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Please print your full name here: _________________________________________________________________ Date of birth: _______/______/______
What brings you into the clinic today? _________________________________________________________________________________  Age: _______

Companion desired in room?   FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes          Pronoun / gender you prefer to be used:   FORMCHECKBOX 
 She    FORMCHECKBOX 
 He    FORMCHECKBOX 
 Other: ___________________________

Do you identify as:     FORMCHECKBOX 
 Female      FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Trans Male     FORMCHECKBOX 
 Trans Female     FORMCHECKBOX 
 Other: ________________ 

Do you have any allergies to medications, metals, latex, rubber gloves, tape, shellfish, or antiseptic solutions (iodine/Hibiclens)?   FORMCHECKBOX 
 no     FORMCHECKBOX 
 yes

   If yes, list allergy and reaction: __________________________________________________________________________________________________

 Have you ever had a bad reaction to anesthesia or sedation?  FORMCHECKBOX 
 no     FORMCHECKBOX 
 yes   If yes, explain:________________________________________________

Are you currently taking any medications, drugs, over-the-counter or herbal medications, vitamins or mineral supplements?    FORMCHECKBOX 
 no     FORMCHECKBOX 
 yes
   If yes, list:___________________________________________________________________________________________________________________
PAST MEDICAL HISTORY     Have you ever had any of the following: (please complete BOTH columns)
	No
	Yes
	
	No
	Yes
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart disease, heart attack or serious heart valve problem
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stroke

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Blood clot(s) in veins or lungs, or blood clotting disorders
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Seizures or epilepsy

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Gall bladder removal or liver disease or liver tumors
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Rectal or bladder surgery

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Kidney disease or kidney failure or chronic adrenal failure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Bowel disease (e.g., IBS, Crohn’s)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cushing’s syndrome
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Thyroid disease  

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Long-term steroid medication use (e.g., prednisone)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lupus

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes - If yes:  FORMCHECKBOX 
 insulin-dependent    FORMCHECKBOX 
 non-insulin dependent
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Anemia

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Severe long-term depression
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Elevated blood pressure

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chest/Breast cancer or other cancer-  If yes, what and when? _______________
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cholesterol greater than 240

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Herpes -  If yes:  FORMCHECKBOX 
 oral    FORMCHECKBOX 
 genital    Last outbreak: _____/_____/_______
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Uterine abnormalities/fibroids

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chlamydia, gonorrhea, pelvic inflammatory disease (PID) or other STI 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Genital warts

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hydrocele (englarged testicle), Varicocele (enlarged veins in scrotum), Hernia – If yes, when:_____________________________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Asthma, breathing problems, other lung disease (e.g., sleep apnea) Inhaler use?   FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes  Last asthma attack _____/_____/_____

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Migraine with aura or cerebral ischemia (An aura is a visual change that starts before the headache, lasts up to 1 hour and ends before the headache begins. Cerebral ischemia includes vision loss or numbness on one side of the body or pins and needles that start in the hand and travel up the arm into the face and tongue.)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Migraines without aura

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Serious medical problems, illness, hospitalizations, surgeries, blood transfusions or exposure to blood products

If yes, explain: ___________________________________________________________________________________________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	A medical problem being managed by another health care provider or any planned upcoming major surgeries
If yes, explain: __________________________________ Name & Phone of Medical Provider ____________________________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Vaccinations for:  FORMCHECKBOX 
 Hepatitis B    FORMCHECKBOX 
 Rubella (measles, MMR)    FORMCHECKBOX 
 Human Papillomavirus (HPV)




FAMILY HISTORY      FORMCHECKBOX 
  I am ADOPTED and don’t know my birth family’s medical history. (Skip to next section.)
	No
	Yes
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Has your father or brother had a heart attack, stroke or been diagnosed with heart disease before the age of 55 years old? ______________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Has your mother or sister had a heart attack, stroke or been diagnosed with heart disease before the age of 65 years old? ______________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have any relatives had   FORMCHECKBOX 
 breast  FORMCHECKBOX 
 ovarian  FORMCHECKBOX 
 uterine  FORMCHECKBOX 
 colon cancer? ___________________________________________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Has your mother, father, brother or sister had diabetes or high cholesterol? ____________________________________________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever been told that your mother used DES during her pregnancy with you?


SOCIAL HISTORY

	No
	Yes
	

	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  
	Have you been physically or emotionally hurt or threatened by anyone? _______________________________________________________

	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  
	Do you smoke cigarettes / cigars or chew tobacco?  If yes, how many/much do you smoke/chew a day? _____________________________

	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  
	Do you drink alcohol? If yes, how often and how much? ____________________________________________________________________

	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  
	Have you ever used street or IV drugs, or abused prescription drugs or other substances?_________________________________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever had a partner who used street or IV drugs?  If yes, what and how often?____________________________________________


Please turn over to complete this form
                   HEALTH History  

                                 page 2 of 2
SEXUAL HISTORY
	No
	Yes
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you felt pressured or been forced to have sex by anyone? ________________________________________________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you ever had sexual activity?   If yes, how old were you when you started? __________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Are you currently in a sexual relationship?  Are your partner(s)    FORMCHECKBOX 
 male  FORMCHECKBOX 
 female  FORMCHECKBOX 
 trans

Sexual contact includes:  FORMCHECKBOX 
 vaginal    FORMCHECKBOX 
 anal    FORMCHECKBOX 
 oral    FORMCHECKBOX 
 sexual devices (strap on, dildo, anal beads, vibrator, etc.)

	
	
	Number of partners in past year: _____    In past 60 days: _____   Date of last sex: _____/_____/_______

	
	
	Does your partner(s) have other partners?    FORMCHECKBOX 
 no / unlikely    FORMCHECKBOX 
 not sure / possibly    FORMCHECKBOX 
 yes / definitely

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you use condoms / barriers with sex?   If yes, how often:   FORMCHECKBOX 
 sometimes    FORMCHECKBOX 
 almost always    FORMCHECKBOX 
 always

	
	
	


REVIEW OF SYSTEMS:  Do you NOW have any of the following:
	No
	Yes
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	General: Unexplained weight loss or gain of 25 lbs or more in the past year

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cardiovascular: Irregular heartbeat, severe chest pain not resolved with antacids

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Neurological: Migraine OR an increase or change in headaches

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Endocrine: Excessive thirst or night sweats

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lymph: Painful or swollen glands in your groin

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Gastrointestinal: Ongoing nausea or severe abdominal pain, change in bowel movements.  

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chest/Breast:  lump, constant pain, or nipple discharge - If yes, describe:______________________________________________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Respiratory: Difficulty breathing with exercise

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Psychosocial: Difficulty sleeping, eating, going to work or school for greater than 3 weeks

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Genitourinary: Pain/burning or bleeding with urination

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Genitourinary: Severe pain with periods that may include nausea, vomiting, or interfere with school or work

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Genitourinary: Severe or persistent pelvic or groin pain, severe or persistent testicular or scrotum pain

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Genitourinary: Abnormal discharge - If yes, describe: _____________________________________________________________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Genitourinary: Pain or bleeding with sexual activity

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Genitourinary: Itching or irritation of genital area (vulva, vagina, penis, scrotum, anus)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Skin: Rashes or lesions, bumps, sores - If yes, describe: __________________________________________________________________

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Mouth: Bumps or sores in the mouth - If yes, describe: ____________________________________________________________________


Please complete if the following sections apply to you:

Month/year of last clinical chest/breast exam: _____/_____     Month/year of last mammogram: _____/_____  

Month/year of last pap smear: _____/_____  Have you ever had an abnormal pap smear, colposcopy, cryo, or LEEP?   FORMCHECKBOX 
 no  FORMCHECKBOX 
 yes 

MENSTRUAL HISTORY
When was the first day of your last menstrual period?_____/_____/_______   Age that you first started your period: _________  

Was your last period normal?   FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes  If no, explain: ___________________________________________________________________________

Do you have problems with your period?   FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes   If yes, explain: _________________________________________________________________

CONTRACEPTIVE HISTORY

Are you interested in getting birth control today?  FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes   If yes, what: _____________________________________________________________

	Are you interested in getting Emergency Contraception today, for use now or in the future?   FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes   

Have you had sex WITHOUT birth control or condoms since your last period?   If yes, date: _____/_____/_______ 


 What birth control method are you currently using?___________________________________________________________________________________

Any problems with this method?   FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes   If yes, explain: ________________________________________________________________________

What methods have you used in the past? __________________________________________________________________________________________

Any problems with your previous methods?  FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes    If yes, explain: _______________________________________________________________

PREGNANCY HISTORY
Number of:   Pregnancies _____   Vaginal deliveries _____  C-sections _____ Miscarriages _____  Abortions  _____ Ectopic(tubal)  _____
When did your last pregnancy end? _____/_____/_______   Any complications? 


 Are you breastfeeding now?    FORMCHECKBOX 
 no    FORMCHECKBOX 
 yes

CLIENT signature: __________________________________________________________________________________ Date: ______/______/________ 
RN/Clinician signature: _____________________________________________________________________ # _______ Date: ______/______/________
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