
Six Rivers Planned Parenthood:  MEDICAL  HISTORY FOR FEMALES 

Confidential                     CHART # __________________ TODAY'S DATE_________________ 

NAME ________________________________________DATE OF BIRTH ______________ AGE__________ 

family history Has anyone in your family had trouble with the following? 

 Include mother (M), father (F), brother (B), sister (S), grandmother (GM), grandfather (GF) 

_________ ADOPTED (family history unavailable) 
 No   Not Sure Yes Who  No  Not Sure Yes Who No   Not Sure Yes Who 

___  ___  ___ high blood pressure ___ ___ ___ ___ cardiovascular disease ___ ___ ___ ___  If born before 1972,  
___  ___  ___ heart attack bef. age 50 ___ ___ ___ ___ bleeding problem ___                        did your mother take DES?  
___  ___  ___ stroke ___ ___ ___ ___ cancer colon ___ ___ ___ ___  genetic or inherited conditions  ___ 
___  ___  ___ general anesthesia ___ ___ ___ ___ cancer breast ___ ___ ___ ___  sickle cell, Tay Sachs, PKU ___ 
___ ___ ___ cerebrovascular disease___ ___ ___ ___ cancer ovarian ___ ___ ___ ___  osteoporosis  ___ 
___ ___ ___ diabetes ___ ___ ___ ___ cancer uterine ___ ___ ___ ___  thyroid problems  ___ 
___ ___ ___      high cholesterol               ___           ___ ___ ___   cancer (others)             ___           ___ ___ ___ hyperlipidemia (fat in blood)        ___ 
COMMENTS:____________________________________________________________________________________________________________ 

medical history -     Have YOU had any of the following? 

No  Yes Now No  Yes Now No  Yes Now  
___ ___ ___ digestive problems ___ ___ ___ Immunization/illness for ___ ___ ___ Have you had a partner(s) with urethritis? 
___ ___ ___ heart disease/chest pain Hepatitis B, German Measles, Rubella   Are you allergic to: 
___ ___ ___ high blood pressure ___ ___ ___ numbness/tingling ___ ___ any medicine: If yes, specify:_________ 
___ ___ ___ high cholesterol ___ ___ ___ breast disease/surgery ___ ___ copper 
___ ___ ___ stroke ___ ___ ___ pelvic infections                           ___ ___               rubber/latex 
___ ___ ___ blood clots/bleeding problem    ___  ___ ___ pelvic tumor/fibroids ___ ___ local anesthetic/general anesthetic 
___ ___ ___ varicose veins                           ___  ___ ___ uterine abnormalities ___ ___ other: if yes, specify:________________ 
___ ___ ___ anemia ___ ___ ___ vaginal infections ___ ___ Do you smoke cigarettes? 
___ ___ ___ depression/anxiety                    ___ ___ ___ endometriosis  Packs per day ____________________ 
___ ___ ___ epilepsy/seizures ___ ___ ___ obesity  How many years?_________________ 
___ ___ ___ diabetes ___ ___ ___ gallbladder disease ___ ___ ___ Do you have a history of drug use/ abuse? 
___ ___ ___ thyroid problem                         ___ ___ ___     eye problems ___ ___ ___ IV drug use? 
___ ___ ___ liver disease/hepatitis ___ ___ ___ severe illnesses ___ ___ Current or past partner an IV drug user? 
___ ___ ___ kidney/bladder disease ___ ___ ___ hospitalizations-surgeries ___ ___ Do you have a disability that might make an 
___ ___ ___ lung disease/asthma ___ ___ ___ any cancer, esp. of uterus,  exam difficult in any way? 
___ ___ Do you take any medication  vulva, ovary, colon ___ ___  New sexual partner in last two months? 
 now?  If so, please list: ___ ___ ___ sexually transmitted diseases ___ ___ Have you or your partner had more than one 
 ______________________ ___ ___ ___ gonorrhea, herpes, syphilis  partner in last two months? 
___ ___ ___    loss of urine (incontinence) ___ ___ ___ abnormal pap report ___ ___  Do you drink alcohol? 
___ ___ ___    Anorexia, bulimia, eating           ___ ___ ___     headaches                                   ___ ___              Genetic conditions 
 disorder ___ ___ ___ migraine headaches ___ ___              Have you had a blood transfusion/exposure  
___ ___           Do you take over-the counter    staff use only:  focal neuro symptoms                                             to blood products? 
                        medications, herbal meds?                                ___ no ___ yes, describe:            ___ ___              OB-GYN surgery? (specify) 
                        ______________________                               _____________________                                        _________________________________ 
 

 

COMMENTS:_________________________________________________________________________________________________________________ 

menstrual history 
(When not taking birth control pills) 

Age period started ________________________  
Periods are: 
regular _________ irregular ________________  
light________moderate________heavy _______  
Number of pads or tampons used in a day of heavy 
flow ___________________________________  
Do you have cramps with your periods? 
none_____mild_____moderate____heavy _____  
Do you have bleeding between periods?_______  
Periods come every ________________days. 
They last _________________________days. 
If periods have stopped, give year of last period 
_______________________________________  
Age first intercourse _______________ 
During or after intercourse, do you have  
pain _____________or bleeding? ____________  
Are you currently sexually active? ____________  

With Male____ Female____ Both____ 

Current or past partner bisexual?  Yes ___ No ___ 

contraceptive history 
Do you use a birth control method now? ________ 

If so, what method do you use? Give specific name, 

dose, type, size, etc._________________________ 

__________________________________________ 

List all methods you have used, from earliest to 

present. ___________________________________ 

__________________________________________ 

__________________________________________ 

Comments or problems with method: ___________ 

__________________________________________ 

__________________________________________ 

What method do you want today? ______________ 

__________________________________________ 

__________________________________________ 

Is there a chance you are pregnant?_____________ 

If so, were you using a birth control method? 

__________________________________________ 

What are your future pregnancy plans?__________ 
__________________________________________ 

pregnancy history 
Total number of pregnancies____________________  

Number of: 

______ live births  _____ living children 

            ______________ ages of children 

______ premature births 

______ still births _____ fetal deaths 

______ miscarriages 

______ abortions_____induced _____spontaneous 

______ ectopic(tubal)pregnancies_____caesarians 

What is the length of time between your  

pregnancies?_________________________________  

Have you had any problems with pregnancy/ 

abortion? (toxemia of pregnancy, genetic 

abnormalities or prolonged depression following 

childbirth) 

Please explain:______________________________ 

Currently breastfeeding? Yes____ No ____ 

First day of your last period? ________  

Was it normal? __________________________  

Date __________________________   Patient Signature_________________________________________ 

Date Reviewed__________________  Clinician reviewing________________________________________ 
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SRPP HISTORY UPDATE:  Patient Name ______________________ Chart #____________ 

 
SPECIAL CONDITIONS:  Requires MD approval or                    
referral 
Combined Oral Contraceptives: 

• Adverse heart risks (over age 35, smoking, high 
cholesterol, diabetes, high blood pressure) 

• Cholesterol > 240mg/dl, LDL > 160mg/dl 
• Diabetes without vascular disease 
• Controlled hypertension 
• Active gallbladder disease (excludes 

cholecystectomy) or past cholestasis 
• Using medications that decrease effectiveness (i.e., 

seizure, HIV, griseofulvin, or TB drugs) 
• Migraine headache (further screening needed) 
• Yasmin:  chronic diseases/meds that increase 

potassium levels, NSAIDS, cardiac meds 
 
Evra: 

• Any of the oral contraceptive conditions  

• Body weight ≥ 198 lbs 
 
NuvaRing: 

• Any of the oral contraceptive conditions 

• Pelvic conditions such as cystocele, rectocele, uterine 
prolapse 

• Severe constipation 

Implanon: 

• Any of the depo-provera conditions 

• Using medications that decrease effectiveness (i.e., 
seizure, HIV, griseofulvin, or TB drugs) 

• Weight greater than 130% ideal body weight 
• Desire for pregnancy in next 12 months 
• Hx of thromboembolic disorders  
 
Depo-Provera/ Minipill: 

• Severe depression 

• Benign or malignant tumor of the liver 

• Current severe liver disease 

• Current anticoagulant treatment of DVT/PE 

• Known osteoporosis or risk factors for it 

• B/P ≥ 160/100 (may give one injection + referral) 
 
POPs:  

• Using medications that decrease effectiveness (see 
OC conditions) 

• Ovarian cysts that required surgery 

• Current DVT/PE 

• Developed migraine with aura, stroke, or heart 
disease while using method 

 
 

Please review the above history, dated______ 
 
Have there been any changes in  these items? 
 
____ Yes  ____No 
 
If yes, which items have changed? 
 
_____________________________________ 
 
Clinician use only:  Please address each 
change & document below: 
_____________________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
_____________________________________ 
Patient Signature    Date 
 
_____________________________________ 
Clinician Signature   Date 

Please review the above history, dated______ 
 
Have there been any changes in  these items? 
 
____ Yes  ____No 
 
If yes, which items have changed? 
 
_____________________________________ 
 
Clinician use only:  Please address each 
change & document below: 
_____________________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
_____________________________________ 
 
_____________________________________ 
Patient Signature    Date 
 
_____________________________________ 
Clinician Signature   Date 


