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Client Name                                                            Age        Date of visit        Clinic site                    Client number 

                        PLEASE COMPLETE THE FOLLOWING QUESTIONS TO UPDATE YOUR HISTORY… 
	      MEDICAL HISTORY 
	     SEXUAL HISTORY 

	      Since your last comprehensive visit …
	yes
	no
	1.  Are you sexually active?                                                     yes   no  

	1.   Have you been in the hospital?
	
	
	2.  Who do you have sex with  □ males ♂    □ females ♀    □ both ♂♀

	2.   Have you had a blood transfusion?
	
	
	3.  What kind of sex do you have?    □ vaginal     □ anal     □ oral

	3.   Have you been exposed to blood or blood products?
	
	
	4.  Have you had a new partner in the last year?                yes    no  

	4.   Have you seen your primary care doctor or specialist?
	
	
	5.  Have you had more than 1 partner in the last year?      yes    no    

	      If yes, for     routine care    or      problem visit?
	6.  Have you had five or more sexual partners?                   yes    no    

	      If problem, have you had changes in your health?
	
	
	7.  Have any of your sexual partners…                             yes       no

	      If yes, describe and indicate diagnoses (such as migraine headaches, high 

       blood pressure, diabetes, blood clot, hepatitis…ANY NEW ALLERGIES?)
	      been bisexual (♂♀)?                               □ I don’t know
	
	

	
	      had a history of multiple partners?       □ I don’t know
	
	

	
	      had an STD in the past year?                 □ I don’t know
	
	

	
	      paid to have sex?                                      □ I don’t know
	
	

	
	      injected drugs?                                          □ I don’t know              
	
	

	5.   Do you have any questions or concerns about your

      medical history or health? 
	
	
	8.   Do you think you have an STD today?                        yes    no    

	
	
	
	9.   Have you been tested for HIV in the past year?           yes    no    

	      If yes, what are those questions / concerns?
	10. Have you had sex while under the influence of
      alcohol or drugs in the past year?                                 yes   no    

	
	11. Are you in a relationship in which you have been  

       physically hurt or threatened?                                      yes   no    

	6.   Do you smoke (if yes, write in packs/day:                 )
	
	
	

	7.   Do you use recreational drugs?
	
	
	12.  Have you ever been forced to have sex when you did not want  

       to?     yes   no  

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

      you have in the past week?
	____ drinks
	13.  How often do you use condoms with vaginal sex?     □ always             

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

	      FAMILY HISTORY    (parents, grandparents, siblings)
	

	      Has any information about your blood relatives               

      changed since your last visit?
	
	
	14.  How often do you use condoms with anal sex?          □ always 

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

	      If yes, please indicate relative, health changes, death, etc.
	15.  How often do you use condoms with oral sex?          □ always 

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

	
	      CONTRACEPTIVE HISTORY

	
	 Do you think you are or may be pregnant today?             yes   no    
 If yes, why? why?                  

	      IMMUNIZATIONS                                                          yes        no
	

	      Have you had any immunizations (such as Hepatitis or                                 

      HPV vaccine) since your last comprehensive visit?
	
	
	Current method(s) of birth control:

	      If yes, please indicate what immunizations? When?                          
	How long have you used this method?

	
	Are you satisfied with this method?                                □ yes   □ no

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

	        MEDICATIONS
	Do you have any questions about your method?             □ yes   □ no
If yes, what questions?

	        List ALL medications you are taking now (including birth control pills,   

        prescription meds and over the counter meds).  
        If taking no medications, check  NONE.


	

	
	Do you take folic acid or a vitamin w folic acid daily?  □ yes   □ no                          

	
	Client signature/ date:                                                                
 

	      GYN / MENSTRUAL HISTORY
	

	1.   First day of your last / current period:
	 STAFF NOTES:
Staff signature/ date: 

	2.   How often do you have a period?
      (Number of days between periods from day 1 of menses to next menses) 
	

	3.   How many days do you bleed?
	

	4.   Do you have bleeding / spotting between periods?           yes   no  
	

	5.   Do you have severe cramps or pain with your period?     yes   no  
	

	6.   Is your bleeding    heavy    moderate    light    
	

	7.   Do you douche?                                                                yes   no  

      If yes, when / how often?  
	

	8.   Date of your last PAP >

       Was that PAP     normal      abnormal     
	

	9.   Do you examine your breasts?                                         yes   no  

      Have you had any problems with your breasts?              yes   no
      If yes, what problem(s)? 
	

	10. Are you currently having a problem with vaginal

      discharge or itching?                                                        yes   no  

      If yes, describe: 


	


