




Please answer Yes if you have ever had the conditions listed 
below, and No if you have no history of the condition  
        (circle Yes or No) 
Recent LEEP procedure      Yes No 

Diabetes        Yes No 

Hypertension        Yes No 

Heat Disease        Yes No 

Auto-Immune Disorder      Yes No 

Kidney Disease/UTI       Yes No 

Neurological/Epilepsy      Yes No 

Psychiatric        Yes No 

Depression/Postpartum Depression    Yes No 

Hepatitis/Liver Disease      Yes No 

Varicosities/Phlebitis      Yes No 

Thyroid Dysfunction       Yes No 

Trauma/Violence       Yes No 

History of Blood Transfusion     Yes No 

Tobacco        Yes No 

Alcohol        Yes No 

Illicit/Recreational Drugs      Yes No 

D (RH) Sensitized       Yes No 

Pulmonary (TB. Asthma)      Yes No 

Seasonal Allergies       Yes No 

Drug/Latex Allergies/Reactions     Yes No 

Breast         Yes No 

Gyn Surgery        Yes No 

Operations/Hospitalizations      Yes No 

Anesthetic Complications      Yes No 

History of Abnormal Pap      Yes No 

Uterine Anomaly/DES      Yes No 

Infertility        Yes No 

Art Treatment       Yes No 

Relevant Family History      Yes No 

Other         Yes No 


