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Health and . .
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Health Department

Date Name Date of birth

Allergies with reactions:

Medications:

Number of Pregnancies Number of live births Number of ectopic pregnancies
Do you smoke/vape? OYes ONo Ifyes, how much per day/week/month
How long have you smoked?

Do you drink alcohol? OYes ONo Ifyes, how much per day/week/month
Do you exercise? OYes ONo Ifyes, how often

Do you use recreational drugs/marijuana O Yes O No Ifyes, how much per day/week/month

| am here today to discuss

Questions/concerns | would like to discuss

Are you up to date on your vaccines/immunizations? OYes ONo

Have you had the following:

MMR (measles, mumps, rubella) OYes ONo

Do you think you may be pregnant? OYes ONo

Would you like to become pregnant in the next year? OYes ONo OuUnsure O OkEither Way
Are you currently using birth control? OYes ONo Ifyes, what method

Are you highly satisfied with your birth control method? OYes O No

Are you having problems with your birth control? OYes ONo

If yes, what issues?

What other birth control have you used in the past?

What method would you like today?

Have you had your tubes tied (tubal ligation)? OYes ONo
Are you breastfeeding now? OYes ONo
Have you had any hospitalizations, surgeries, or serious illness in the past year? OYes ONo

If yes, please list

Have you had Yes | No | Comment

Lupus, Rheumatoid Arthritis, or other Autoimmune
Disorder, if yes, list what disorder

Seizures/Neurological disorders

Emotional problems/Depression/Mental Illness

Thyroid problems

Breast Disease/Lump/Nipple Discharge

Breast or Ovarian Cancer

Chest Pain/Difficulty Breathing/Asthma

Heart Problems/High Blood Pressure

High Cholesterol

Blood Clots/Stroke/Varicose Veins

Anemia/Blood Disorders

Diabetes

Hepatitis, Liver or Gall Bladder Disease

Stomach/Intestinal Problems

Kidney or Bladder Problems
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Have you had Yes | No | Comment

Cancer, if yes, list what kind

Migraine headaches with Aura

History of HIV

History of Genetic Disorders/Birth Defects

If yes, list what disorder
Has your family (parents, siblings only) had:
Heart Disease or Death from Heart Attack Before Age 50 O Yes O No Listrelative
High Blood Pressure OYes ONo Listrelative
Blood Clot/Stroke OYes ONo |Listrelative
Anemia/Blood Disorder OYes ONo |Listrelative
Diabetes OYes ONo Listrelative
Breast or Ovarian Cancer (any relative) OYes ONo Listrelative
High Cholesterol OYes ONo Listrelative
Genetic Disorders/Birth Defects OYes ONo Listrelative
Other Cancer OYes ONo Listrelative
Have you been sexually active in the last 12 months? OYes O No
What type of sex? O Vaginal O Anal O Oral
Have you had more than one partner in the past year? OYes O No
Has your partner had more than one partner in the past year? OYes O No
Are you currently in a long-term relationship with your partner? OYes O No
If yes, how long?
Do you have sex with males? OYes ONo
Do you have sex with females? OYes ONo
Have any of your partners been bisexual? OYes ONo
Do you use condoms? OYes ONo
Do you or your partner have symptoms of a sexually transmitted infection? OYes ONo
Are you concerned about having a sexually transmitted infection? OYes ONo
Have you or your partner been treated for a sexually transmitted infection or used needles? OYes O No
Have you or your partner been diagnosed with: (circle any that apply)
Gonorrhea Syphilis Chlamydia Herpes HPV/Warts HIV NGU  Trichomoniasis
Have you or your partner ever traded sex for anything ever? OYes ONo
Has anyone ever hit or hurt you? OYes O No
Have you ever felt pressured or forced to have sexual intercourse? OYes ONo
Has anyone touched you in a way that made you feel uncomfortable? OYes ONo
When was the last time you had unprotected sex? (vaginal, oral, anal)
First day of last period  Month Date
Any unusual/missed periods lastyear? OYes O No
Is your bleeding: OLight OMedium OHeavy
How many days do you bleed? Do you have severe cramps? OYes ONo
Last pap smear? Result
Ever had an abnormal pap smear? OYes ONo Ifyes, listresults
Any unusual vaginal discharge/odor? OYes ONo
Any vaginal itching/burning/sores/warts? OYes ONo
Any pain/bleeding with sex? OYes O No
Ever diagnosed with PID/infection of uterus, tubes, ovaries? OYes ONo
Any uterine growths/fibroids/abnormalities? OYes O No
Any pain/burning with urination? OYes O No
Have you had a hysterectomy? OYes ONo
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