PLANNED PARENTHOOD OF GREATER NORTHERN NJ

MALE INITIAL HISTORY

(ASSURANCE OF CONFIDENTIALITY: This medical record is confidential and will not
be released to anyone without your written consent except as may be required by law.)
(aseguramos su cofidencialidad: Este record medico es confidencial y ho sera dado a
nadie sin su consentimiento escrito lo que seria requerido por la ley.)

PLEASE PRINT (por favor imprima) Date (fecha):

Name (nombre):

Last (apellido) First (primer nombre) M.I. (inicial) Age

REASON FOR VISIT (razén para la visita)

I am here today because (estoy aqui hoy porque): o Routine Screening Other

Other medical providers seen in the last year (otros medicos vistos en el ultimo ano):

YOUR HEALTH/WELLNESS LIFESTYLE (su salud/estilo de vida saludable)

Do you or have you ever smoked (fuma o ha fumado): o No (no) o Yes (si)
Number per day (numero al dia): Date quit (cuando lo dejo):

Do you or have you ever consumed alcohol (consume o ha consumido alcohol): o No (no) o Yes (si)

When was the last time you had more than 4-5 drinks in one day (cuando fue la ultima vez que usted tuvo mas de 4-5 bebidas
en un dia):
What social/street drugs have you used (Que drugas de la calle usas o has usado):

How often (Que frequencia): Date last used (fecha de ultimo uso):

HAVE YOU EVER USED IV DRUGS (usado drugas intravenoso alguna vez): o No (no) o Yes (si)
Have you ever had sex with an intravenous drug user (ha tenido relaciones sexual con alguien que usa drogas intravenoso):
o No (no) o Yes(si) o Unknown (ho se)

YOUR SEXUAL HISTORY (su historia sexual)

Are you currently sexually active (es usted activa/o sexualmente): o0 No (ho) O Yes (si)
Age at first intercourse (edad de su primera relacion sexual):
Number of new sex partners within the past 3 months (numero de nuevo companeros sexual en los ultimos 3 meses):
More than one sexual partner in the last 12 months (mas de una pareja en los ultimos 12 meses): o No (no) O Yes (si)
Has your partner had more than one sexual partner in the last 12 months (su pareja ha tenido mas de una pareja sexuale en
los ultimas 12 meses): 0 No (no) O Yes (si) o Unknown (no se)
Partners have been (sus parejas han sido): o Male (hombres) o Female (mujeres) o Both (los dos)
Sites of sexual contact (sitios del contacto sexual): o oral (oral) © vaginal (vaginal) o anal (anal)
Does your partner have a history of sex with the same gender (sus parejas han tenido relaciones sexuale con personas de el
mismo sexo): 0O No (no) o Yes(si) o Unknown (nho se)
Have any of your partners ever been treated for a sexually transmitted disease (sus parejas han sido tratadas por
enfermedades transmitidas sexualmente): o No (no) o Yes (si) o Unknown (no se)
Is there anyone who makes you feel unsafe (hay alguien que le hace sentir inseguro)? o No (no) o Yes (si)
Have you ever been physically or sexually abused or raped (ha sido aguna vez maltratada/o fisicamente, sexualemente o
violada/o):
0 No (no) O Yes(si) Date (fecha): Was it reported (fue reportado): o0 No (no) O Yes (si)

Did you receive counseling (recibio algun tipo de ayuda psicologica): © No (ho) O Yes (si)

Patient Name:
Patient Number:
Date of Birth:
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STD HISTORY (historia de enfermedades venereas [STD]) 0 Unchanged (ningun cambio) Date reviewed (revisado el)

Have you ever had (ha tenido alguna vez)

DATE (fecha): TREATED (tratado/o): DATE (fecha): TREATED (tratado/o):
HPV/Warts (HPV/VPH): Gonorrhea (gonorrea):
Scabies (sarna:) Chlamydia (clamidia):
Trich (tricomoniasis): Molloscum:
Herpes: Hepatitis:
Syphilis (sifilis):
HIV: - -
Do you use condoms: O No(no) O Yes(si) O Sometimes (aveces) O Always (siempre)
PLEASE ANSWER ALL QUESTIONS (Please Circle) (por favor responda a todas las preguntas)
1. History of Penile discharge Y N 5. Do you examine your Y N 8. Premature ejaculation Y N
(historia de descargo del pene): testes (examina usted sus (eyaculacion precoz):
Describe: testiculos):
2. Hernias Y N 6. Pain in testes/scrotum Y N 9. Sexual dysfunction/ Y N
(tiene dolor en sus impotence (disfuncion sexual
testiculos o escroto): o impotencia):
3. Prostate problems (problemas de Y N
prostata):
4. Have you ever had a P.S.A. Y N 7. Mass/lump in testes/ Y N 10. Lesions or bumps (nodulos): Y N
(ha tenido alguna vez P.S.A.): scrotum (masa/bulto de How long (por cudnto
testiculos/escroto): tiempo):
A. REVIEW OF SYSTEMS: (la revision de sistemas) [(verifica los usted ha recibido)]
o Unchanged (ningun cambio) Date reviewed (revisado el) 19. O Hepatitis? O HPVY O MMR O Did you receive all injections?
Y | N| GENERAL (general) O Yes (si)O No
1. Ts your health generally good? (es su salud generalmente buena) B. HOSPITALIZATION AND SURGERIES (hospitalisaciones cirgugias)
Year (fecha) Reason (rezones)
2. Unexplained weight loss or gain of more than 10 Ibs. in the past
year? (la perdida o aumento de peso inexplicados de mas de 10 Ibs. en C ACCIDENTS AND INJURIES (accidents/heridas)
el an-o pasado) Year (fecha) Reason (rezones)
3. Night sweats/hot flashes? (suda/sofocos de calor, en la noche)
4. Are you being Tr‘eated for any illnessf‘/f:ondi‘rion now? (es ’rmfudg D. FAMILY HISTORY (historia de familia)
usted para cualquier enfermedad/ condicion ahora) If yes what? (si, -
sirque) Are you adopted? (es usted adoptada/o) O Yes (si) O No

5. Hearing problems? (problemas de oido) Have your biological family (parents, brothers, sisters) had any of the

6. Frequent nosebleeds? (sangrado de su nariz) following? (par favor indique si alguno de sus padres, hermanos, hermanas, o

CARDIO-RESPIRATORY (cardio-respiratorio) hijos, han tenido lo siguiente)

7. Heart disease / stroke(enfermedad de corazon / stroke)? Enciciher:

Father, Brother

8. Chronic cough or other breathing problems/ asthma? (tos Y | N | Diagnosis (diagnéstico) i,

crénica/problemas respiratorios/asma)

hermanos)

GASTROINTESTINAL (gastrointestinal)

Heart disease/heart attack/stroke (infermedad

?
9. Stomach or bowel problems? (problemas de estomago o al del corazon, infarto, derrame cerebral)

intestinos)

P -
10. Rectal Bleeding/pain/itching? (sangrado del ano/dolor/picazén) Cancer? (cdncer) If yes, please specify (que

tipo)

GENITOURINARY itourinari
(genitourinario) If you were born before 1972, did your mother take DES (si ud. Nacio antes

de 1972, su madre tomo hormonas) NO VYES (si) UNKNOWN (no se)

11. Problem with urination or kidneys? (problemas urinarios o de los i ; T 19 9%,
Medications: Including Prescription, over-the-counter, herbals and vitamins

rifiones) catie ' 1on, als d 'ns

SKIN (piel) E]r:::r::]:la;:lones incluyendo prescribciones, fuera de rectas, vitaminas, medicias
12. Rash, itching? (sarpullido, picazon) O Yes (si) O No Current (corriente): Past 12 Months (los ultimos doc
13. 0 Tattoo? O Piercing? If yes, where? - emeses):

(tatuaje/perforaciones en el cuerpo)

NEUROLOGICAL (neurdlgico)

| [ 14 Seizures/ epilepsy? (epilepsia/convulsions) To the best of my knowledge, the above information is
PSYCHOLOGICAL (psicolégico) complete and accurate (por mi mejor conocimiento, esta
informacion es precisa y completa).

15. Depression requiring treatment? (depressién que requerir
tratamiento) Have you ever considered suicide? (considero jamas el
suicidio) O Yes (si) O No

Sighature of Patient (firma del paciente):
Date: / /

Signature of Interpreter:

16. Other psychological problems? (otros problemas psicologico)

Printed Name of Interpreter:

ENDOCRINE (endocrine)

| ] 17. Diabetes? (diabetes) Patient Name:
HEMATOLOGICAL (hematoldgico) Patient Number
Date of Birth:

18.Transfusion of blood/blood products? (transfusions de sangre o
productos de sangre)

IMMUNIZATION (Check the ones you have received) (immunizacién
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