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Patient's profile:
Name:                                                Gravida, Para + Abortion (GPA) (TPAL, Term, Preterm, Abortion, Living)
Age:                                                    L.M.P.: (if patient is pregnant)
Occupation:                                       E.D.D.:
Address:                                             Duration of amenorrhea:
Name of husband:                                 
Occupation of husband:
Date of admission to hospital:
Blood group & Rh:

Chief complaint and duration:

History of present illness:
1. Was the patient quite well prior to chief complaint?
2. Onset of chief complaint?
3. Characters of chief complaint?
4. Associated symptoms with the chief complaint?
5. Reaction of the patient to the chief complaint?
6. Precipitating and aggravating factors to the chief complaints (not in acute illness)
7. Any private consultation (if yes):
a- Investigations
b- Treatment
c- Management & progress of illness 
     8.  Presentation at time of admission to hospital
     9. Progress in hospital:
		a- Investigations
		b- Treatment
		c- Management and progress of illness
10 –How is the patient today?
11. Fetal movement (if patient is more than 16 weeks pregnant).                                                                       


Review of systems:

To review all systems in relation to the history of present unless

History of present pregnancy :

1- Duration from last pregnancy or marriage (if primigravida).
2- History of the pregnancy from the beginning of pregnancy to the start of the chief complaint. 

Past obstetric history:

1- Date of marriage.
2- Marriage-conception period.
3- History of contraception before and in-between    pregnancies.
4- Full history of each pregnancy including:
a. Intervals between pregnancies.
b. Antenatal care.
c. First trimester.
d. Second trimester.
e. Third trimester.
f. labour.
g. Delivery.
h- Peurperium
i- Newborn

Gynaeological history:

1. Menstrual history:
          a. Age of menarche.
b. Characters of menstrual cycles (regularity, frequency, days of menses and amount of blood loss).
c. Associated symptoms with the cycles (intermenstrual bleeding, dysmenorrhoea, dyspareunea and vaginal discharge).
2. Contraceptive history (prior to chief complaint or present pregnancy).
3. Any gynecological disease or operations?

4. If the patient is menopausal:
a. Age of menopause.
b. symptoms of menopause.
c. hormone replacement therapy.

Past medical & surgical history:

Any significant diseases of surgical operations (apart from obstetrical & gynecological operations).

Family history:

Any familial or significant illnesses.

Socio-economic history

Drugs & allergy:

Any chronic drugs treatment (prior to present illness), and any allergy to drugs or specific allergens.






	
