




















PHYSICAL EXAMINATION: Height Weight B/P Temp_
HEENT: Thyroid:
Heart: murmur rhythm Lungs: clear rles rhonchi
Breasts: Abdomen:
R L B
Scars
discharge: Y N ’
Mass R . L
nodes: Y N )
Liver: NL
Extremities:
Enlarged
Neurologic: N
PELVIC EXAMINATION: Vulva: Escutcheon:  normal abnormal hirsut (éii\\
/ DA
B . JG
Outlet: Obstructed  Virginal ~ Martal  Parous  Relaxed  Gaping Lacerated . , .
Vagina: Moist Dry Atophic Infection (type) \_/L_'
Urethrocele Cystocele Enterocele Rectocele Vault Prolapse (Indicate degree)
Cervix: Erosion Ectropion
Polyp Cysts
Tender Laceration
PAPdone: Y N Bleeds  Other
X = ABSENT
Uterus: Anterior Anteflexed Mobile  Size
Midposition  Straight Tender  Consistency
0
Posterior Retroflexed Prolapse: Deviatess L R Uterosacral ligaments
Adnexae:
Rectal: Hemorrhoid Fissure Mass Other Hemoccult: Pos. Neg. NotDone
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Welcome to Southside OB-GYN

Southside OB-GYN is a full service facility
offering only the best in the state-of-art obstetric
and gynecological care. Our Services include
mammography, bone densitometry, ultrasound
and gynecological care. A full-service laboratory
1s also on the premises.

If needed after hours please call our office and

you will be forwarded to the on-call physician.

Please note — after-hour non-emergencies may
result in a charge to your account.

If you have questions, or would like to learn
more about Southside OB-GYN, please visit our
website at www.Southsideobgyn.com.
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Bryan K. Perkins, M.D. Jonathan B. Lupton M.D.  James R. Dunlop, M.D.
Michael L. Boothe, M.D. Rajalakshmi Venkatesh, M. D. Jessica L. Bell, D.O.

8051 S. Emerson Ave, Suite 400 - Indianapolis, IN. 46237 - Phone (317) 865-3600 - Fax (317) 885-3850
Dear Patient,
In an effort to provide you the best experience during your office visit today, please take a few
' minutes to complete the following questions. It will help us keep current on very important health
issues affecting you and it will allow the most efficient use of time with the doctor. Please check the
box yes, no or maybe. Thank you!

MENSTRUAL PERIODS
11in 5 women suffer from excessive menstrual bleeding. Are you one of them?
1. Does your period affect your quality of life? Yes[No [IMaybe []
2. Areyou bothered by the amount of bleeding or the pain that you
have during your period? Yes[] No[] Maybe[]
3. Does your period make you feel depressed, tired or moody? Yes [ No[d Maybel]
Would your life improve if you could decrease or completely A
eliminate your periods? Yes [ No[d Maybel ]
5. Would you like to learn about a simple procedure that can help
you take control of your period? Yes[] No[] Maybe[]]
CONTRACEPTION

Most women are not aware of all of their options.

1. Do you plan on having any children in the future? Yes (1 No[J Maybe[]

Are you concerned of the long term risks and side effects of

hormonal birth control? Yes [ No[ Maybell
3. Do you want to enjoy intimacy without worrying about having

an unplanned pregnancy? Yes [0 NolJ Maybe [
4. Would it be easier if you no longer had to deal with the hassles

of temporary birth control? Yes [0 No[J Maybe [
5. Wduld you like information on a non-hormonal, non-surgical

permanent birth control option? Yes [0 NoJ Maybel]

Name Date
Please give this form to your doctor.
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