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WOMEN’S HEALTH/FP ANNUAL FEMALE PATIENT HISTORY MEDICAL RECORD

*NEW INFORMATION SINCE YOUR LAST VISIT*
	PERSONAL HISTORY

	since your last vist have you had any of the following?
	YES
	NO
	?
	STAFF NOTES ONLY

	Allergies (food, medications, latex)? 

List:__________________________________________
	
	
	
	

	Bladder/Kidney problems
	
	
	
	

	Blood clots in arms/legs/chest
	
	
	
	

	Bone problems (brittle, weak bones)
	
	
	
	

	Bowel problems
	
	
	
	

	Breast lump/nipple discharge
	
	
	
	

	Chest pains (cause shortness of breath/stabbing/traveling pain)
	
	
	
	

	Depression/Mental Illness/Suicide attempt
	
	
	
	

	Diabetes (high sugar)
	
	
	
	

	Epilepsy/Seizures/Fainting spells
	
	
	
	

	Eye problems (dizziness, blurring, blackouts)
	
	
	
	

	Headaches (all the time/very bad)
	
	
	
	

	Heart problems
	
	
	
	

	Hepatitis/Liver disease
	
	
	
	

	High blood pressure/stroke
	
	
	
	

	Hospitalization/surgery in the past year  Date: _______________
	
	
	
	

	Infection in uterus/tubes/ovaries/Pelvic Infection/PID
	
	
	
	

	Severe stomach pain
	
	
	
	

	Severe pain/numbness/tingling in arms or legs
	
	
	
	

	Sexually transmitted infections: circle

( Chlamydia, Gonorrhea, Herpes, HIV/AIDS, Syphilis, Genital warts,  trichomoniasis (trich), other
	
	
	
	

	Uterine fibroid tumors
	
	
	
	

	Varicose veins
	
	
	
	

	Any other serious medical problem(s)  Specify: ______________
	
	
	
	

	Are you doing monthly self-breast exam?
	
	
	
	

	Do you take (or suppose to take) medicines prescribed by a medical provider? If yes, list them: _______________________ Do you take herbs, vitamins, or over-the-counter meds? If yes, list them: ___________________________________________ 
	
	
	
	

	Do you use other drugs (example: marijuana, cocaine, or IV drugs)? What do you use? _____________________
	
	
	
	

	Do you use alcohol? How much ___________________
	
	
	
	

	Do you smoke? If yes, how many cigarettes per day: ___
	
	
	
	

	Have you completed the Hepatitis B series?
	
	
	
	

	FAMILY HISTORY

	 SINCE YOUR LAST VISIT HAVE YOUR GRANDPARENTS, PARENTS, BROTHERS, OR SISTERS DEVELOPED ANY OF THE FOLLOWING?
	YES
	NO
	?
	STAFF NOTES ONLY

	Heart Problems or stroke (before age 50)
	
	
	
	

	High Blood Pressure
	
	
	
	

	Alcoholism/drug abuse
	
	
	
	

	Blood clots in arms/legs/chest
	
	
	
	

	Bone problems (brittle, weak bones)
	
	
	
	

	Breast lumps 
	
	
	
	

	Cancer
	
	
	
	

	Diabetes (high sugar)
	
	
	
	

	Epilepsy/Seizures
	
	
	
	

	MENSTRUAL/GYNECOLOGICAL HISTORY 

	First day of your last  menstrual period  _______________

How many days do your periods last? # of days: ________
	Do you have a period every month?  (Yes ( No 
Is the flow: Light ____ Medium ____ Heavy ____

	Do you have severe cramps?  (Yes ( No
	Do you bleed between periods? (Yes ( No

	Do you use  ( Pads    ( Tampons     ( Both 
	Date of your last pap smear/pelvic exam: ______

	Have you ever had sexual intercourse?  (Yes ( No

Were your partners:  ( Men      ( Women       ( Both
	Age of first sexual activity?  ___________

When did you have sex last? __________ 

	How many partners have you had in the past 60 days? _____________ Past 12 months? __________________

	What kind of sex have you had in the past 60 days?

(Vaginal      ( Mouth      (  Rectum    (  No Sex

	Do you feel safe from violence in your personal relationships?  (Yes  (  No

	Do you have symptoms of a genital infection?  (Yes ( No If yes:(check the ones you have)

( Discharge   (Odor   ( Itch   ( Rash  ( Burning  ( Bumps   ( Sores   ( Pain with sex   ( Bleeding after sex               ( Stool or anal problems  ( Pain with urination  ( Urgent or frequent urination  ( Low abdominal pain


	PREGNANCY HISTORY

	Do you think you might be pregnant?                                                                               ( Yes            ( No

	Have you been pregnant since your last visit to this clinic?                                                     ( Yes            ( No               

	Have you tried to become pregnant for more than six months without success?                  ( Yes            ( No

	CONTRACEPTIVE HISTORY

	What method of birth control are you using now?

	Have you had any problems with the method you are using now?                                      ( Yes            ( No

	Do you want to continue with present birth control method?                                               ( Yes            ( No

	PARTNER HISTORY

	Please check if your partner(s) has a history of any of these activities
	YES
	NO

	IIlegal drug use? 
	
	

	Multiple partners? 
	
	

	Bisexuality?   
	
	

	History of Sexually Transmitted Infections?  
	
	

	History of HIV?  
	
	

	Homosexuality  
	
	


ALL INFORMATION IS CONFIDENTIAL AND WILL NOT BE RELEASED WITHOUT WRITTEN CONSENT, UNLESS REQUIRED BY LAW.

To the best of my knowledge, the above information is complete and accurate and has been reviewed by the staff.

____________________________________________            _________________________________________

Client Signature

                   Date
         Reviewed By                                             Date 
DeKalb County Board of Health
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