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Six Rivers
      Planned Parenthood®

3225 Timber Fall Court • Eureka, CA 95503 • (707) 442-5700

COMPREHENSIVE MEDICAL HISTORY – MALE 

NAME ____________________________________  DOB____________  CHART # ____________


Please answer all questions.

Medication Review:

(No (Yes  Allergies to medicine __________________ 
(No (Yes  Allergy to latex ______________________

(No (Yes  Current medications __________________

(No (Yes  Over-the-counter meds/herbs ___________
Surgeries or Hospitalization:

(No (Yes  Surgeries ___________________________

(No (Yes  Severe illness/hospitalization ___________
(No (Yes  Hernia surgery/Failed Vas______________

Past or Current Medical History:

(No (Yes  Anemia

(No (Yes  Asthma

(No (Yes  Enlarged prostate (BPH)
(No (Yes  Any cancer, esp prostate, testicle, colon 

_______________________
(No (Yes  Stroke (Cerebrovascular accident)

(No (Yes  Chlamydia

(No (Yes  Blood clot in leg, arm, lung, brain (DVT)
(No (Yes  Depression
(No (Yes  Diabetes 
(No (Yes  Eating disorder, anorexia, bulimia

(No (Yes  Gallbladder disease

(No (Yes  Genital herpes

(No (Yes  Genital warts or HPV

(No (Yes  Gonorrhea 

(No (Yes  Heart failure

(No (Yes  Hepatitis B 

(No (Yes  Hepatitis C
(No (Yes  HIV/AIDS

(No (Yes  High cholesterol or triglycerides

(Hyperlipidemia)

(No (Yes  High blood pressure (Hypertension)

(No (Yes  Infertility (no or very low sperm)
(No (Yes  Intestinal problem (Inflammatory Bowel)

(No (Yes  Liver disease 

(No (Yes  Lupus

(No (Yes  Migraine headache

(No (Yes  Heart attack (Myocardial Infarction)

(No (Yes  Osteoporosis

(No (Yes  Kidney disease (Renal disease)

(No (Yes  Seizure or epilepsy

(No (Yes  Syphilis

(No (Yes  Thyroid problems

Diagnostic History:   Have you ever had a:

(No (Yes  Biopsy  (prostate/testicle/other)

(No (Yes  Ultrasound 

(No (Yes  Colonoscopy (rectal scope)

Family History:  Mom, Dad, Brother, Sister
( Adopted (unknown history)

Mark Yes or No - add who in the blank

(No (Yes  Heart attack/disease in father/brother 

      < 55 or in mother/sister < 65 (CAD)_____________

(No (Yes  Breast cancer _______________________

(No (Yes  Cancers, especially prostate, testicle, colon:

_____________________________________________

Other cancers___________________________

(No (Yes  Stroke (CVA)________________________
(No (Yes  Diabetes (in parents or siblings)____ ____

(No (Yes  Family history of high cholesterol or 

 triglycerides (Hyperlipidemia)______________
(No (Yes  High blood pressure (Hypertension)______

(No (Yes  Osteoporosis________________________

(No (Yes  Mom took DES, if born before 1972 (Other) 

(No (Yes  Genetic/inherited disorders (Other)_______

Baby Shots/Vaccines: date of last vaccination if known  

(No (Yes  Hepatitis B Vaccine ___________________

(No (Yes  HPV/Gardasil Vaccine_________________

(No (Yes  Rubella Vaccine (MMR)________________
Contraceptive History:  

· List birth control method(s) used in past:  __________________________________________

· Problems with past method(s): __________________________________________

Reproductive Tab Comment Section:

· Disability that might make the exam difficult in any way ____________________________________
· For men here for Vasectomy Services:

(No (Yes  Bleeding Disorder

(No (Yes  Inguinal hernia

(No (Yes  Hydrocele (fluid around testicle)

(No (Yes  Varicocele (extra veins inside scrotum)
Social History & Sexual History:

· Age of first intercourse (IC) ____ No IC yet ____

· Current birth control method _______________

· # of sex partners last 12 months _____

(No (Yes  New sex partner in last 12 months?

· Your sex partners are:  male – female – both

(No (Yes  Your sex partner’s partners are:
· Male – female- both – unknown.

(No (Yes  Partner monogamous

Have you had:

(No (Yes  Vaginal sex

(No (Yes  Oral sex? 

(No (Yes  Anal sex? 

(No (Yes  Partner with STD signs last 60 days.
(No (Yes  Current/past partner with IV drug use? 
(No (Yes  Blood transfusion before 1985? 
(No (Yes  Past IV or street drug use? 
(No (Yes  Current use of IV or street drugs? 
(No (Yes  Do you smoke?____  # of cigs/day ____
· How long have you smoked/chewed? ____
· Former smoker:  when quit? _____
(No (Yes  Do you drink alcohol? ____ # of drinks ____


Per day – week – month.
(No (Yes  Problem with drugs/alcohol? 

(No (Yes  In a safe relationship?  
(No (Yes  Do you feel forced/coerced to do things?
(No (Yes  Abused physically/emotionally? 
Review of Systems – mark yes or no on each  

Constitutional
(No (Yes  Weight gain 

(No (Yes  Weight loss
(No (Yes  Night sweats/hot flashes/fevers/chills

(No (Yes  Fatigue/lethargy/malaise
Respiratory
(No (Yes  Chronic cough

(No (Yes  Shortness of breath

Cardiovascular/Cerebrovascular:  
(No (Yes  Chest Pain

(No (Yes  irregular heartbeat (palpitations)

(No (Yes  Fainting spells (syncope)
Gastrointestinal

(No (Yes  Abdominal pain
(No (Yes  Constipation

(No (Yes  Diarrhea
(No (Yes  Nausea/vomitting
(No (Yes  Rectal bleeding

Psychiatric

(No (Yes  Diminished interest/pleasure

(No (Yes  Depressed mood
(No (Yes  Suicidal thoughts

(No (Yes  Seeing a therapist

Genitourinary

(No (Yes  Pain with urination (dysuria)

(No (Yes  Loss of urine when cough/sneeze 

(incontinence)

(No (Yes  Frequent urination (urinary frequency)

(No (Yes  Hesitancy with urination
(No (Yes  Decreased stream
(No (Yes  Discharge from penis (urethral discharge)
(No (Yes  Kidney pain (flank pain)
(No (Yes  Groin Pain
(No (Yes  Scrotum or testicle pain
(No (Yes  Premature ejaculation

(No (Yes  Erectile dysfunction

(No (Yes  Urgency with urination

(No (Yes  Rash, bumps, sores on genitals
Skin/breast
(No (Yes  Rash

(No (Yes  Skin lesion

(No (Yes  Breast lump

Neurological

(No (Yes  Headache
(No (Yes  Eye problems (visual disturbances)

(No (Yes  Weakness in muscles

Endocrine
(No (Yes  Cold/heat intolerance (severe)

(No (Yes  Excessive hunger, thirst, or urination

To help with your visit today:

· Do you need condoms or supplies? _______

· Any other needs today _________________
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