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WMCC #___________________________ 

Patient Name: ______________________ 

Date of Birth:   ______/______/________ 

 

 

Welcome to West Michigan Cancer Center. We are looking forward to working with you. Please complete 

the questions below and send the requested documents to help us partner with you in your care. 

 

Patient Name: ______________________________________________________DOB: _______________  

Preferred pronouns:  _________________________________________________Date: _______________ 

 

1. Chief Complaint:  What is the primary reason for today's visit? 

☐ Obtain Diagnosis/Confirmation   ☐ Pain Management    ☐ Infertility    ☐ Surgical Consultation    

 ☐ Second Opinion   ☐ Other: _________________________________ 

 

2.  Goals for this consultation/appointment:  

a) _____________________________________ 

b) _____________________________________ 

c) _____________________________________ 

 

3. Pain Profile 

a) Pain Locations (Check all that apply): 

☐ Lower Abdomen   ☐ Lower Back   ☐ Pelvic Floor   ☐ Rectal   ☐ Legs/Thighs ☐ Other/Comments:  

b) Pain with menstrual periods: Rate 0–10: _____  Age pain started: _____ 

       Comments: ______________________________________________________________________ 

        ________________________________________________________________________________ 

        ________________________________________________________________________________ 

c) Pain with penetrative intercourse: ☐ Yes   ☐ No    ☐ N/A  

        Check all that apply:    ☐ deep pain      ☐ pain at the entry 

        Comments: ______________________________________________________________________ 

        ________________________________________________________________________________ 

        ________________________________________________________________________________ 
 

d) Pain with bowel movements:  ☐ Yes ☐ No  

             If yes, does it only happen during your period?  ☐ Yes ☐ No   

       Comments: ______________________________________________________________________ 

        ________________________________________________________________________________ 

        ________________________________________________________________________________ 
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e) Pain Timing: Check all that apply: 

☐ During period   ☐ During ovulation   ☐ Constant   ☐ Random/Intermittent 

           Comments: ______________________________________________________________________ 

           ________________________________________________________________________________ 

           ________________________________________________________________________________ 

4. Menstrual History 

a) Age of first period: _____  Days between cycles: _____ Days of bleeding: _____ 

b) Flow Heaviness: ☐ Light   ☐ Medium   ☐ Heavy (Change protection every <2 hours) 

c) Functional Impact:  Do you miss work/school/social events due to pain?   ☐ Yes ☐ No  

          Comments:   ______________________________________________________________________ 

           ________________________________________________________________________________ 

           ________________________________________________________________________________ 

5. Associated Symptoms Check all that apply: 

    ☐ Cyclical Bloating   ☐ Painful Urination   ☐ Fatigue   ☐ Nausea/Vomiting ☐ Shoulder Pain (During period) 

☐ Brain Fog   ☐ Constipation/Diarrhea 

    Other/Comments: ______________________________________________________________________ 

        ________________________________________________________________________________ 

        ________________________________________________________________________________ 

6. Surgical/Treatment History 

a) Please list all previous laparoscopies or laparotomies of the abdomen or pelvis.  Include date of 

surgery, type of surgery and surgical findings and/or pathology. 

Example: 

    1. 10/2016 Colon Resection / Results:  benign tumor 

    2.  3/2023 Laparoscopic Endometriosis Resection / Results:  Endometriosis found in pelvis, on ovaries 

and cervix  

     __________________________________________________________________________________ 

     __________________________________________________________________________________ 

     __________________________________________________________________________________ 
 

7.  Current Medications:  Please list all current medications with doses and timing for use (list here or provide 

document showing all current medications): 

__________________________________________________________________________________ 

     __________________________________________________________________________________ 
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     __________________________________________________________________________________ 
 

8.  Past Hormonal Treatments:  Please list all Birth Control Pills, Progestin Pills, IUD, Depo-Provera, 

Nexplanon, Lupron, Orilissa, etc. Please include: when used, duration/length of use, how did it affect pain, 

why was it discontinued.  

Example:   

1/25-4/25 Lupron 3 months, decreased bleeding & pain, discontinued due to mood changes and sleep 

disturbance 

      ________________________________________________________________________________ 

      ________________________________________________________________________________ 

      ________________________________________________________________________________ 

9. Documents:   

    Please have the records listed below sent to WMCC fax @ 269-373-7431 before WMCC is able to schedule 

your first appointment. 

 Operative reports from prior surgeries 

 Pathology reports from prior surgeries 

 All Pap tests and endometrial biopsy results 

 Reports from all abdominal and pelvic imaging in the last 3 years (ex:  MRI, CT, Ultrasound, etc.) 
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