

Southern Vascular Institute 
Village of Pelham, Suite 2050● 2755 South Highway 14, Greer SC 29650
Telephone (864) 255-8346
Fax (864) 879-9299

Uterine Fibroid Questionnaire
Name:____________________________  SSN#______________________________

DOB:__________________________  Age:_______________
What are your current symptoms or problems related to your fibroids?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How are your Periods?
Bleeding:  Mild/ Moderate/ Severe
Pain:  Mild/ Moderate /Severe 
Duration of bleeding?  _____________
Date of Last menstrual period? ___________________
Have you ever been pregnant?  Yes/No 
How many pregnancies? ________
Children__________Miscarriages______________Tubal Pregnancies___________Abortion_______
History of Fertility Problems?_________________________________________________________________________________________________________________________________________________________________
Do you desire future Pregnancy?_________________________
Previous Treatment of Fibroids
1. Are you or have you ever been treated with Hormonal Therapy? (including Birth Control Pills)  Yes/NO

Yes/ List current medications_____________________________________________________


2. Surgical Removal of Fibroids (Myomectomy) Date and Outcome of Surgery. ____________________________________________________________________________________________________________________________________________________________

Other Gynecological History

Surgeries or Procedures (Date and Outcome)____________________________________________________________________________________________________________________________________________________

Pelvic Inflammatory Disease? Yes/ No 
Treatment and Date:____________________________________________________________

Sexually Transmitted Disease? Yes/No
Treatment and Date:_____________________________________________________________

General Medical Questions
Please list current medical conditions (asthma/respiratory problems/high blood pressure/ diabetic/ cardiac problems/ bleeding/blood disorders)________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies (medications/other):_________________________________________________________________________________________________________________________________________________________________________________________________________________________
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