Six Rivers Planned Parenthood: MEDICAL HISTORY FOR MALES

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
__ _ highblood pressure - ___ cardiovascular disease _  If born before 1972,

_ __ __ heart attack bef. age 50 ____ _______ bleeding problem o did your mother take DES?
___ stroke - ___ cancercolon o ______ genetic or inherited conditions ____
_____ general anesthesia - ______ cancerprostate o ___ sickle cell, Tay Sachs, PKU
_____ cerebrovascular disease ______ cancer testicular o _______ osteoporosis o
___ (diabetes - ___ cancer (other) o __ _  thyroid problems

high cholesterol __ 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/iliness for - Have you had a partner(s) with cervicitis?
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 penis infections rubber/latex

___ stroke _____ problems with erections o local or general anesthetic
________ blood clots/bleeding problem ___ painful/blood ejaculations _ other: if yes, specify:
_____ varicose veins _______ ftestes problems/changes

___ anemia ___ urethritis o Do you smoke cigarettes?
_________ depression/anxiety _______ bumps/discharge/sores on penis Packs per day

___  epilepsy/seizures ______ prostate problems How many years?
___  (diabetes ___ galbladder disease o Do you have a history of drug use/ abuse?
_____  thyroid problem _________ eyeproblems - IV drug use?
__ _ liverdisease/hepatitis ___ severeillnesses o Current or past partner is an IV drug user?
__ _  kidney/bladder disease _ = hospitalizations-surgeries o Do you have a disability that might make an
__ _ lung disease/asthma ________ anycancer, esp. of testes, exam difficult in any way?
o Do you take any medication prostate, genital areas, 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?
______  obesity o Do you drink alcohol?
___ Anorexia, bulimia, eating ___ _ headaches o Genetic conditions
disorder _______ migraine headaches o Have you had a blood transfusion/exposure
o Do you take over-the counter staff use only: focal neuro symptoms to blood products?

medications, herbal meds? no___yes, describe: Genital surgery? (specify)

COMMENTS:
o .
sexual hlStOl'y For those patients here for No Yes _ S
. ___ Areyou having any difficulty in attaining
Aqe first int Vasectomy counsehng only: or maintaining an erection, involuntary
ge nrst imercourse Have you had any of the following medical ejaculation, or other sexual problems?
During or after intercourse, do you have bl ”
pain or bleeding? problems: ______ Have you ever caused a pregnancy?
Are you currently sexually active? No Yes Now Uinary problems (If no, you may request a pre-operative semen
With Male_ Female___ Both _ Hemi;ysp presence test).
Current or past partner is bisexual? Yes_ _No_ | =~ Rnheumatic fever — Have you had a change in testes since

the last conception? Any infections of testicles or

contraceptive history — E?rirg:;%:ﬁgfmal oroblerms viral disease since the last conception?

Viral diseases _ Do you need a temporary method of
— I\/Ilumpls birth control until your vasectomy is effective?

__ Aretaking any anticoagulants/blood

T . . n .
Please answer the following questions: thinning medications? I_f yes, specify -
No Yes Are you allergic to Xanax, Valium,

Penicillin, Novacaine, or xylocaine?

What contraceptive methods have you used? _—

_____ Have you ever had other diseases, i
operations, or injuries in the genital area? (i.e., Date of last physical exam
scrotal abnormality, previous failed vasectomy)

Date Patient Signature

Date Reviewed Clinician reviewing
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SRPP ANNUAL HISTORY UPDATE

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:

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 Patient Signature Date
Clinician Signature Date Clinician Signature Date
11/2006 Edward Olsgard, MD CS/Exam Chart Forms/Medical History Male -Page 2




