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List all medications: (Include prescription or non-prescription medications) 

___________________________________________________________________________ 

Any allergies to Medications: _____________________________________________  

Are you allergic to latex? Yes | No  Are you allergic to Iodine or Shellfish? Yes | No 

Surgical History: Have you ever had any surgeries? Yes | No if yes, when, explain: 
___________________________________________________________________________ 
 

Do you currently have any of the following conditions/or ever had in the past? Including Immediate 
family members 

(Please mark x on those that apply to you and please specify which family member) 

 SELF Immediate family (mother, father, sister or brother) 
Anemia   
Breast Cancer   
Colon Cancer   
Depression   
Diabetes   
DVT / Blood Clots/ Clotting disorders   
Gallbladder Disease   
Heart Attack   
Hepatitis   
High Blood Pressure   
High Cholesterol   
Inflammatory Bowel Disease   
Migraine with Visual Changes   
Osteoporosis   
Ovarian Cancer   
Psychiatric Disorder   
Pulmonary Embolus   
Renal Disease   
Seizure / Epilepsy   
Stroke   
Suicide Attempt   
Thyroid Disease   
UTI – Recurrent   
Other   

 
Immunization History (circle the immunizations/vaccinations you’ve had) 

 
Hepatitis A MMR/Rubella 
Hepatitis B Tetanus 

HPV Varicella 
Covid Flu 
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Sexual History (please circle your answers) 

 
Have you ever been sexually active? Yes | No 

Date of last sex? ___________ 

How many people have you had sex with in the last 3 month?____ 12 months? ____ Lifetime? ____ 

Are your sexual partners: Men  |  Women | Both  | Other:_______ 

Does the person (s) you have sex with have sex with: Men | Women  | Both  | Other:_________ 

Does the person (s) you have sex with only have sex with you? Yes | No | Unknown 

Do you have Vaginal  | Anal  | Oral    sex?  

With Oral Sex do you : Receive | Give | Both   

With Anal Sex do you : Receive | Give | Both 

Do you use condoms? Always | Sometimes | Never 

Have you been exposed to a sexually transmitted infection (STI) in the last 3 months? Yes | No If yes? 

Explain: ____________________________________ 

Have you ever shared needles: (tattoo, IV drug use, etc.) Yes | No 

Have you had sex with someone who uses IV drug? Yes | No | Unknown 

Have you ever had any of the following: (Circle all that apply) Chlamydia | Gonorrhea | Genital 

Warts/HPV | Syphilis | Herpes | Trichomoniasis | HIV | Nongonococcal Urethritis  

If you circled one of the above, were you ever treated? When?________________________ 

How important is it for you to prevent pregnancy? ___________ 

Are you using birth control (this includes condoms)? Yes | No  Explain, if yes_____________________ 

Are you aware of the availability and use of Emergency contraception? Yes | No 
Are you aware that using condoms will protect you from getting a sexually transmitted disease and 
lessen your chance of getting pregnant?   Yes  |  No 
 

Female Questions Only 

What birth control have you tried before? Did you have any problems with these methods? 

_____________________________________________________________________________________ 

First day of your last menstrual period? ______________ 

Significant cramps?  Yes  | No  Do you take anything to make them better?  Yes  |  No 

Age of first periods? _________ 

Do you have a period every month? Yes | No Explain, if no ____________________________ 
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How long do your periods last? ____ days Is your bleeding Light |  Moderate | Heavy ? 

Any bleeding between periods? Yes  |  No Explain, if yes _________________________ 

Have you ever been pregnant?  Yes  |  No 

Number of pregnancies? ____ 

Number of vaginal deliveries? ____ 

Number of C sections? ____ 

Number of ectopic/tubal pregnancies? ____ 

Number of abortions? ____ 

Number of miscarriages ____ 

Number of living children? ___

Have you ever had a D&C (dilation and curettage)? ___________________ 

Any problems with any pregnancy or birth?  Yes  |  No if yes, explain ______________________ 

Are you breastfeeding? Yes  |  No 

Do you want to be pregnant in the future?  Yes  |  No if yes, when? _____________ 

Date of last pap test? ______________ 

Have you ever had an abnormal pap? Yes  |  No  if yes, explain __________________ 

Have you ever had a mammogram? _________ was it normal?  Yes  |  No  if no, explain ____________ 

Lifestyle 

Do you currently smoke, vape or use any form of tobacco? Regularly | Sometimes | Never 

Do you drink alcohol? Regularly | Sometimes | Never 

Do you use Marijuana? Regularly | Sometimes | Never 

Do you use illegal drugs or a prescription drug for non-medical reasons? Regularly | Sometimes | 

Never 

Have you ever been emotionally, physically or mentally abused? Yes | No 

Have you ever experienced sexual violence? Yes | No 

Do you feel safe at home and/or work? Yes | No 

Are you in a relationship with a person who threatens or physically hurts you? Yes | No 

How often do you exercise? Regularly | Sometimes | Never 

Any concerns regarding weight or eating? Yes | No if yes, explain ____________________ 

Do you have a good support system? Yes | No 

 
Patient Signature: _______________________________ Date: __________________________ 


