INFORMATION IS CONFIDENTIAL
       MATERNAL & FAMILY HEALTH SERVICES       INITIAL H ISTORY 2010
	
	
	
	 
	
	
	
	
	
	
	


Client Name                                                            Age        Date of visit        Clinic site                    Client number 

	                                     MEDICAL HISTORY
	                   SEXUAL HISTORY
	yes
	 no

	Do you now have or did you ever have: 
	yes
	now
	no
	1.  Have you ever had sex?

     If yes, your age at first intercourse was __________     

     If no, you never had sex, skip to question #11
	
	

	1.   Allergies / drug reaction(s)?
	
	
	
	
	
	

	2.   Asthma / lung condition?
	
	
	
	
	
	

	3.   Blood problems / anemia?
	
	
	
	2.  Have you had a new partner in the last year?
	
	

	4.   Blood transfusion / blood products prior to 1985?
	
	
	
	3.  Have you had more than one partner in the last year?
	
	

	5.   Breast problems / disease / cysts?
	
	
	
	4.  Have you had five or more sexual partners?
	
	

	6.   Cancer?  (if yes, type:                                                         )
	
	
	
	5.  Have any of your sexual partners…

	7.   Diabetes / high cholesterol?
	
	
	
	      been bisexual (♂♀)?                          □ I don’t know
	
	

	8.   Depression (prolonged) / nervous breakdown?
	
	
	
	      had a history of multiple partners?    □ I don’t know
	
	

	9.   Epilepsy / convulsions / fainting?
	
	
	
	      had an STD in the past year?             □ I don’t know
	
	

	10. Gall bladder disease?
	
	
	
	      paid to have sex?                                □ I don’t know
	
	

	11. Heart problems / murmurs / high blood pressure / stroke?
	
	
	
	      injected drugs?                                   □ I don’t know              
	
	

	12. Headaches (severe) / dizziness / blurred vision?
	
	
	
	6. Who do you have sex with  □ males ♂    □ females ♀    □ both ♂♀

	13. Kidney / bladder problems or infection?
	
	
	
	7.  What kind of sex do you have  □ vaginal     □ anal     □ oral

	14. Liver problems (jaundice, hepatitis, mononucleosis)?
	
	
	
	8.  Have you ever been told by a medical provider that

     you had a sexually transmitted disease (STD)?           
	yes
	no

	15. Pelvic / ovary / uterus problems?
	
	
	
	
	
	

	16. Rh negative blood?
	
	
	
	     If yes, what STD(s)?   □ chlamydia  □ gonorrhea  □ genital herpes  

     □ genital warts / HPV   □ trichomonas     □ HIV    □ syphilis                

	17. Skin problems / acne?
	
	
	
	

	18. Thyroid problems?

       
	
	
	
	9.  Have you ever been forced to have sex when you did 
      not want to?
	
	

	19. Tuberculosis?
	
	
	
	10. Have you ever had sex while under the influence

      of alcohol or drugs in the past year?
	
	

	20. Vaginal infection / unusual discharge / genital lesions?
	
	
	
	
	
	

	21. Varicose veins / blood clots in legs?
	
	
	
	11. Have you ever been tested for HIV, the virus that  

      causes AIDS?  If yes, when last tested __________
	
	

	22. Have you been hospitalized / had surgery / major injuries?
	
	
	
	
	
	

	23. Do you have other medical problems / chronic diseases?
	
	
	
	12.  How often do you use condoms with vaginal sex?       □ always 

     □ most of the time □ sometimes □ never  □ I do not have vaginal sex

	24. Do you have periodic visits with a primary care doctor?   
	
	
	
	

	25. Do you smoke (if yes, write in packs/day:                        )
	
	
	
	13.  How often do you use condoms with anal sex?            □ always 

     □ most of the time □ sometimes □ never  □ I do not have anal sex  

	26. Do you use drugs?

      If yes, have you ever injected drugs?
	
	
	
	

	
	
	
	
	14.  How often do you use condoms with oral sex?               □ always 

     □ most of the time □ sometimes □ never  □ I do not have oral sex       

	27. How many drinks of beer, wine, or hard liquor did you  

      have in the past week?
	_______ drinks
	

	
	
	                   CONTRACEPTIVE HISTORY

	                                   IMMUNIZATIONS
	Current method of birth control:

	1.  Have you had German measles immunization (MMR)?  □ yes                          □ no
	How long have you used this method?

	2.  Have you gotten Hepatitis B vaccine?                             □ yes (1-2-3 doses)    □ no 
	Are you satisfied with this method?                                     □ yes   □ no

	3.  Have you gotten HPV vaccine?                                       □ yes (1-2-3 doses)    □ no
	Have you missed using your method since last period?       □ yes   □ no

	                                     MEDICATIONS
	Do you have any questions about the benefits, risks, 

effectiveness, possible side effects or complications, 

or how to use or discontinue your current method?             □ yes   □ no 

Have you ever used “emergency” contraception?                □ yes   □ no

	List ALL medications you are taking now (including birth control pills, prescription meds and over the counter meds).  If taking no medications, write NONE.
	

	
	Have you ever tried to become pregnant and could not?     □ yes   □ no

	
	                           GENETIC SCREENING

	                          GYN / MENSTRUAL HISTORY
	Do you take folic acid or a vitamin with folic acid daily?    □ yes   □ no

	1.  Age your periods began:  ___________ years old 
	Do any of the following diagnoses / conditions relate to you, your family, your partner, or your partner’s family?   (circle any that apply)

club foot; cleft lip-palate;  heart defects;  spina bifida;  hemophilia;  cystic fibrosis; sickle cell anemia;  mental retardation;  Down’s syndrome; 2 or more miscarriages; infertility; lost child after 5th month pregnancy or shortly after birth; you & your partner are blood relatives

	2.  Total days normally flow: ________days / amount: □ heavy  □ medium  □ light
	

	3.  Number of days between periods (from day 1 of menses to next menses): 
	

	4.  First day of your last / current period:
	yes
	no
	

	5.  Have you missed a period within the last 6 months?
	
	
	

	6.  Do you have severe cramps or pain with your period?
	
	
	

	7.  Do you have bleeding / spotting between periods?
	
	
	Are you interested in additional GENETICS information?   □ yes   □ no   

	8.  Do you have bleeding / pain with intercourse?
	
	
	                             FAMILY HISTORY

	9.  Do you douche?  if yes, when / how often?  
	
	
	Does your natural mother, father, sister, brother, or grandparents have or have they ever had any of the following?  

	10.Have you ever had a PAP smear?  If yes, date of last PAP: 
	
	
	

	11.Have you ever had an abnormal PAP smear?   If yes…

     When?                         Where was PAP done? 

     Result?                        Evaluation / treatment? 
	
	
	Heart attack/ disease before age 50  □ yes □ no     Diabetes  □ yes  □ no

	
	
	
	High blood pressure / stroke             □ yes □ no     Cancer    □ yes   □ no

	
	
	
	Father    □ living   □ deceased at age:____  cause of death:                        

	12.Do you examine your breasts?        

     Are you interested in learning or reviewing self breast exam?
	
	
	Mother  □ living   □ deceased at age: ____ cause of death:                        

	
	
	
	Were you born between 1940 and 1970?                               □ yes   □ no

Did your mother take DES while pregnant with you?    □??  □ yes  □ no   

	13.Have you ever had a mammogram? 

     If yes, when:                            The result was □ normal  □ abnormal              
	
	
	

	
	
	
	DES client education / counsel given (if indicated) by:


                                                                                                                           Continue on reverse for additional history / visit information… 

	PREGNANCY HISTORY        □ never pregnant
                                                     □ currently breastfeeding
	CONTRACEPTIVE HISTORY 

	Date 

pregnancy

ended
	Length

of 

pregnancy
	Outcome

(birth, abort.,

miscarriage)
	Complications   or problems during 

pregnancy /  p-partum
	List all birth control methods you have
used in the past
	Date(s)
method used
	Problems with the method

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	INTIMATE PARTNER VIOLENCE SCREENING
Are you in a relationship in which you have been physically hurt or threatened?   yes   no 
                                    If no, have you ever been?    yes   no

_________________________________________________________

If any of the following statements apply to you, please check the box next to the statement(s) that apply… 

( I am not now in any close relationship with another person.  

( My partner respects me and does not hurt me.                                                    
( My partner… puts me down, yells at me, calls me names, or tells me    

    I’m worthless; is jealous, accuses me of being unfaithful; doesn’t   

    allow me to see my friends, make phone calls, or have money 

    without his/her approval;  has hit me, pushed me, pulled my hair or  

   in some other way hurt me; has hurt or threatened to hurt my pet(s).

    I have had sex with my partner when I did not want to, or performed      

    sex acts that I did not want to.

	What is the reason for your visit today?
Is confidentiality an issue for any of your services today?    yes   no

	
	FP STAFF NOTES




I have completed the above information which is true and accurate to the best of my knowledge… 

Client signature__________________________________________________________________Date____________________                                  

Staff signature (reviewed with & clarified information for client, answered questions) _________________________________________   

Additional information / clarification to history categories on reverse…

	Medical History

	GYN / Menstrual History

	Sexual History

	Contraceptive History

	Medications


	Genetic Screening



	Immunizations
	Family History



	

	

	


Clinician signature/ title ___________________________________________________________ Date ____________________
