INITIAL PATIENT HISTORY FORM (Females Only)

Patient Name

CURRENT MEDICAL STATUS {(PLEASE CIRCLE
DO YOU NOW HAVE OR HAVE YOU EVER HAD (circle type)?
a. Dizzingss/Blurred Vision/Severe Headaches

b. Epilepsy/Seizures

c. Serious or Prolonged Depression/Anxiety

d. Eating Disorder

©. Asthma/ ung Problems

L Thyrold Problems

g. Heant Problems/High Blood Pressure/Stroke

h. Liver Problema/Jaundice/Hepatitis/Immunization

I. Kidney/Biadder Probleme or infactions
WWM

No

m. Do you have any concems about physical abuss?
n. Do you have other medical problems or chronic diseases?

Birthdate

Age Ciinic

GYNECOLOGICAL/PREGNANCY HISTORY
a. First day of last period?

b. Age period began?
¢. Date and resuit of last mammogram:

Age period ended?

e e

d. Have you ever had an abnormal Pap exam? U Yes ) No wWhen:

e. Are you sexually active? ves O no
Have you ever been sexually active? QO ves O No Age Began
. Are your periods regular? Ono -
9. Do you have pain or blesding during intercourse? L ves O No
h. Do you have breast problems? Oves QO no
I. Do you examine your own breasts? QOves Ono
How Often?

}- Do you or heve you had overyuterus problems? [l ves O no

k. Do you or have you had any unusual veginal bieeding or discharge? (O Yes Ul No

I Have you had a STD (syphilis, gonorhes, chlamydia, herpes) HIV/AIDS? O yes CF No
Do you have concems about them? [ Yes [ No

1. Are you and your pariner considering pregnancy in the next 2 years? 0 Yes O No

g. Did your mother take DES while pregnant? O Yes O No

h. Do you or your partner coma from one of the foflowing ethnic backgrounds?

0 Black 0O Mediterranean QO Jewish 0 Hispanic

L_Are you or your pariner blood relatives? (J Yes L No

j. Are you 34 years or oider and considering pregnancy? U Yes (U No

k. DO (DID) ANY OF THE FOLLOWING RELATE TO YOUR FAMILY, YOUR
PARTNER, OR YOUR PARTNER'S FAMILY? Yes Who

Birth defecls, spacify problem:

Mental Retardation

Inherited blood disorders

Two Or more miscamages

Loat a child after 5h month of pregnancy or shortly alter birih

Other Genstic Disorders:
L Is there anything that runs In your family that cancems you about having a chil? O Yes U No
m. Would you lile genetic information? U Yes U No U Refused

Referred ‘o

MEDICATION HISTORY
List all medications spu are taking now (include birth control pills, prescription

drugs, and VitRmins

List medication and/or latex allergies: None known: O3

o. Cancer: O Yes O No 1ype = When: m.Have you had vaginal infections/pelvic infections/genital sores? [ Yes [0 No
p. Do you smoke cigareties or cigars? U] Yes O No n. Number of times pregnant? Age at first pregnancy?
Pks. per day? Duration: 0. Could you be pregnant now? Oves O No
q. Take or use any alkcohol or any street drugs? What? P. Have you ever tried 1o get pregnent and couidn't? (Jyes O No
How cfien? — :OH:LETET::WFOREACHPRM
r. Hospitalization/Surgery: Praantny |  Pragramgor | omrisge { Abcesion o] gt =
2 Ended Dellvery ) Pregnant
Why?
FAMILY HISTORY/GENETIC SCREENING
DOES YOUR NATURAL MOTHER, FATHER, SISTER, BROTHER OR
GRANDPARENTS HAVE OR HAVE THEY EVER HAD ANY OF THE FOLLOWING:
Who Age of Onsal
a. Diabeles
b. Heart dissase/high bicod pressure CONTRACEPTIVE HISTORY
c. Cystic Fibrosis a. Your current method of birth control? For how long?
d. Neural tube defect
e. Cancer? U Yes O No Who: Type: b._List any methods ever used and any problems you had with tham:

| UNDERSTAND THAT ALL INFORMATION DISCUSSED WILL REMAIN CONFIDENTIAL.

Patient Signature Date
STAFF NOTES:
Staft Signature Date




INITIAL MEDICAL EXAM RECORD

Dalo of Visk Patent Number Age
COUNSELING/EDUCATION
Discussed Matarials Patient’s choice of method after counseling:
_ Ghven NOTES:

|_Reproductive Anatomy/Physiclogy: a 8
[ Methods of Contraception: Q a
|_Emerency Contraception: a [m]

Spec. Ed. on Adolescent Sexuality. O ]

Abstinence es an Option a ]

Parental iInvolvement [w] Q

Coercive sexusl activiies U a_

Breast Selt-Exam: g o

STO/MIV Prevention/Risk Q 2

Problem Conceiving a Child: g g .
Partner History:

Contact of Clinic Staff: [m] m] .
Other: (specity): a a Immunizations Yes No

Has patlent demonstrated understanding of C/E? 0 Yes LINo

Follow-up counsaling/education necessary? (Yes LINo  STAFF SIGNATURE/TITLEDATE:
vm Signs: Weight Height: Blood

Pressure:

Done | Refused| NA WNL Results

Hct orHgb
GC Test

Chlamydia Test
Vaginal Smear
Pregnancy Test
Other (specily; e.g. Urine Chemistry):

PHYSICAL EXAMINATION
Skin

ABN | COMMENTS AND ADDITIONAL DATA NOTES

WHNL

Other physical findings (specify):

ASSESSMENT SUMMARY/MEDICAL PLANTREATMENT:
{mmmnmmmmmmp

CLINICIAN SIGNATURE/TITLE/DATE: NEXT APPT
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