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Birthdate:,

Staff use only
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1. 08B Do you smoke cigarettes? If s, # of cigareties/day: Forhowlong?
2. O ¥ Do you drink alcohol? : If so, # drinks/day: or, # drinks/week
3. O @ Do you take streetdrugs?  If so, list
4, O @ Do you think you have {had) a problem with drugs or alcohol?
5. O @ Are you working?
6. ¥ @ s your diet (what you eat) healthy? .
7. O B Do you ever make yourself vomit after you eat or take laxatives to lose weight?
g. ® O Do you exercise? What type? Feannt fgr How many times a week? (o= i"b
9. If you have intercourse, at what age did you first have intercourse?.
10. &1 O Have you had sex with another person in recent months? Check all that apply:
@ Vaginal 0O Anal ® Oral O Other: __ :
11.0 @  Have you had more than one partner or a new partner in the last year?
12./0 @ Do you have sex with men?
13.0 O Do you have sex with women?
- 14, How often do you use condoms? Always 0 Usually O Sometimes O Never
15.0 @ Does your partner have other sexual pariner(s) or share needles?
16. O &  Are you now, or have you ever been, in a relationship where you were threatened
or made to feel afraid? ;
17.0 @ Have you ever been hit, kicked, slapped, pushed or shoved by your pariner?
18. 0 @ Wouid you like to discuss probléms related to a rape or emotional/physical/sexual abuse?
e ﬂ Do you have questions or concems about sex that you would like to discuss?

1. Menstrual Hisiory

Age period started: /5 | Numberof: If you use birth control, what
Periods are: abortions methods have you used?
A regular O light _____ miscarriages O pills  Kind:
Qirregular @ moderate — still births 0 Depo Provera/Lunelle Injection
0 painful Q heavy — cesareans 0 Norplant
____ ectopic pregnancies (tubal) Q IuD
Periods come every g days, __ premature births Q diaphragm/cervical cap
and last ¢-§_days. ™ _ normal births O foam, suppositories, cream, jellies

Do you have bleeding-between
periods?
QYes ENo 0O Sometimes
Is this your first pelvic exam?

“BYes QONo

you can talk fo your clinician about them.

WOMEN ONLY::
2. Pregnancy Hisiory

Total number of pregnancies
___ Age at first pregnancy

Complications and/or comments
on these pregnancies:

Date of last pregnancy or birth:

3. Birth Control History

O condoms, rubbers

0 withdrawal or pulling out

O rhythm, calendar, or natural
famity pianning

O tubal ligation (sterilization)

comments, updates:

{Q Other:

. O None

List any problems with these methods:

Are you breast feeding?

TYes ONo | "
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