Planned

Parenthood
ANNUAL HISTORY

This questionnaire is designed to help our staff assist with your health needs. If you have any trouble
answering any of these questions, the interviewer will be glad to help you. Information is confidential, and is

not released to anyone without written consent except as may be required by law (e.g., suspected or
known child abuse).

TODAYS DATE:

NAME: BIRTHDATE: AGE:

1.1 AM HERE TODAY BECAUSE:

NO | YES Interviewer Comments

2. Total number of pregnancies live births

3. My last menstrual period began
(month/day/year): / / Normal?

4. Do you smoke?

5. Since your last visit here have you:

a. had a serious illness or surgery?

b. used medications or drugs other than those prescribed
here? if yes, what?

c. had an abnormal Pap smear?

d. had herpes, chlamydia, genital warts, gonorrhea or
other sexuality transmitted infections?

e. been pregnant?

6. Have you ever had any problems with medications
prescribed here or elsewhere (allergies or reactions)?

7. Has there been any heart disease, stroke, high blood

pressure, diabetes, or cancer in your family since your last
Visit?

8. Have you ever had a blood transfusion or been exposed to
blood products?

9. Do you have any of the following?
a. vaginal concerns, such as itching or odor?
b. pain with intercourse?
C. urinary concerns, such as burning?

10. Are your concerned about you or your partners alcohol or
drug use?

11. Do you wish to discuss any concerns about sex, or sexual
abuse, or physical abuse?

12. If you have or have had a male partner please answer the following questions:

Have you had intercourse (sex) without birth control NO _ YES

since your last period?

Have any of your male partners been bi-sexual? NO _ YES

Have you had a new partner in the last 6 months? NO __ YES
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13. Have you had the Hepatitis B Vaccine Series? NO YES

14. Age at last tetanus/diphtheria booster? Don’t know

15. Would you like to change your current method of birth control? NO _ YES
BELOW, PLEASE CHECK THE METHOD OF BIRTH CONTROL YOU ARE USING.
() ABSTAINING () NOT USING ANY METHOD () WITHDRAWAL () DIAPHRAGM

() STERILIZATION () OTHER () MALE OR FEMALE CONDOMS

HORMONAL METHODS:
() BIRTH CONTROL PILLS: Brand

() NUVARING® () EVRA PATCH™ () DEPO-PROVERA® (3 month injection)
() IMPLANON® (IMPLANT)

PLEASE ANSWER THESE QUESTIONS IF YOU ARE USING A HORMONAL METHOD.

NO YES Interviewer Comments

Frequent or severe headaches?

Severe chest pain?

Difficulty breathing?

Swelling or pain in thigh or lower leg?

Visual disturbances?

Dizziness or fainting?

Breast Lump?

Bleeding between periods in past three months?
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Missed periods?
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. Continual breast tenderness?
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. Severe abdominal pain?
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. Weight change of 10 pounds or more?
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. Other problems?

PLEASE ANSWER THESE QUESTIONS IF YOU ARE USING AN IUD/IUS.

() IUD/IUS: Type NO YES Interviewer Comments

Bleeding between periods?

Can you feel the string?

Pain in the abdomen?

Pain with intercourse?

Chills or fever?

Unusual vaginal discharge?
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Heavy increase in period?

| certify that the answers given are true and complete to the best of my knowledge.

Client's Signature Date of Birth Date

Interviewer's Signature Clinician Signature
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