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Planned Parenthood® Bucks County
MEDICAL HISTORY — FEMALE

[1Bensalem [ Bristol [ Doylestown (1 Quakertown [] Warminster

Date of visit

[JDVC [ Foundations

Age

Reason for visit

FAMILY HISTORY

Yes No
10 O
2 [ [

N/a

Adopted. Birth family history unknown. Go to next section

[1 If born before 1971, did your mother take
DES while she was pregnant with you?

LIST only blood-related Mother (M), Father (F), Sister (S),
Brother (B) who have had any of the following:

Yes No

3 [J  [IHigh cholesterol

Who

4 [] []Diabetes

5 [1 [1High Blood Pressure

6 [1 [JCancer

7 [ [ Heart attack before age 50

8 [ [IStroke

9 [I [l Osteoporosis

10 Other

I

PAST MEDICAL HISTORY

11. Allergies
List

(medications, metals, latex, or anesthesia)

12. Medications currently taking (include herbs / vitamins)

List

13. Vaccinat

ions: Check if you have had the following vaccines:

[ ] Vaccine for Rubella (German measles) / MMR
[ ] Hepatitis B (This is a series of 3 shots)
[ Vaccine for HPV/Cervical cancer (Gardasil®)

14. Family doctor/ source of medical care

[1 “Primary Care Providers” Form 167 given
Yes No Have you had or do you now have: (Please check)
15[ [] Genetic condition or Birth defect
16| [ Disability

17 ][] Surgery
18 [ [1Hospitalizations
19[] []Ongoing Health Problems

Patient Name
Acct #
Date of Birth

| CURRENT REVIEW OF SYSTEMS

Do you have any of these symptoms NOW? (Please check)

General/constitutional
Yes No

35. [ [] My health is generally good
36. [| [ Recent weight gain/loss (>25 Ibs)

37. 1 [1 Night sweats/Hot flashes

Eyes

38. [ [] Blurred or double vision; vision loss
39. [ [J Other eye problems (not glasses)
Ears, Nose, Throat and Mouth

40. [ [ Frequent sore throats

41.[J [ Ulcers/sores in your mouth

Skin

42. 7 [1 Acne

43. [ [1 Rash/sores/bumps/lesions/itching
44.[] [1 Change in mole

Respiratory / Lungs

45. [] [ Persistent cough

46. [ [ Shortness of breath

Cardiovascular
47. [ [] Heart Palpitations/Chest pain

20[] [JCancer

211 []Asthma

22[] [JTuberculosis (TB)

23[] [ Heartdisease or High blood pressure
241 []Stroke

25[] []Mitral valve prolapse/heart murmur

26[] [IPh

lebitis/blood clots in veins or lungs

27 [1 [ Anemia / Sickle cell anemia/ trait
28 [[] [ High cholesterol or triglycerides
29[ ] []Diabetes/Diabetes during pregnancy

300) [TAr

hritis

31[] []Gall bladder disease
32[] [ Thyroid problems

33[] [ISe

izures/ epilepsy / fainting

34 ] [lLiver disease / Hepatitis / Mononucleosis “Mono”
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48. ] [1 Swelling in hands or feet
Hematologic / Lymphatic

49. [ [ Blood clotting problems

50. ] [ Swollen glands

51.[1 [J Severe leg pain (calf or thigh)
Neurologic

52. ] [1 Headaches

53.[] [] Dizziness

54. [ [] Tingling / numbness in hands / feet
Psych

55. [1 [] Depression (serious/prolonged)
56. [ [] Anxiety/severe mood swings

57. ] [ Eating disorder (anorexia/bulimia)
58. (1 [1 Other psychological diagnosis
59. [1 [ In counseling with therapist
Endocrine

60. '] [1 Increase in body hair/Loss of hair
61. [ [] Excessive thirst, hunger or urination
62. [ [ Intolerance to heat or cold
Musculoskeletal

63. [ [1Weakness in arms or legs

64. [ [1Pain in joints of arms or knees
65. [| []Limited movement in arms of legs
Gastrointestinal

66. ] [ Stomach/Bowel problems

67. ] [] Abdominal pain

68. [ [1 Yellowing of skin/eyes (jaundice)
69. [ [1 Hemorrhoids/rectal pain/bleeding
Genitourinary

70. [J [ Pain or bleeding with sex

71. 1 [ Abnormal vaginal discharge/itch/odor
72.[] [ Problems holding your urine
73.[1 [ Pain when urinating

74.[1 [ Bladder or kidney problems

Staff Notes




Patient Name
Acct #

| MENSTRUAL HISTORY

Age when period first started:
Day your most recent period began: / /

Was it normal? [ Yes [ No
Periods are: [ Regular [J Irregular L Painful
Flow is: L] Light [/ Moderate [l Heavy
Periods come every days. Bleeding lasts days.
Yes No

[1  []Do you miss periods? If yes, how often?
[] [ Do you have bleeding between your periods?

[1  []Do you take medication for cramps? What?

GYN / SEXUAL HISTORY |

Yes No

[ [J Have you ever had sexual intercourse?
If yes, Age at first intercourse?

[] [ Sexually Active 1 Anal [] Oral [ Vaginal
Sexual Partner(s) [ Male [ Female []Both

[] [l Had more than 1 sex partner in past year or a new partner?

] [1 Have you had 5 or more sex partners in your lifetime?

[ [] Do you use condoms with sex every time?

[l [J Do you have any Questions/concerns about sex?

[] [J Do you want testing for sexually transmitted infections?

[] [] Have you ever had an Abnormal pap smear?

[] [JTreatment to Cervix: LEEP/laser/cryotherapy/cone?

] [ Uterine Fibroids or other uterine problems?

[ [ Breast discharge/ lumps/ surgery or other breast problems?

[} [J Pelvic inflammatory Disease (PID)?

[] [JFrequent diagnosed yeast infections?

Have you ever had the following? [ | No If yes, check below:

[/HPV/MWarts [ |Herpes [ Trichomonas

[IChlamydia [1HIV/AIDS []Molluscum

[1Gonorrhea  [1 Syphilis [ ] Bacterial vaginosis (BV)
CONTRACEPTIVE HISTORY |

Do you want a birth control method today? [] Yes [ ] No
If yes, what method?
Check ALL Contraceptive Methods you have ever used:

Now Past Now Past

I [1 [] Diaphragm

[1 [] Depo Provera (shot) [ [] Tubal Ligation

(1 [ Lunelle (shot) [ [ Vasectomy

[ [J EvraPatch [1 [J Vaginal Ring (NuvaRing)
[] [J Condom [1 [ Rhythm/Natural

[J [0 Withdrawal ] [ Cervical cap

[] [J Abstinence [1 [] Female condom

[l [J Norplant [ [ Foam/sponge/film

[] [ 1UD (Brand used)

Comments or problems with method(s):
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| PREGNANCY HISTORY
Yes No
] [ Could you be pregnant now?
[1 [ Are you planning a pregnancy in the next year?
[1 [] Have you ever had difficulty getting pregnant?
[1 [] Have you ever been pregnant? If NO, skip to SOCIAL HISTORY/HEALTH HABITS

Age at first pregnancy # of pregnancies?
Number of Live Births Date(s)
Number of C-section(s) _ Date(s)
Number of Premature bith __ Date(s)
Number of Miscarriage(s) __  Date(s)
Number of Stillbirth(s) _ Date(s)
Number of Ectopic(s) (tubal) ___ Date(s)
Number of Abortion(s) Date(s)
Number of Living children Age(s)

Have you had any of the following problems with a pregnancy?
[ ] High blood pressure [ ] Genetic or birth defects

\ SOCIAL HISTORY / HEALTH HABITS \

Yes No
[ [JDo you drink Alcohol? # drinks per week
[] [IDoyousmoke? # cigarettes per day

[ [JDo you use Street drugs? What?
\ [ ] Do you want information to get help for alcohol/drug use?

\ [ ] Do you perform monthly breast self-exam?

[ [JHave you ever had a mammogram?

[ [JHave you been hit, hurt or made to feel afraid by an intimate partner,
now or in the past?

Have you been a victim of sexual abuse or coercion?

I acknowledge that the above information is correct & complete. | understand that if
any reportable disease is found it will be reported to the Health Department.

Patient Signature Date

| STAFF NOTES

1 Emergency instructions given (Form #115)

[1 Teen counseling provided (if < age 18). Parental involvement
[1STI/HIV/Safer Sex/condom info discussed

[ Prophylactic ECPs discussed. ECPs requested / refused (#940) / undecided
[ Form #5: Medical consent /HIPAA Acknowledgement complete

[1Form 18: BCM consent signed
[ Requests to defer exam. Form #303 given/importance of exam stressed

Staff Signature Title Date

This Health History information, as supplied by the patient, was reviewed & verified by:
Clinician Signature Date
Clinician Signature Date
Clinician Signature Date
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