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Richard P. Marvel, M.D.

CENTER FOR indsey Plato-Johnson.
PELVIC PAIN 130 otrano Brve | Soe 11

AT ANNAPOLIS Annapolis, MD 21401





	Patient Information
Last Name: ___________________ First Name: ________________ M.I. _____

Birth Date: __/__/____  Age: ___ Race: ___________ Ethnicity:_____________

Social Security Number: _____________ Marital Status: __________________
Home address: ___________________________________________________            City: ______________________ State:_________ Zip Code: _______________

Home Phone: ______________ Cell: ______________ Work: ______________
Email: __________________________________________________________

Preferred method of contact (check all that apply): 

(Cell phone ( Home phone ( Work phone ( Written letter 

May we leave a voice mail on the above checked phone number? (Yes / (No 

   Referred by ( Doctor ( Friend  ( Family ( Our Patient 
   ( Self - How did you hear about us? _______________________________
	Briefly state the reason for your visit:



	Primary Care Physician 
Name: _________________________ 

Phone: _________________ 

Fax: _________________ 

Address:________________________ 

City: ___________________________ 

State: _________ Zip: ____________ 

Primary Gynecologist   (  None

Name: _________________________ 

Phone: _________________ 

Fax: _________________ 

Address:________________________ 

City: ___________________________ 

State: _________ Zip: ____________ 


	Referring Physician or Practitioner: 

_______________________________

	 Employment

 ( Full Time  ( Part Time ( Unemployed  ( Homemaker ( Student  ( Disability 

What kind of work are you currently doing? _____________________________ 

Employer: _______________________________________________________ 

Address:_________________________________________________________ 

City: ____________State:______ Zip:________Work phone: ___________ 

	Insurance Information:  

	Guarantor/Bill to: ________________________________     
	Relationship: ____________________________________

	Primary Insurance:

Insurance Company: ______________________________

Subscriber’s Name: _______________________________

Subscriber’s Address:______________________________

City: _______________ State: _________ Zip: __________

Subscriber’s Date of Birth: __________________
Subscriber’s Social Security Number: __________________

ID/Policy #: ______________________________________

Group/Account #: _________________________________
	Secondary Insurance:
Insurance Company:  ___________________________

Subscriber’s Name:   ___________________________

Subscriber’s Address:___________________________

City: _______________ State: _________ Zip: _______

Subscriber’s Date of Birth: __________________

Subscriber’s Social Security Number: ______________

ID/Policy #: ___________________________________

Group/Account #: ______________________________


	Social History

	Are you a current smoker?   ( No  ( Yes: Packs per day    ( < 1/2     ( 1/2     ( 1     ( 1 ½  ( >1 ½

	Have you smoked in the past?   ( No / ( Yes:  Packs per day    ( < 1/2     ( 1/2     ( 1     ( 1 ½  ( >1 ½

	Obstetrical History:

	How many pregnancies have you carried full term? ____ Premature deliveries? (< 37 weeks) ____ 

	Number of miscarriages? ____ Tubal pregnancies? ____ Abortions?____ 

	How many living children do you have? ____ Do you desire more children? ( Yes / ( No

	Please list all deliveries by date. Mark appropriate questions for each delivery:

	Date
	Delivery Type 
	Birth weight of infant
	Forceps / Vacuum 
	Complications

	
	( Vaginal / ( Cesarean Section
	
	( Forceps / ( Vacuum                       
	

	
	( Vaginal / ( Cesarean Section
	
	( Forceps / ( Vacuum                       
	

	
	( Vaginal / ( Cesarean Section
	
	( Forceps / ( Vacuum                       
	

	
	( Vaginal / ( Cesarean Section
	
	( Forceps / ( Vacuum                       
	

	
	( Vaginal / ( Cesarean Section
	
	( Forceps / ( Vacuum                       
	


Gynecological History:  
At what age did you begin to menstruate? ______
Are you still menstruating? ( Yes / ( No

If YES: 







If NO: 
















Past Gynecologic History – Please check all that apply

	
	Endometriosis
	
	History of Infertility

	
	Fibroids
	
	History of Chlamydia

	
	Recurrent vaginitis
	
	History of PID or pelvic infection

	
	Recurrent yeast
	
	History of other STI/STD

	
	Polycystic ovaries
	
	Prolapse of bladder or uterus

	
	Recurrent ovarian cysts
	
	Hirsutism (abnormal hair growth)

	Sexual function
Sexual preference: ( Male   ( Female   ( Both

Have you ever had sexual intercourse before? ( Yes / ( No (If no, skip to next section)

Have you had sexual intercourse in the past 3 months? ( Yes/ ( No

Is your sex life satisfactory for you?  ( Yes / ( No

Is pain with intercourse a problem for you?  ( Yes / ( No

Are you currently trying to become pregnant? ( Yes / ( No

Do you desire future fertility? ( Yes / ( No
	Current Birth Control Method?

(check all that apply)

( None  ( Diaphragm  ( Male/Female Condom

( Birth Control Pills  ( Nuva Ring  ( Implanon

( Birth Control Patch  ( DepoProvera Injection

( Mirena IUD  ( Copper Paragard IUD ( Essure

( Vasectomy  (  Tubal Ligation ( Hysterectomy

( Rhythm method  ( Natural Family Planning

( Other:  _________________________________


Violence and sexual abuse are common in many people’s lives. There is help for you if you are being hurt or abused. (Note: In accordance with Maryland law, we are required to report cases of child abuse or neglect that occurred as a minor, even if you are now over age 18.)  
	( Yes / ( No
	Have you ever been emotionally or physically abused by your partner or someone important to you?

	( Yes / ( No
	Within the last year, have you been hit, slapped, kicked or otherwise physically hurt by someone? 

	( Yes / ( No
	Has anyone forced you into a sexual act that made you feel uncomfortable? 

	( Yes / ( No
	Are you afraid of your partner or anyone close to you?


Personal History  -  Please check whether you’ve had the following:
	Condition
	
	Condition
	
	Condition
	
	

	Alcoholism/Addiction
	(
	Acid Reflux
	(
	Anemia
	(
	(

	Anorexia/Bulimia
	(
	Anxiety
	(
	Arthritis
	(
	(

	Back pain
	(
	Blood Clots (in legs/lungs)
	(
	Asthma
	(
	(

	Blood transfusion
	(
	Breast Cancer
	(
	Blood Disorder
	(
	(

	Chronic fatigue syndrome
	(
	Chronic lung disease
	(
	Cervical Cancer
	(
	(

	Coronary Artery Disease
	(
	Depression
	(
	Diabetes
	(
	(

	Colon Cancer
	(
	Fibromyalgia
	(
	Glaucoma
	(
	(

	Head injury
	(
	Heart Attack
	(
	Heart disease
	(
	(

	Heart murmur or arrhythmia
	(
	High blood pressure
	(
	High cholesterol/triglycerides
	(
	(

	History of hip fracture
	(
	Hyperthyroidism
	(
	Hypothyroidism
	(
	(

	Irritable bowel syndrome
	(
	Kidney stones
	(
	Liver disease/Hepatitis
	(
	(

	Migraines
	(
	Ovarian Cancer
	(
	Raynaud’s syndrome
	(
	(

	Recurrent bladder infections
	(
	Recurrent yeast infections
	(
	Seizures
	(
	(

	Spinal cord injury
	(
	Stroke
	(
	TMJ
	(
	(

	Thyroid disease
	(
	Uterine Cancer
	(
	Other Cancer: Describe below
	(
	(

	Type of Cancer:
	

	Family History -  Please place a check where any of your parents, grandparents, aunts, uncles, brothers, sisters or children have had the following illness or problems.      (  I do not know my family history
	(

	
	(

	Condition
	
	Condition
	
	Condition
	
	(

	Alcoholism/Addiction
	(
	Back pain
	(
	Blood Clots (in legs/lungs)
	(
	

	Blood disorder
	(
	Breast Cancer
	(
	Cervical Cancer
	(
	

	Colon Cancer
	(
	Coronary artery disease
	(
	Diabetes
	(
	

	Depression/anxiety
	(
	Fibromyalgia
	(
	Irritable Bowel Syndrome
	(
	

	Migraines
	(
	Ovarian Cancer
	(
	Uterine Cancer
	(
	

	Other Cancer:  Describe Below
	(
	
	

	Type of Cancer:  
	


Surgical History - Please list all prior surgical procedures:  (putting “see records” is inadequate)
	Date
	Surgeon
	Procedure
	Hospital
	Findings
	Complications

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Allergies:
List medications allergies with reaction: ( None _________________________________________________

________________________________________________________________________________________

Medications: Please list all prescribe medications you are taking:   ( None

	Medication
	Dose
	Frequency
	Reason prescribed
	Prescribing clinician

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	














At what age did you stop having periods? ______ 


What was the reason? (please check) 


( Menopause ( Hysterectomy  ( Unknown (Other: ______________


Have you ever been on hormonal therapy (estrogen and/or progesterone?) ( Yes / ( No








When was the first date of your last normal period? ______


Do you have regular predictable periods? ( Yes / ( No 


How many days do you typically bleed? __________ 


How often do periods occur? ___________ 


Do you have spotting between periods? ( Yes / ( No


Describe your flow: ( Light  (  Moderate   ( Heavy 














