GYNECOLOGIC CONSULTATION





Age:	Grav:	Temp:	Allergies:





DOB:	Para:	Pulse:	Medications:





Last Pap:	AB:	Resp:	Smoking:





LMP:	Q____x____	BP:	Alcohol:





Contraception:		Weight:





Chief Complaint:





History:




















 





Thyroid:





Breasts:





Abdomen:





Pelvic:





Impression:





Plan:     


