r[j Planned Parenthood

of Southeast lowa

Name DOB Age Date Pt. #
Review of Systems
Yes | No | General Hospitalization and Surgeries
1. Is your health generally good? Year Reason
2. Are you being treated for any illness/condition now?
If yes, what?
3. Birth defects or genetic problems?
4. Cancer? If yes, where/when? Yes | No Family History
5. Eye problems? O glasses O disease O other? Are you adopted?
6. Tobacco use? How old when you started? Has your biological family (parents, brothers, sisters) had any of the
How many cigarettes per day? following?
Smokeless tobacco cans/pouches per week? Diabetes?
7. Alcohol use? How many drinks per week? Osteoporosis?
8. Do you currently take medicine: prescription, over-the Heart disease/heart attack/stroke before age 50?
counter, or herbal? Please list: High cholesterol?
Genetic problems?
Cardio-Respiratory Blood clots?
9. Mitral valve prolapsed? Cancer? |If yes, please specify:
10. Heart murmur? Social History
11. Varicose veins? Are you being physically abused?
12. Blood clots (head/leg/lungs)? Have you had sex for drugs or money?
13. Stroke or stroke-like problems? Has anyone forced you to have sex?
14. High blood pressure? Are you being sexually abused?
15. High cholesterol/Lipids/Triglycerides? Who helps you and supports you with your problems?
16. Chronic chough, breathing problems, asthma, or hay fever?
17. Tuberculosis or exposure to tuberculosis? Are you afraid of anyone:
Gastrointestinal O partner O family member O other?
18. Stomach or bowel problems? Please Complete Other Side 2 2 >
19. Liver problems (hepatitis, tumor, jaundice, etc)? Staff Comments/Explanations (by number)

20. Galbladder problems?
Musculoskeletal
21. O arthritis O osteoporosis O osteopenia O other?
Skin
22. Skin problems? If yes, what?
O tattoo O piercing
Neurological
23. Migraine/Headaches/Aura (diagnosed by MD/NP/PA)?
24. Seizures/epilepsy?
25. Sensory problems?
26. Meningioma?
Psychological
27. Have you ever considered suicide?
28. Depression requiring treatment? O past O present
Other psychological problems?
29. Eating disorder?
Endocrine
30. Thyroid problems?
31. Diabetes? Pre-diabetes? Diabetes during pregnancy?
32. Cushings syndrome?
33. Mono (mononucleosis)?
Hematological/Lymphatic
34. Anemia (low iron)?
35. Sickle cell disease/trait?
36. Blood clotting disorder?
Allergy
37. Are you allergic to any drug, medication, latex or other
substance, including local anesthesia? If yes, to what and
type of reaction:
Childhood Immunization
38. Hepatitis A O shot 1 O shot 2
39. Rubella
40. Hepatitis B O shot 1 O shot 2 O shot 3
41. Human Papillomavirus (HPV) Gardasil O shot 1 O shot 2 O shot 3
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Name

Date Pt. #

Pregnancy History 0O never pregnant

Yes No STI/HIV Risks

Delivered Abortion/Miscarriage Have you received blood or blood products prior to 19787
Mo Yr | Vag | C-Sec | Problems Yr Wks Abort Mis Have you ever used street drugs? If yes, when/what?
Have you ever shared needles (eg, injecting drugs,
tattooing, piercing)?
Do you use condoms? O some of the time O all of the time O never
Do you have sex with O men O women O both
Do you have (check all that apply) O vaginal O oral O anal sex?
Were there any genetic abnormalities? Please check all that apply to your present partner(s):
Contraceptive History O past or present use of blood or blood products
Current birth control method? How long? O use of street drugs

Any problems with this method? O yes O no
If yes, what?

O multiple partners O bisexual
Infected with O HIV O STI

What method do you want to use now?

Age of first vaginal intercourse?

Are you planning a pregnancy in the NEXT year? 0O yes O no

Any history of sexually transmitted infection?

Which of the following methods have you used in the past?

O chlamydia O gonorrhea O genital warts O herpes

Method Comment/Problem

O syphilis O PID O HIV/AIDS

0O Abstinence

Do you have vaginal bleeding after sex? O yes O no

O Tubal O Vasectomy O hysterectomy

How many sexual partners do you have

O birth control pill Now? Past year? Lifetime?
O the patch Additional Comments
O the ring

Implant: O Norplant O Implanon

O Depo-Provera (the shot)

IUD: O Mirena O ParaGard

Condoms: O male O female

0O Diaphragm O FemCap O Lea’s Shield

0O sponge O spermicide

O rhythm
0O NFP (Natural Family Planning)/FAM

O withdrawal

Yes | No | Reproductive

42. Breast lump or nipple discharge?

43. Bladder, urine leaks, or kidney problems?

44, Uterine fibroids?

45. Ovarian cysts?

46. Endometriosis?

47. If born before 1970, did your mother take DES while
pregnant with you?

To the best of my knowledge, the information | have provided is
correct and complete.

48. Abnormal pap? If yes, when?

49. Pain with sex? Other sex problems?

sores/bumps?

50. Vaginal discharge that itches, burns, or has a bad odor? Any

Client Signature Date

Menstrual History

51. Age periods began?

Staff Signature Date

52. Number of pads/tampons used on heaviest day?

History reviewed:

53. Length of period? # of days between periods?

54. Are your periods usually regular? O yes O no

55. Last period started on:
It seemed O normal O not normal

Staff Signature Date

56. Do you experience, before or with periods
O severe cramps O bloating O bowel problems O emotional changes

57. Do you have vaginal bleeding between menstrual periods? O yes O no

Staff Signature Date
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