X4

L)

*
°e

e

A

Patient History:
Chief of Complains:

Past History:
Medical history:

DM( ) HTN ( ) IHD ( ) CHD (
) HBV( ) HCV ( ) TB ) HIV
( ) HAV ( )  Conwvulsion ( ) Malaria ( )
Arthritis ( ) GIT diseases ( ) Mental diseases( )
Blooddisorder ( ) Thyroid disorder ( ) Previous

hospitalization ( )



XIMenstrual history

light() heavy() short() long() painful() other

Age at first period yrs.
menstrual flowabnormal Yes( ) or NO( ) ifyes

feels cramping or pelvic pain with your periods Yes( ) or NO( )
Sometimes() Recently() In the past() other
have pain with intercourse Yes( ) or NO( )

spot or bleed betweenperiods Yes( ) or NO( )

have pelvic pain betweenperiods Yes( ) or NO( )
have premenstrual symptoms other than cramp

Have medication to bring ona period Yes( ) or NO( )

Pregnancy history

Gestational started date ..... [eeees. [eeeunne

Stage of gestation 1t trimester(__) 2" trimester(—_) 3" trimester ()
Gestationaltype  normal”__) ectopicC_]) other

- How many meals do you usually eat per day?

Have you ever been diagnosed with an eating disorder, such as anorexia or
bulimia?
Have you ever used self-induced vomiting to control overeating Yes( ) No( )

Do you regularly participate in any vigorous exercise Yes( ) No( )
have acne or oily skin Yes( ) No( )

have a breastdischarge Yes( ) No( )

currently breast feeding Yes( ) No( )

maximum weight?

feel that you are underweigh Yes( ) No( )

feel that you are overweight? Yes( ) No( )



[Xlcontraceptive history
oral contraceptives (“Pill”)?

Name
From To
Name
From To
Name
From To
Injectable contraception (Depo-Provera®, Lunelle TM, etc.) Yes( )
N()
if yes Dates of use
Complications?
Have you everusedan IUD? Yes( ) No( ) ifyes
Name ; From To
Name ;From To
Other contraceptive
R =] 1071 o G

Delivery history
- Number of previous normal delivery ( )

- Number previous delivery  ( )
- Lastdelivery date  ( )
- Number of sons : Boys ( ) Girls ( ) TOTAL( )



B- Systems review
General appearance and functional abilities

Clinical Examination:;

Clinical: Chest: Heart:

B.P: Pulse: Temp:

General Condition:

Breasts:

Discharge: clear bloody  milky

Lumps Pain Cancer

Abnormal mammogram

Reduction

Augmentation/Breast implants
Saline Silicone

Other

none

Gastrointestinal:

Nausea/\VVomiting

Ulcers Hepatitis

Diarrhea

Blood in your stools

Constipation

Irritable Bowel Syndrome

Change in bowel habits

Colitis (Ulcerative or Crohn's)

Other

None

Fetal examination

Stage of development

Other



Ante partum care
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PatIENT NAIMIE: ettt ettt et eestestesre et esseeseeesesessesrens Date: \ \2023
Ward: coeeeiiiiiiiiineeeneeeeeeeenns SheetNO .........ccoeveuneee. Bed No: : Room No:

ASSESSMENT:
A- History
personal History:

s Patient's Name: -.........ooooiiiiiiiiiiis e, Age: ............. Address

Marietal status : single Bmarried G divorce B
Habits: Smoker G Chewing Qatg 101111

Educational Level: ..................
DOA .../.../2023

X3

25

e

*

X/
X4

L)

e

S

Patient History:
Chief of Complains:

Past History:
XI Medical history:
D.M ( ) HTN ( ) IHD ( ) CHD (

) HBV ( ) HCV ( ) T.B ( ) HIV
( ) HAV ( ) Convulsion ( ) Malaria ( )
Arthritis ( ) GIT diseases ( ) Mental diseases ( )
Blooddisorder ( ) Thyroid disorder ( ) Previous

hospitalization ( )



XIMenstrual history
- Age at first period yrs.
- menstrual flowabnormal Yes( ) or NO( ) ifyes
light() heavy() short() long() painful() other

- feelscramping or pelvic pain with your periods Yes( ) or NO(

Sometimes() Recently() In the past() other
- have pain with intercourse Yes( ) or NO( )
- spotor bleed betweenperiods Yes( ) or NO( )
- have pelvic pain betweenperiods Yes( ) or NO( )
- have premenstrual symptoms other than cramp
- Have medication to bring ona periodYes( ) or NO( )

Pregnancy history
Gestational started date ..... [eeenne [eeeuaen

- Stage of gestation 1sttrimester(__) 2"¢ trimester("_) 3" trimester(_)

- Gestationaltype  normal”_) ectopicC_] other

- How many meals do you usually eatper day?

- Have you ever been diagnosed with an eating disorder, such as anorexia or

bulimia?

- Have you ever used self-induced vomiting to control overeating Yes( ) No( )

- Doyou regularly participate in any vigorous exercise Yes( )

- have acne or oily skin Yes( ) No( )
- have a breastdischarge Yes( ) No( )
- currently breast feeding Yes( ) No( )
- maximum weight?

- feel that you are underweigh Yes( ) No( )
- feel that you are overweight? Yes( ) No( )

[Xlcontraceptive history
oral contraceptives (“Pill”)?

Name
From To
Name
From To
Name

From To




injectable contraception (Depo-Provera®, Lunelle TM, etc.) Yes( )

N()

if yes Dates of use

Complications?
Have you everusedan IUD? Yes( ) No( ) ifyes
Name ; From To
Name ; From To
Other contraceptive
23 11 T2 1 g

Delivery history
- Number of previous normal delivery ( )
- Number previous delivery ()
- Lastdelivery date  ( )
- Number ofsons: Boys( ) Girls ( ) TOTAL( )



B- Systems review

General appearance and functional abilities
Clinical Examination:

Clinical: Chest; Heart:

B.P: Pulse: Temp:

General Condition:

Breasts:

Discharge: clear bloody  milky

Lumps Pain Cancer

Abnormal mammogram

Reduction

Augmentation/Breast implants
Saline Silicone

Other

none

Gastrointestinal:

Nausea/VVomiting

Ulcers Hepatitis

Diarrhea

Blood in your stools

Constipation

Irritable Bowel Syndrome

Change in bowel habits

Colitis (Ulcerative or Crohn's)

Other

None

Fetal examination

Stage of development

Position of fetus
Other



Ante partum care
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PATIENT NAIMIE ettt e e et e e e e s eeeeteseeseeeaaee st eennesseeeeaneeene Date: \ \2023
Ward: c.eeeeeerreiiiieennnnneeeennss SheetNO ......oooovveveennen. Bed No: : RoomNo:

ASSESSMENT:
A- History
personal History:

<
ne)
D
(=
D
>
~
w
=z
%
1
&
D
>
o,
o,
=
(9]
7]
7]

%

A
<
QD
=,
D
—
(=l
wn
8
—
cC
wn
«,
>
Q
(9]
=
=
o
=2
S
=
O
D

o
I
Q
o,
74
w2
2
=
(€]
=
O
g
§ .
(4}°]
@
=4
=3
&
=

*
°e

Educational Level: .................
DOA .../.../2023

e

A

Patient History:
Chief of Complains:

Past History:
Medical history:

DM( ) HTN ( ) IHD ( ) CHD  (
)  HBV( ) HCV ( ) TB ) HIV
( ) HAV ( )  Conwvulsion ( ) Malaria ( )
Arthritis ( ) GIT diseases ( ) Mental diseases ( )
Blooddisorder ( ) Thyroid disorder ( ) Previous

hospitalization ( )



XIMenstrual history

light() heavy() short() long() painful() other

Age at first period yrs.
menstrual flowabnormal Yes( ) or NO( ) ifyes

feels cramping or pelvic pain with your periods Yes( ) or NO( )
Sometimes() Recently() In the past() other
have pain with intercourse Yes( ) or NO( )
spot or bleed betweenperiods Yes( ) or NO( )

have pelvic pain betweenperiods Yes( ) or NO( )
have premenstrual symptoms other than cramp

Have medication to bring ona periodYes( ) or NO( )

[xI Pregnancy history

Gestational started date ..... [eeeues [oeenans

Stage of gestation 1sttrimester(__) 2" trimester(—_) 3" trimester(_)
Gestationaltype  normal_) ectopicC_]) other

- How many meals do you usually eatper day?

Have you ever been diagnosed with an eating disorder, such as anorexia or
bulimia?
Have you ever used self-induced vomiting to control overeating Yes( ) No( )

Do you regularly participate in any vigorous exercise Yes( ) No( )
have acne or oily skin Yes( ) No( )

have a breastdischarge Yes( ) No( )

currently breast feeding Yes( ) No( )

maximum weight?

feel that you are underweigh Yes( ) No( )

feel that you are overweight? Yes( ) No( )



[Xlcontraceptive history
oral contraceptives (“Pill”)?

Name
From To
Name
From To
Name
From To
injectable contraception (Depo-Provera®, Lunelle TM, etc.) Yes( )
N()
if yes Dates of use
Complications?
Have you everusedan IUD? Yes( ) No( ) ifyes
Name ‘From To
Name ‘From To
Other contraceptive
2= 11 721 o

xI Delivery history
- Number of previous normal delivery ( )
- Number previous delivery  ( )
- Lastdeliverydate  ( )

- Number of sons: Boys ( ) Girls ( ) TOTAL( )



B- Systems review
General appearance and functional abilities

Clinical Examination:;

Clinical: Chest:

B.P: Pulse: Temp:

General Condition:

Heart:

Breasts:

Discharge: clear bloody  milky

Lumps Pain Cancer

Abnormal mammogram

Reduction

Augmentation/Breast implants
Saline Silicone

Other

none

Gastrointestinal:

Nausea/\VVomiting

Ulcers Hepatitis

Diarrhea

Blood in your stools

Constipation

Irritable Bowel Syndrome

Change in bowel habits

Colitis (Ulcerative or Crohn's)

Other

None

Fetal examination

Stage of development

Position of fetus
Other



Ante partum care
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PATIENT NAIMIE ettt e e et e e e e s eeeeteseeseeeaaee st eennesseeeeaneeene Date: \ \2023
Ward: c.eeeeeerreiiiieennnnneeeennss SheetNO ......oooovveveennen. Bed No: : RoomNo:

ASSESSMENT:
A- History
personal History:
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Educational Level: .................
DOA .../.../2023

e

A

Patient History:
Chief of Complains:

Past History:
Medical history:

DM( ) HTN ( ) IHD ( ) CHD  (
)  HBV( ) HCV ( ) TB ) HIV
( ) HAV ( )  Conwvulsion ( ) Malaria ( )
Arthritis ( ) GIT diseases ( ) Mental diseases ( )
Blooddisorder ( ) Thyroid disorder ( ) Previous

hospitalization ( )



XIMenstrual history
- Age at first period yrs.
- menstrual flowabnormal Yes( ) or NO( ) ifyes
light() heavy() short() long() painful() other

- feels cramping or pelvic pain with your periods Yes( ) or NO(

Sometimes() Recently() In the past() other
- have pain with intercourse Yes( ) or NO( )
- spotor bleed betweenperiods Yes( ) or NO( )
- have pelvic pain betweenperiods Yes( ) or NO( )
- have premenstrual symptoms other than cramp
- Have medicationto bring ona periodYes( ) or NO( )

[xI Pregnancy history
Gestational started date ..... [eeenne [eeeuaen

- Stage ofgestation 1sttrimester(__) 2"¢ trimester(—_) 3" trimester(_)

- Gestationaltype  normal”_) ectopicC_]) other

- How many meals do you usually eatper day?

- Have you ever been diagnosed with an eating disorder, such as anorexia or

bulimia?

- Have you ever used self-induced vomiting to control overeating Yes( ) No( )

- Doyou regularly participate in any vigorous exercise Yes( )

- have acne or oily skin Yes( ) No( )
- have a breastdischarge Yes( ) No( )
- currently breast feeding Yes( ) No( )
- maximum weight?

- feel that you are underweigh Yes( ) No( )
- feel that you are overweight? Yes( ) No( )

[Xlcontraceptive history
oral contraceptives (“Pill”)?

Name
From To
Name
From To
Name

From To




injectable contraception (Depo-Provera®, Lunelle TM, etc.)Yes( ) N( )
if yes Dates of use

Complications?
Have you everusedan IUD? Yes( ) No( ) ifyes
Name ; From To
Name ; From To
Other contraceptive
2] 11 1

Delivery history
- Number of previous normal delivery ()
- Number previous delivery ()
- Lastdeliverydate  ( )

- Number of sons: Boys ( ) Girls ( ) TOTAL( )



B- Systems review

General appearance and functional abilities
Clinical Examination:

Clinical; Chest: Heart:

B.P: Pulse: Temp:

General Condition:

Breasts:

Discharge: clear bloody  milky

Lumps Pain Cancer

Abnormal mammogram

Reduction

Augmentation/Breast implants
Saline Silicone

Other

none

Gastrointestinal:

Nausea/\VVomiting

Ulcers Hepatitis

Diarrhea

Blood in your stools

Constipation

Irritable Bowel Syndrome

Change in bowel habits

Colitis (Ulcerative or Crohn's)

Other

None

Fetal examination

Stage of development

Position of fetus
Other



Ante partum care
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PATIENT NAIMIE ettt e e et e e e e s eeeeteseeseeeaaee st eennesseeeeaneeene Date: \ \2023
Ward: c.eeeeeerreiiiieennnnneeeennss SheetNO ......oooovveveennen. Bed No: : RoomNo:

ASSESSMENT:
A- History
personal History:
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Educational Level: .................
DOA .../.../2023

e

A

Patient History:
Chief of Complains:

Past History:
Medical history:

DM( ) HTN ( ) IHD ( ) CHD  (
)  HBV( ) HCV ( ) TB ) HIV
( ) HAV ( )  Conwvulsion ( ) Malaria ( )
Arthritis ( ) GIT diseases ( ) Mental diseases ( )
Blooddisorder ( ) Thyroid disorder ( ) Previous

hospitalization ( )



XIMenstrual history
- Age at first period yrs.
- menstrual flowabnormal Yes( ) or NO( ) ifyes
light() heavy() short() long() painful() other

- feels cramping or pelvic pain with your periods Yes( ) or NO(

Sometimes() Recently() In the past() other
- have pain with intercourse Yes( ) or NO( )
- spotor bleed betweenperiods Yes( ) or NO( )
- have pelvic pain betweenperiods Yes( ) or NO( )
- have premenstrual symptoms other than cramp
- Have medicationto bring ona periodYes( ) or NO( )

[xI Pregnancy history
Gestational started date ..... [eeenne [eeeuaen

- Stage ofgestation 1sttrimester(__) 2"¢ trimester(—_) 3™ trimester(_)

- Gestationaltype  normal”_) ectopicC_]) other

- How many meals do you usually eatper day?

- Have you ever been diagnosed with an eating disorder, such as anorexia or

bulimia?

- Have you ever used self-induced vomiting to control overeating Yes( ) No( )

- Doyou regularly participate in any vigorous exercise Yes( )

- have acne or oily skin Yes( ) No( )
- have a breastdischarge Yes( ) No( )
- currently breast feeding Yes( ) No( )
- maximum weight?

- feel that you are underweigh Yes( ) No( )
- feel that you are overweight? Yes( ) No( )

[Xlcontraceptive history
oral contraceptives (“Pill”)?

Name
From To
Name
From To
Name

From To




injectable contraception (Depo-Provera®, Lunelle TM, etc.) Yes( )

N()

if yes Dates of use

Complications?
Have you everusedan IUD? Yes( ) No( ) ifyes
Name ; From To
Name ; From To
Other contraceptive
23 11 T2 1 g

Delivery history
- Number of previous normal delivery ( )
- Number previous delivery ()
- Lastdelivery date  ( )
- Number ofsons: Boys( ) Girls ( ) TOTAL( )



B- Systems review
General appearance and functional abilities

Clinical Examination:;

Clinical: Chest: Heart:

B.P: Pulse: Temp:

General Condition:

Breasts:

Discharge: clear bloody  milky

Lumps Pain Cancer

Abnormal mammogram

Reduction

Augmentation/Breast implants
Saline Silicone

Other

none

Gastrointestinal:

Nausea/\VVomiting

Ulcers Hepatitis

Diarrhea

Blood in your stools

Constipation

Irritable Bowel Syndrome

Change in bowel habits

Colitis (Ulcerative or Crohn's)

Other

None

Fetal examination

Stage of development

Position of fetus
Other



Ante partum care
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PatIENT NAIMIE: ettt ettt et eestestesre et esseeseeesesessesrens Date: \ \2023
Ward: coeeeiiiiiiiiineeeneeeeeeeenns SheetNO .........ccoeveuneee. Bed No: : Room No:

ASSESSMENT:
A- History
personal History:

s Patient's Name: -.........ooooiiiiiiiiiiis e, Age: ............. Address

Marietal status : single Bmarried G divorce B
Habits: Smoker G Chewing Qatg 101111

Educational Level: ..................
DOA .../.../2023

X3

25

e

*

X/
X4
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S

Patient History:
Chief of Complains:

Past History:
XI Medical history:
D.M ( ) HTN ( ) IHD ( ) CHD (

) HBV ( ) HCV ( ) T.B ( ) HIV
( ) HAV ( ) Convulsion ( ) Malaria ( )
Arthritis ( ) GIT diseases ( ) Mental diseases ( )
Blooddisorder ( ) Thyroid disorder ( ) Previous

hospitalization ( )



XIMenstrual history

light() heavy() short() long() painful() other

Age at first period yIs.
menstrual flowabnormal Yes( ) or NO( ) ifyes

feels cramping or pelvic pain with your periods Yes( ) or NO( )
Sometimes() Recently() In the past() other
have pain with intercourse Yes( ) or NO( )

spot or bleed betweenperiods Yes( ) or NO( )

have pelvic pain betweenperiods Yes( ) or NO( )
have premenstrual symptoms other than cramp

Have medicationto bring ona periodYes( ) or NO( )

Pregnancy history

Gestational started date ..... [eeeen. [eeeennn

Stage of gestation 1sttrimester{__) 2"9 trimester(—_) 3" trimester(_)
Gestationaltype  normal”__) ectopic(_J other

- How many meals do you usually eat per day?

Have you ever been diagnosed with an eating disorder, such as anorexia or
bulimia?
Have you ever used self-induced vomiting to control overeating Yes( ) No( )

Do you regularly participate in any vigorous exercise Yes( ) No( )
have acne or oily skin Yes( ) No( )

have a breastdischarge Yes( ) No( )

currently breast feeding Yes( ) No( )

maximum weight?

feel that you are underweigh Yes( ) No( )

feel that you are overweight? Yes( ) No( )



[XIcontraceptive history
oral contraceptives (“Pill”)?

Name
From To
Name
From To
Name
From To
injectable contraception (Depo-Provera®, Lunelle TM, etc.) Yes( )
N()
if yes Dates of use
Complications?
Have you everusedan IUD? Yes( ) No( ) ifyes
Name ;From To
Name ;From To
Other contraceptive
ReMArK ...iiiiiiiiiiiiiiiiiiiiiieniiieeneeeetsessccesssecesssssssssssssscassssscsssssasnns

Delivery history
- Number of previous normal delivery ( )
- Number previous delivery  ( )
- Lastdelivery date  ( )
- Number of sons : Boys ( ) Girls ( ) TOTAL( )



B- Systems review
General appearance and functional abilities

Clinical Examination:;

Clinical: Chest: Heart:

B.P: Pulse: Temp:

General Condition:

Breasts:

Discharge: clear bloody  milky

Lumps Pain Cancer

Abnormal mammogram

Reduction

Augmentation/Breast implants
Saline Silicone

Other

none

Gastrointestinal:

Nausea/\VVomiting

Ulcers Hepatitis

Diarrhea

Blood in your stools

Constipation

Irritable Bowel Syndrome

Change in bowel habits

Colitis (Ulcerative or Crohn's)

Other

None

Fetal examination

Stage of development

Position of fetus
Other



Ante partum care
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Ward: c.eeeeeerreiiiieennnnneeeennss SheetNO ......oooovveveennen. Bed No: : RoomNo:

ASSESSMENT:
A- History
personal History:
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Educational Level: .................
DOA .../.../2023
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A

Patient History:
Chief of Complains:

Past History:
Medical history:

DM( ) HTN ( ) IHD ( ) CHD  (
)  HBV( ) HCV ( ) TB ) HIV
( ) HAV ( )  Conwvulsion ( ) Malaria ( )
Arthritis ( ) GIT diseases ( ) Mental diseases ( )
Blooddisorder ( ) Thyroid disorder ( ) Previous

hospitalization ( )



XIMenstrual history

light() heavy() short() long() painful() other

Age at first period yrs.
menstrual flowabnormal Yes( ) or NO( ) ifyes

feels cramping or pelvic pain with your periods Yes( ) or NO( )
Sometimes() Recently() In the past() other
have pain with intercourse Yes( ) or NO( )
spot or bleed betweenperiods Yes( ) or NO( )

have pelvic pain betweenperiods Yes( ) or NO( )
have premenstrual symptoms other than cramp

Have medication to bring ona periodYes( ) or NO( )

[xI Pregnancy history

Gestational started date ..... [eeeues [oeenans

Stage of gestation 1sttrimester(__) 2" trimester(—_) 3" trimester(_)
Gestationaltype  normal_) ectopicC_]) other

- How many meals do you usually eatper day?

Have you ever been diagnosed with an eating disorder, such as anorexia or
bulimia?
Have you ever used self-induced vomiting to control overeating Yes( ) No( )

Do you regularly participate in any vigorous exercise Yes( ) No( )
have acne or oily skin Yes( ) No( )

have a breastdischarge Yes( ) No( )

currently breast feeding Yes( ) No( )

maximum weight?

feel that you are underweigh Yes( ) No( )

feel that you are overweight? Yes( ) No( )



[XIcontraceptive history
oral contraceptives (“Pill”)?

Name
From To
Name
From To
Name
From To

Injectable contraception (Depo-Provera®, Lunelle TM, etc.) Yes( )
N()
if yes Dates of use
Complications?
Have you everusedan IUD? Yes( ) No( ) ifyes
Name ; From To

Name From To

Other contraceptive
] 11T 1

Delivery history
- Number of previous normal delivery ( )
- Number previous delivery  ( )
- Lastdeliverydate  ( )
- Number of sons: Boys ( ) Girls ( ) TOTAL( )



B- Systems review
General appearance and functional abilities

Clinical Examination:;

Clinical: Chest: Heart:

B.P: Pulse: Temp:

General Condition:

Breasts:

Discharge: clear bloody  milky

Lumps Pain Cancer

Abnormal mammogram

Reduction

Augmentation/Breast implants
Saline Silicone

Other

none

Gastrointestinal:

Nausea/\VVomiting

Ulcers Hepatitis

Diarrhea

Blood in your stools

Constipation

Irritable Bowel Syndrome

Change in bowel habits

Colitis (Ulcerative or Crohn's)

Other

None

Fetal examination

Stage of development

Position of fetus
Other



Ante partum care
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Educational Level: .................
DOA .../.../2023

e

A

Patient History:
Chief of Complains:

Past History:
Medical history:

DM( ) HTN ( ) IHD ( ) CHD  (
)  HBV( ) HCV ( ) TB ) HIV
( ) HAV ( )  Conwvulsion ( ) Malaria ( )
Arthritis ( ) GIT diseases ( ) Mental diseases ( )
Blooddisorder ( ) Thyroid disorder ( ) Previous

hospitalization ( )



XIMenstrual history

light() heavy() short() long() painful() other

Age at first period yrs.
menstrual flowabnormal Yes( ) or NO( ) ifyes

feels cramping or pelvic pain with your periods Yes( ) or NO( )
Sometimes() Recently() In the past() other
have pain with intercourse Yes( ) or NO( )
spot or bleed betweenperiods Yes( ) or NO( )

have pelvic pain betweenperiods Yes( ) or NO( )
have premenstrual symptoms other than cramp

Have medication to bring ona periodYes( ) or NO( )

[xI Pregnancy history

Gestational started date ..... [eeeues [oeenans

Stage of gestation 1sttrimester(__) 2" trimester(—_) 3" trimester(_)
Gestationaltype  normal_) ectopicC_]) other

- How many meals do you usually eatper day?

Have you ever been diagnosed with an eating disorder, such as anorexia or
bulimia?
Have you ever used self-induced vomiting to control overeating Yes( ) No( )

Do you regularly participate in any vigorous exercise Yes( ) No( )
have acne or oily skin Yes( ) No( )

have a breastdischarge Yes( ) No( )

currently breast feeding Yes( ) No( )

maximum weight?

feel that you are underweigh Yes( ) No( )

feel that you are overweight? Yes( ) No( )



[XIcontraceptive history
oral contraceptives (“Pill”)?

Name
From To
Name
From To
Name

From To

injectable contraception (Depo-Provera®, Lunelle TM, etc.) Yes( )

N()

if yes Dates of use

Complications?
Have you everusedan IUD? Yes( ) No( ) ifyes
Name ; From To
Name ;From To
Other contraceptive
23 11 T2 1 g

Delivery history
- Number of previous normal delivery ( )
- Number previous delivery  ( )
- Lastdeliverydate  ( )
- Number of sons : Boys ( ) Girls ( ) TOTAL( )



B- Systems review
General appearance and functional abilities

Clinical Examination:;

Clinical: Chest: Heart:

B.P: Pulse: Temp:

General Condition:

Breasts:

Discharge: clear bloody  milky

Lumps Pain Cancer

Abnormal mammogram

Reduction

Augmentation/Breast implants
Saline Silicone

Other

none

Gastrointestinal:

Nausea/\VVomiting

Ulcers Hepatitis

Diarrhea

Blood in your stools

Constipation

Irritable Bowel Syndrome

Change in bowel habits

Colitis (Ulcerative or Crohn's)

Other

None

Fetal examination

Stage of development

Other
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A- History
personal History:
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Educational Level: .................
DOA .../.../2023

e

A

Patient History:
Chief of Complains:

Past History:
Medical history:

DM( ) HTN ( ) IHD ( ) CHD  (
)  HBV( ) HCV ( ) TB ) HIV
( ) HAV ( )  Conwvulsion ( ) Malaria ( )
Arthritis ( ) GIT diseases ( ) Mental diseases ( )
Blooddisorder ( ) Thyroid disorder ( ) Previous

hospitalization ( )



XIMenstrual history
- Age at first period yrs.
- menstrual flowabnormal Yes( ) or NO( ) ifyes
light() heavy() short() long() painful() other

- feels cramping or pelvic pain with your periods Yes( ) or NO( )
Sometimes() Recently() In the past() other

- have pain with intercourse Yes( ) or NO( )

- spotor bleed betweenperiods Yes( ) or NO( )

- have pelvic pain betweenperiods Yes( ) or NO( )

- have premenstrual symptoms other than cramp

- Have medicationto bring ona periodYes( ) or NO( )

[xI Pregnancy history

Gestational started date ...../...... [eeaeen.
- Stage ofgestation 1sttrimester(__) 2"¢ trimester(—_) 3" trimester(_)
- Gestationaltype  normal”_) ectopicC_]) other

- How many meals do you usually eatper day?
- Have you ever been diagnosed with an eating disorder, such as anorexia or

bulimia?
- Have you ever used self-induced vomiting to control overeating Yes( ) No( )
- Doyou regularly participate in any vigorous exercise Yes( ) No( )
- have acne or oily skin Yes( ) No( )
- have a breastdischarge Yes( ) No( )
- currently breast feeding Yes( ) No( )
- maximum weight?
- feel that you are underweigh Yes( ) No( )
- feel that you are overweight? Yes( ) No( )

[Icontraceptive history
oral contraceptives (“Pill”’)?

Name
From To
Name
From To
Name

From To




injectable contraception (Depo-Provera®, Lunelle TM, etc.) Yes( ) N( )
if yes Dates of use

Complications?
Have you everusedan IUD? Yes( ) No( ) ifyes
Name :From To
Name ; From To
Other contraceptive
23 11T 1 g

Delivery history
- Number of previous normal delivery ( )
- Number previous delivery  ( )
- Lastdeliverydate  ( )
- Number of sons: Boys ( ) Girls ( ) TOTAL( )



B- Systems review
General appearance and functional abilities

Clinical Examination:

Clinical; Chest: Heart:

B.P: Pulse: Temp:

General Condition:

Breasts:

Discharge: clear bloody  milky

Lumps Pain Cancer

Abnormal mammogram

Reduction

Augmentation/Breast implants
Saline Silicone

Other

none

Gastrointestinal:

Nausea/Vomiting

Ulcers Hepatitis

Diarrhea

Blood in your stools

Constipation

Irritable Bowel Syndrome

Change in bowel habits

Colitis (Ulcerative or Crohn's)

Other

None

Fetal examination

Stage of development

Other



Ante partum care
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