@Planned Parenthood . ~
of Maryland, Inc. Affix Label Here
Client's Name:
Female Comprehensive History DOB: Date: )
Reason for today'’s visit: Age:
Some of these questions are personal, but they help us in evaluating your health.
HOSPITALIZATIONS / SURGERIES
= 2 Year | Reason
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ALLERGIES
1. Are you allergic to: [ latex FAMILY HISTORY
[ medication (please list) Are you adopted? [J Yes [ No [ | do not know my family history.
Has your parent, sibling or grandparent had any of the following?
GENERAL Yes | No | Diagnosis Relative
2. Have you been under a provider’s care for any Cancer (Breast, Ovarian, Uterine, Colon)
illness or chronic condition? If yes, describe: Diabetes
Genetic Problems
3. Are you taking any medications (drugs, vitamins, over High Blood Pressure
the counter medication, and herbal medication)? If High Cholesterol or Fats
yes, please list: v History of Blood Clotting Disorders
IMMUNIZATIONS v Other:
4. Hepatitis B [1shot1l [Jshot2 []shot3 Father or brother with heart attack/stroke
5. HPV [ishot1l (Ishot2 [ shot3 before age 55
6. Rubella/MMR Mother or sister with heart attack/stroke
7. Chicken Pox (U Disease / [] Vaccine) before age 65
CARDIOVASCULAR SOCIAL HISTORY \d
8. High Blood Pressure v | Yes| No |
9. High Cholesterol / Triglycerides Nicotine, Alcohol, and/or Drug Use
10. Heart Disease/Murmur/Mitral Valve Problems » Smoke cigarettes, cigars, pipes, or chew tobacco
NEUROLOGIC How much per day?
11. Stroke v Drink alcohol (beer, wine, liguor) -- drinks per week
12. Migraine * Do you or your partner use street or 1V drugs?
13. Seizures/Epilepsy ) 4 Do you feel like you should cut down or stop using
GASTROINTESTINAL alcohol/drugs?
14. Irritable Bowel Syndrome or Crohn’s Disease Exercise
15. Liver Disease / Jaundice / Hepatitis | | Exercise times per week for minutes
16. Gall Bladder Disease Relationship & Safety
ENDOCRINE @ | Violence and sexual abuse are common in many people’s lives. There
17 Diabetes is help for you if you are being hurt or abused.
(Note: PPM is required to report cases of child abuse or neglect that
18. Thyroid Problems occurred as a minor, even if you are now over age 18.)
RESPIRATORY ® | My partner has threatened or frightened me.
| | I 19. Asthma / Tuberculosis / Chronic Cough 1 Often 0 Sometimes 1 Never ] Deckin
GENITOURINARY My partner has physically abused me.
20. Uterine Abnormality / Fibroids 9 | O Often 0 Sometimes 1 Never ] Deckin
21. Endometriosis ¥ | I have been forced to have sex.
22. Pelvic Infection/Pain/P1D ¥ | [ Often [ Sometimes [1 Never [Decline
23. Breast Discharge / Lump ; . .
SO Gl e Please continue with form on back of this page. 2
| I 24. Broken Bones / Osteoporosis *** Staff Use Only ***
MENTAL HEALTH 9 | HCA COMMENTS
25. In Counseling
26. Depression / Anxiety / Bi-Polar
27. Suicide Attempt
28. Eating Disorder
HEMATOLOGIC v _ )
29. Anemia [ Hx Reviewed
30. Blood Clotting Disorder (Leq / Lung / Brain) HCA Signature: Date:
31. Sickle Cell Anemia / Trait / Thalassemia * Give client headache guestionnaire.

¥ = Babies Born Healthy: These health issues are important for having a healthy baby as well as maintaining your own health.
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To be filled out at first well-woman exam and every 3 years.




SEXUAL HISTORY

Age at first vaginal sex ) Never sexually active

Yes

No

Are you sexually active now? Check all that apply.
[ Vaginal (1 Anal (1 Oral Date of last sex?

Have you had a new or more than one sexual partner in the
last three months?
How long have you been with
your current partner?
Partners are: (1 Men [1 Women [ Both

Affix Label Here

Client’s Name:

DOB: Date:

GYN HISTORY

Yes | No

Do you protect yourself from sexually transmitted
infections? If yes, how?

Is this your first pelvic (GYN) exam?
Date of last Pap:

Do you douche?

Have you ever had a sexually transmitted infection? If so,
please check: [] Chlamydia 1 Gonorrhea
] Genital Warts (] Cervical HPV (] Hepatitis B or C
(1 Herpes 0 HIV (] Syphilis
(1 Trichomoniasis [ Other

Have you ever had an abnormal pap smear?

If yes, date

Treatment: (] Cryotherapy [J LEEP [1 None
Follow-up Paps: [1 Normal [ Abnormal [ None

Do you want testing for sexually transmitted infections
today?

Do you have bleeding or pain during or after sex?

FAMILY PLANNING HISTORY

What was the first day of your last normal menstrual period?
Age periods started

Periods come every days and last days.

Please describe any problems you have had with your periods:

Check all birth control methods you have used:

PREGNANCY HISTORY [l never pregnant

0 Pill oiuc [1 Condoms [ Sterilization Yes | No
[J Depo [ Diaphragm [ Patch [ Natural Family Ping Are you breastfeeding now?
L Ring - Spermicide [ Withdrawal/Pull out Have you ever had an ectopic (tubal) or molar pregnancy?
[1 Sponge [ Norplant/Implanon (] Other # weeks ] ]
Date of last sex without using a Mo/Year Pregnancy Result carried Birth weight
birth control method (including condoms): " vaginal " miscarriage
Yes | No [ c-section [ abortion

Do you or your partner use birth control now? [ vaginal [l miscarriage

If so, what? [] c-section  [] abortion

How long have you used this method? [ vaginal [ miscarriage

Are you happy with this method? [ c-section [ abortion

If no method: [ trying to get pregnant [ vaginal [ miscarriage

[1 partner(s) is same sex [ other [] c-section [ abortion

What birth control method do you want today? [ vaginal [l miscarriage

[ Don’t know [] c-section  [] abortion

Do you hope to have (more) children? If yes, when?
[] More than one year [] Less than oneyear [ Unsurg

FILL OUT THIS SECTION IF YOU ARE UNDER 18 YEARS OLD

Yes | No

Are you familiar with Emergency Contraception (EC) and
that you can buy it without a prescription if you are over 18?

Are your parent(s)/guardian(s) aware of your visit to
Planned Parenthood of Maryland?

*** Staff Use Only ***

HCA COMMENTS

Are there other problems you’d like to discuss today? Please
explain:

CLIENT SIGNATURE

TO THE BEST OF MY KNOWLEDGE, THIS INFORMATION IS
COMPLETE AND CORRECT.

X Date:

*** Staff Use Only ***

CLINICIAN COMMENTS

[ Hx Reviewed

HCA Signature:

Date:

[ Hx Reviewed

Clinician Signature: Date:

¥ = Babies Born Healthy: These health issues are important for having a healthy baby as well as maintaining your own health.
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