Planned Parenthood® Bucks County
MEDICAL HISTORY — MALE
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Date Age
Reason for visit

| FAMILY HISTORY

Yes No N/a

o O
o o o

Adopted -- Birth family history unknown
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 Who
[1  [JHigh cholesterol
[l [ Diabetes
[ [JHigh Blood Pressure
[l [Jcancer
U
N
N

[ Heart attack before age 50
[] Stroke
[] Osteoporosis

Other

| PAST MEDICAL HISTORY |

Allergies (medications, metals, latex, or anesthesia)
List

Medications currently taking (include herbs / vitamins)
List

Family doctor/source of medical care

[] “Primary Care Providers” Form 167 given

Yes No Have you had or do you now have: (Please check)
[1 L[] Genetic condition or Birth defect

[] Disability
L] Surgery
L] Hospitalizations

[ 1 Ongoing Health Problems
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[] Cancer
] Asthma
[l Tuberculosis (TB)
[] [] Heart disease or High blood pressure
10[] [JStroke

11[] L[] Mitral valve prolapse/heart murmur

12 [] [l Phlebitis/blood clots in veins or lungs

13[] L[] Anemia/ Sickle cell anemia/ trait

14 ] [ High cholesterol or triglycerides

15[] [l Diabetes

16 ][] Arthritis

17 ][] Gall bladder disease

18 ] [l Thyroid problems

191 [ Seizures/ epilepsy / fainting

20 ] [lLiver disease / Hepatitis / Mononucleosis “Mono”
211 []Vaccine for Hepatitis B virus

22[] [1Vaccine for Rubella (German Measles) / MMR
14 808

Patient Name
Acct #
Date of Birth

| CURRENT REVIEW OF SYSTEMS

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

Yes No Staff Notes
23. [1 [J My health is generally good
24. [ [J Recent weight gain/loss (>25 Ibs)
25. [1 [ Night sweats
26. [ [ Fever / Flu-like symptoms
Eyes
27. ] [ Blurred or double vision
28. [1 [ Other eye problems (not glasses)
Ears, Nose, Throat and Mouth
29. [ [J Frequent sore throats
30. [ [J Ulcers/sores in your mouth
Skin
31. [ [J Rash, sores, bumps or lesions
32. [ [J Change in mole
Respiratory / Lungs
33. [ [J Persistent cough
34. [ [ Breathing problems
Cardiovascular
35. [ [J Heart Palpitations/Chest pain
36. | [J Swelling in hands or feet
Hematologic / Lymphatic
37. [ [J Blood clotting problems
38.[J LI Swollen glands in groin area
39. [ [ Other swollen glands
Neurologic
40. [1 [1 Headaches
41.[1 [ Dizziness
Psych
42. [ [ Depression (serious/prolonged)
43. [J [J Anxiety/severe mood swings
44. [ [ Eating disorder (anorexia/bulimia)
45. [] [ Other psychological diagnosis
Endocrine
46. ] [ Increase in body hair/Loss of hair
47. [ [] Excessive thirst, hunger or urination
48. ] [ Intolerance to heat or cold
Musculoskeletal
49. [ [1Weakness in arms or legs
50. [1 [JPainin joints of arms or legs
51. [1 [ Limited movement in arms or legs
Gastrointestinal
52.[] [1 Stomach/Bowel problems
53. [ [ Yellowing of skin/eyes (jaundice)
54. [1 [1 Hemorrhoids
55. [1 [] Rectal pain/bleeding
56. | [J Rectal itching or discharge
Genitourinary
57. [J [ Pain/bleeding with sex/ejaculation
58. ] [ Discharge from penis
59. ] [I Pain/burning when urinating
60. ] [] Change in testicle size
61.[1 [ Blood in urine




| GENITAL / SEXUAL HISTORY

Age at first intercourse

Sexual Partner(s) [ Male [lFemale []Both

Yes No
[] [1Have you had an injury to your testicles / groin?

[] [1Have you ever had a hernia?

[] [ Had any problems with your scrotum (hydrocele / varicocele)?

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

[] [JHad 5 or more sexual partners in lifetime?

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

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

[] [] Do you want testing for Sexually Transmitted Infections (STIs)

[] [] Do you ever use your mouth to have sex?

[] [] Do you ever use your rectum to have sex?

[] [J Has a sex partner recently been diagnosed or treated for a STI?
Date Type of infection

[] [11s a sex partner having any symptoms of a STI now?
Type of symptoms

[] [J Have you ever caused a pregnancy?
[] [J Have you fathered any children with genetic or birth defects?

Have you ever had the following? [] No If yes, check below:
[IHPV/Warts [1Herpes [] Trichomonas
[IChlamydia [1HIV/AIDS []Molluscum
[1Gonorrhea ] Syphilis [] Bacterial vaginosis (BV)

| SOCIAL HISTORY / HEALTH HABITS

Yes No

[/ Do you drink Alcohol? # __ drinks per week
[IDoyou Smoke? # _ cigarettes per day
[] Do you take Street drugs? What?
[ ] Do you perform testicular self-exam? (Examine your testicles)
[Jwant information to get help for alcohol/drug use?

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

[] [JBeen 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

14 8/08

Patient Name
Acct #
Date of Birth

| STAFF NOTES

L] Emergency instructions given (Form #115)
L] Teen counseling provided (if < age 18). Parental involvement

L] sTI/Safer Sex/condom info discussed

L] Form #5: Medical consent /HIPAA Acknowledgement complete

L] Pt refuses exam. Form 644 given/explained. Exam encouraged to R/O
other STls.

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




