Wdmen's Form

Patient Name

Dates treated:

Family Planning Clinic of Portsmouth, Ohio Patient Number -
] 605 Washington St. Portsmouth, Ohio
(740) 353-8863 Date of Birth
Date /Age ROS R
Please answer the following
A Pap smear tests for cervical cancer and is only one part of a pelvic (past or: present)
Exam. It is done with every pelvic exam. When was your last Pap smear Yes No
done? 1. O O  Generally healthy
Yes No 2. 0O O Recent weight gain or loss
O 0O Receiving medical care with another health provider? 3. 0 00 Frequent coid, flu, etc.
List: 4. O O  Chronic fatigue (>6-months)
0 0O Allergic to any medications, metals, products, anesthesia 5. O 0 Cancer
List: 6. O 0  Genetic condition
] 0 Current medications (including herbal remedies/vitamins) 7. O 0  Vaccine for Rubella/MMR
List: 8§ O 0 Vaccine for Tetanus
f1 0 Past surgeries/hospital stays (except childbirth/C-section) 9. 0O 0O  Heart disease/murmur/MVP
List: 10. O O High Cholesterol/triglycerides
11. O O High blood pressure
Family History 12. O O Phlebitis/blood clots in legs/lungs
Yes No 13. O 00 Stroke/TIA/’mini stroke”
O 0O  Are you adopted? 14. O 0 Migraines/Headaches
a 0O  Did your mother take DES when she was pregnant withyou 15, O 0O Numbness/sensory loss
(if you were bom before 1971)? 16. O 0  Seizures/epilepsy
' 17. 0O O  Stomach/Bowel problems
Does/did your Mother(M), Father(F), Sister(S), Brothet(B) have any 18. O O Liver disease/jaundice
of the following? 19. O O  Hepatitis’/Mono
Yes No Who? 20. O 0  Gall Bladder disease/stones
[} 0O Increased Cholestorol 21, O U Diabetes/”sugar”
m} 00 Diabetes/ sugar” 22. O 0 Thyroid problems
O 0 Imcreased Blood Pressure 23. O O Asthma/Breathing Problems
g 00  ForB: Heart Attack/Stroke before age 55 24, O 00  Chronic Cough/TB
i} 3 MorS: Heart Attack/Stroke before age 55 25, & O Abnormal Uterus/fibroids
O 0 Cancer 26. O [0 Pelvic infection/pain/PID
(Type of Cancer ) 27. 4 O  Recurrent vaginal infection
0 O Other 28. O O  Frequent bladder infection
] 0 Do (or did) your grandparents have cancer? 29, O 0O Bladder/kidney problems
- (Type of Cancer, i ) 30. O 0  Breast problems/lump/surgery
; 31. O 0 Anemia (low iron) -
Menstrual History 32. O 0 Blood Clotting disorder
. 33, O O Blood transfusion
agewiren periodstaried 34, 0 O Sickle cell anemia/trait
. . 35. 0O 0 Acne
Periods are: O Regular O Irregular O Painful . o
-Flow is : O Lifhl; 8] Nolfnual 00 Heavy 36; [ L guonlc o shijtchiing
37. O O Other skin problems
. T . 38. O O  Arthritis/joint pain
Periods come every days. Bleeding 39 0 O Broken b':mm/%acmres
lasts.___ days. 40. 0O O Eye problems
41. O 0 Hearing problems
‘When was the 1st day of your last period 42. O O Frequent nosebleeds
’ 43. 0O 00  Frequent sore throat
Was it normal 4. 0O O  Teeth/gum problems
45, O O Depression/Anxiety
: s o da 46. O O Incounseling
P_robl#n wifingeriods 47, O O Severe mood swings
Have you had the following: ODon’t know jg g g gganan eysta/Endometriosis
- ; normal pap smears
0 HPV/Warts 0 Herpes U Syphilis ERVICAL PROCEDURES:
O Chlamydia U Gonorrhea O Scabies 50. O O - Colposcopy/Cryo (Freezing)
01 Trichomonas O PID [0 Molluscum 51. O 01 LEEP/Laser/Cone Biopsy

Stéff Notes

Page 1



Pregnancy History: ( ) Never Pregnant(

Patient Name

Number of Live Births Date(s)

Number of C-Section Date(s) Patient Number

Number of Premature Births ____Date(s)

Number of Miscarriage Date(s) Date of Birth

Number of Still Births Date(s)

Number of Ectopic (tubal) Date(s) Staff Notes

Number of Abortion Date(s)

Number of Living children Date(s)

Have you had any of the following problems with a pregnancy:

[0 Gestational diabetes O Genetic abnormalities

O High blood pressure O Preterm labor

0 Other

CONTRACEPTIVE HISTORY CHECK ALL THAT APPLY

Now Past Now Past

o o Pili 0 O Diaphragm

O O Depo Provera (shot) u] O Tubal

w} ] Lunelle O 0 Vasectomy

g ul| Condom d O Rhythm/Natural

O ] Withdraw O 'O Cervical Cap

O 0 Abstinence 0 0  Female condom

O O IUD ] 0  Foan/Sponge/Film
Brand ] O  Nuvaring

0. 0O Norplant ] 0  Patch

Comments or problems with method(s):

Do you want a method today? If yes, what?

HEALTH HABITS  CHECK OR FILL IN BLANKS TO ALL THAT APPLY

Occupation O Self Breast Exam

O Exercise 0 Douching

O Do you use seat belts in the car? [ Tampons

0 Calcium Supplement D Street Drugs

Alcohol drinks per week Smokes packs per day

Caffeine drinks/chocolate total items per day

Water intake glasses per day

How many meals/snacks total per day

Have you had excessive exposure to sun? [ Yes O No

How old were you the first time you had vaginal intercourse?
SOCIAL HISTORY

Yes No

0 0 Sexually Active 0 Anal 0O Oral O Vaginal

0 O Sexual Partner(S) 0 Male O Female O Both

O O Sexual Preference of partner M OF OB

0 O More than one sex partner in last year/change in partner

0 O Sex since last menstrual period

O 0 Uses condoms with sex every time

[0 O Concerned that you are pregnant

0 O Planning a pregnancy in the future

O O Difficulty becoming pregnant

O [ Questions/ concerns about sex

O O Request testing for sexually transmitted infections

0 O Difficulty in sleeping

{0 O Emotional/ relationship problems

O O Someone hits, slaps, kicks, or hurts you

0O O Someone forces you to have sex (past or present)

O O Afraid of your partner(s)/ others

U O Alcohol and/or drugs cause problems in your life

0O 0O Others concemned with your alcohol/drug habits

u] [J Parents aware-of your visit today (only answer if under age 18)

: Date:

Clinician Signature: Date:
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