p Planned Parenthood®

of Southern New Jersey Chart #

Initial Medical History On-Line

Welcome to Planned Parenthood. These questions will help us assess your health needs. This is a confidential record.

Today’s date NAME Birth date Age
Race: White __ Black ___ Native American_____ Asian____ Ethnicity: Hispanic____ Non-Hispanic
Are you ALLERGIC TO ANY MEDICATIONS OR ANY OTHER SUBSTANCE? NO___ Yes_

If yes, please list:

GYNECOLOGIC /MENSTRUAL HISTORY

How old were you when your periods started?

Do you have a period every month? yes _ no____ If no, please describe

Do you have premenstrual symptoms? No__ yes_ If yes, please describe

When was your last pap test? Was itnormal? __ yes __ no, explain why not normal

What year was your first pap test? Have you had any abnormal pap tests? no___ yes, what year?
Did your mother take DES when she was pregnant with you? no__ yes_

CONTRACEPTIVE HISTORY

List all methods of birth control you have used:

YES NO
____ When you have intercourse, do you use a method of birth control? If so, what?

For how long have you used this?
___ Have you had problems with this or any other type of birth control? Explain

____ Do you want a method of birth control today? If so, what?

PREGNANCY HISTORY O Never pregnant (skip to the next section)

Age at first pregnancy Number of: Total pregnancies _ Livebirths __ Vaginal deliveries
Cesarean sections Livingchildren __ Premature births __ Miscarriages

Abortions __ Stillbirths Ectopic (tubal) pregnancies Any genetic abnormalities?

Date of last delivery or abortion Did you have diabetes with any of your pregnancies? no____ yes, what year?
Are you breastfeedingnow? no__ yes_

PAST/PRESENT MEDICAL HISTORY

General YES NO

YES NO PLEASE CHECK OFF BELOW Respiratory

__ __ My health is generally good _ ___ Asthma

__ __ Weight gain or loss of over 15 Ibs. __ __ Tuberculosis

____ Anycancer, genetic, or hereditary disease Gastrointestinal

__ ___ HepatitisA,B, orC ___ ___ Gallbladder disease or Liver disease
__ __ Areyour immunizations up to date Genitourinary

Recurrent bladder infections /Bladder control problems
Uterine fibroids / ovarian cysts / endometriosis

Breast history
Breast lumps or severe pain, nipple discharge

Cardiovascular Hematological
o High Blood pressure Anemia / low iron
- Heart murmurs, heart palpitations Sickle Cell Anemia / trait / thalassemia

Blood clot in lung, chest or legs Hemophilia / leukemia

Neurologic Endrocrine

__ __ Seizure disorder, stroke ____ ___ Thyroid disease

- Chronic numbness, tingling of arms or legs __ __ Diabetes

Musculoskeletal ____ Frequent night sweats / hot flashes
- Arthritis Eves, Ears, Nose, Throat, Mouth

Eye disorders (double vision )

Psychological - Hearing problems
Depression /Anxiety disorder / frequent mood swings

Under the care of a Psychiatrist / Psychologist

ANHO4 IANIT-NO INOHd ANIT-NO INHO4 ANIT-NO WOHH ANIT-NO WHOH IANIT-NO INOHd INIT-NO INHO4 INIT-NO WO¥4 ANIT-NO



NAME DATE CHART#

SURGICAL HISTORY_ _ Have you had any surgery that required hospitalizations? No___ Yes If yes, please write what

type of surgery and what year it was performed

FAMILY HISTORY Does anyone in the family have any of the following diseases: no____yes___if yes, please indicate which

people in your family have had the diseases (F) father (M) mother (B) brother (S) sister
Are you adopted? YES NO
Blood clot(s)

Stroke, Heart Attack, Heart Disease (age of onset:

Diabetes Breast, Ovarian or Uterine Cancer (age of onset:

High Cholesterol (over 300) Other Cancer
High Blood Pressure

Osteoporosis (brittle bones)

If you have children under 6 years old, have they been tested for lead poisoning? YES___ NO
Are your children up to date with vaccinations? YES NO
(If NO, do you need information on where to go for vaccinations and lead screening? YES NO )

SOCIAL HISTORY

YES NO Please check off below

Do you smoke? If so, how many cigarettes per day?
Do you drink alcohol? If so, how often/how much?
Do you or your partner use street or IV drugs? If so, what?
Would you like to receive information on where to get help for a drug or alcohol problem?

Do you want to discuss problems related to rape, incest or domestic violence?

Do you exercise regularly?

Do you have concerns about your weight or eating habits that you would like to discuss today?

SEXUAL HISTORY

These questions may seem personal but they help us to evaluate your health. All information is confidential. Please answer
only the questions you are comfortable answering.
YES NO UNKNOWN Please check off below
Have you had sexual intercourse? Age first time
Are you currently in a sexual relationship?
Is your sexual contact: ¥ all that apply o Vaginal o Anal o Oral
Have you had more than one partner in the past year? Are your partner(s) omale o female o both
Has your partner had more than one sexual partner in the past year?
Has your partner had any bisexual relationships?
Do you practice safe sex?
Does your partner practice safe sex?
Do you want to be tested for sexually transmitted infections and/or HIV?
Do you have any questions or concerns about sex that you would like to discuss today?

To the best of my knowledge, the information on this history form is complete and correct.

CLIENT SIGNATURE Date

Sign at initial medical visit and annual visit update:

NHO4d INIT-NO INOYdd ANIT-NO INHO4 INIT-NO WOHH ANIT-NO WNHOH IANIT-NO INOHd INIT-NO INHO4 INIT-NO INOYd ANIT-NO

CLINICIAN SIGNATURE Date
CLINICIAN SIGNATURE Date
CLINICIAN SIGNATURE Date
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CLIENT VISIT FORM ON-LINE
Please fill in all blanks. Please ask if you have any questions. All information is confidential.

Date Reason for visit

Name Date of Birth Age
SS# Phone #

Address City State Zip

Marital status: single married divorced separated widowed
Can we write/call you identifying ourselves as Planned Parenthood? yes no
If answer is no, our contact code is “MAXINE”

Emergency contact: Name: Relationship
Address Phone
What is your monthly income? How many people does this support?

Is your income from a Job — Unemployment—Partner ---Husband — Parents --Other
How many years of school have you completed?
Are you a student now? no___ yes___ Which: High School___ College__ Other____
Do you currently smoke cigarettes? no__ yes _ , how many a day?
Have there been any changes in your family’s medical history since your last visit? no_ yes
If yes, please explain
What is your present form of birth control (including condoms)
First day of your last period started
Was this a regular period? __ yes _ no, if no, why?
# births # abortions___ # miscarriages

Review of Systems NO YES If Yes, Please describe as needed below
Vaginal discharge/itch/odor
Painful sex / pain with urination

Severe menstrual cramps or severe
abdominal pain

Breast lump or breast discharge
Any skin changes/ more acne
Unprotected sex since last period
Any chest pain/ trouble breathing
Hospitalizations/ surgeries

Severe headaches/ blurred or double
vision / Leg or arm numbness
Currently on medication prescribed by
Dr. or taking over the counter
medications

Physical or sexual abuse, incest

NYO4 IANIT-NO INOYdd ANIT-NO WHOH ANIT-NO INOHd ANIT-NO WNHO4 IANIT-NO INOYd ANIT-NO WHOH IANIT-NO INOHd ANIT-NO

Alcohol or drug use

Sexually transmitted diseases, including
hepatitis (A,B,C)

Are you in any pain today? Please circle 0=no pain  9-10 = worst pain
Where is the pain? @ @ @ @ ® @
(] -2 34 5-6 7-8 8-10

Location:
| hereby request that a person authorized by PPSNJ provide appropriate evaluation, testing, and treatment,

including a birth control method, if requested.
Client signature: Date:

Staff signature: Date:
ON-LINE FROM ON-LINE FORM
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