PREGNANCY DETERMINATION AND OPTIONS COUNSELING

Check all symntoms vou have had recentlv

list when thev started

If yes, date it was done and result:

Reason stopped

My periods usually come every _ daysandlast___ days
The first day of my last period was: / /
This period was: 1 Normal U Heavier U Lighter
It lasted days
Have you had intercourse since your last period? UdYes U No
If yes, when?
Were you using birth control? O Yes 0 No
If yes, what type?
Do you want to be pregnant now? W Yes W No O Unsure
Have you had a pregnancy test recently? U Yes U No

Currently using

QO Nausea/vomiting Started:
Q Tiredness Started:
Q Frequent urination Started:
O Abdominal pain/cramping * Started:
O Breast tenderness Started:
Q Vaginal discharge™ Started:
Q Shoulder pain® Started:
U Spotting since your last period Started:
Q Other: Started:
Q Other: Started:
Q Other: Started:

Please check off all birth control methods you've used and the reason for stopping them:

Reason stopped

Currently using

4 Birth control pills g 4 Patch g
Q Depo-Provera a 4 Ring a
U Condoms g U Rhythm (Natural Method) g
Q Creaml/jelly/suppository a U Sponge a
U Diaphragm/cervical cap a O Withdrawal g
4 Iub a 4 Other: a
U Norplant a
How many? Dates How many? Dates

Live births: Abortions:

Living children: Stillbirths:

Miscarriages:

Tubal pregnancies:

ALLERGY/MEDICATION HISTORY

List all medications/vitamins/herbs/supplements you take regularly or have recently taken:

If yes, please explain:

Do you have any concerns about their effects on a potential pregnancy?

O Yes ONo

Allergies:

HEALTH HABITS AND SOCIAL HISTORY
Y|[N Y|[N

Do you smoke cigarettes? For how long?

Depression?

How many? per day or packs per day Emotional/ relationship problems
Other tobacco use? If yes, for how long? Someone hits, slaps, kicks, or hurts you
How much? per day Afraid of your partner(s), family, others

Drink alcohol If yes, per day/week

Sexual abuse in past; if yes, at what age?

Social/street drugs; if yes, type:

Does someone force you to have sex?

Amount per day/week: Other:
Notes:
Patient Signature:
Name:
Chart #: DOB: Age: Date:
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LNMP: / / # of weeks since: Q Pregnancy testing fact sheet given
HSPT result: QO Positive 0 Negative
NEGATIVE RESULT OPTIONS

Q Desires pregnancy Q Fertility info given

O Does not desire pregnancy O BC info given Choice:
Q HIV testing offered O Chlamydia test offered Q STD info given

Plan:

POSITIVE RESULT OPTIONS

Q HIV testing offered

0 CONTINUING PREGNANCY (circle one: Parenting/Adoption)-Information review and given:
Q Prenatal care pamphlet QO Adoption/foster care O STD/HIV in pregnancy info
Q Prenatal services, referrals, service descriptions and cost
O Risk of street drugs, medications, smoking and x-rays

O UNDECIDED-Information reviewed and given:

Q Parenting/Adoption/Abortion Q "Unsure About Your Pregnancy" pamphlet
Q STD info Q Time frame for 1st trimester abortion
Q PN packet A Info given on:
0 TERMINATION-Information reviewed and given:
Termination within Affiliate Referral for termination
Q STD info given O MAB packet Q STD info given
QO Support system reviewed O SAB packet d BC pamphlet given
Q BC info given O AB provider list given
O Reviewed risk QO Support system reviewed

@ BC method choice:

Q Feelings:

a Firmness:

U Reasons:

U Support system:

U0 Has proof of blood group and Rh? dYes UWNo
Blood group and Rh drawn (location):
Sentto: U Quest O Other:

Signature: Date: / /
PLAN/ADDITIONAL NOTES
A In house UTZ: O Completed O Scheduled for (date)

REFERRALS
Q Further O Repeat PT a Family Planning
counseling O Medicaid Q Prenatal Q Off-site UTZ:
d AB: O Adoption/foster care:
Staff signature: Date:
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