Planned Parenthood of Central Oklahoma
COMPREHENSIVE HISTORY
NAME: DOB: Age: SS# Date:
Last First

Address Town/State Zip Phone #

To provide your care, PPCO must have an emergency contact person. Emergency contact:

(Name) (Relationship) (—) (Phone)

Planned Parenthood must also have a way to contact you by mail: [ _| Letter/Planned Parenthood Return Address [_] Letter/No Return Address

May Planned Parenthood contact you by phone? []NO [] Yes, at:[_] Work #: [] Mobile#: [] Number above
A. REVIEW OF SYSTEMS: A. REVIEW OF SYSTEMS (continued)

desiol GENERAL | | Ves o] ENDOCRINE

1. My health is generally good 43. Thyroid problems

2. Unexplained weight loss or gain of more than 10 Ibs 44. Diabetes
3. Night sweats/hot flashes [ - HEMATOLOCIAL/LYMPHATIC
4. Cancer. If yes, where/when? 45. Anemia (low iron)
5. Smoke cigarettes. If yes, how many per day? 46. Sickle cell diseaseftrait
6. Drug/Alcohol use. If yes, what, amt & frequency: 47. Bleeding or clotting disorder
7. Birth defects or genetic problems 48. Mono
8. Are you being treated for any illness/condition how? ALLERGY/IMMUNOLOGY
If yes what? _ v
9. Do you currently take medicine prescription, over- the- 49. Are you allergic to any drug, medication, latex or other

counter or herbal? If yes, hame: substance, including local anesthesia? If yes, what?

EYES |
10. Eye problems (except glasses or contacts) 50. Mumps, Measles & Rubella (MMR). Date:

- EARS/NOSE/MOUTH/THROAT ] 51. Tetanus immunization. Date:
11. Hearing problems
12. Frequent nosebleeds
13. Frequent sore throat
- CARDIOVASCULAR

52. Rubella (German measles). Date:
ITALIZATION AND SURGERIES
Reason

14. Mitral Valve Prolapse

15. Heart murmur

16. Varicose veins

17. Blood clots (head/leg/lungs)
18. Stroke or stroke-like problems

| C. FAMILY HISTORY

Are you adopted? O Yes O No

19. High blood pressure E)?l\étviynogu’: biological family (parents, brothers, sisters) had any of the

20. High Cholesterol YES NO Diagnosis " Relative

- RESPIRATORY | Osteoporosis

21. Chronic cough or other breathing problems/asthma Diabetes

22. Tuberculosis or exposure to tuberculosis Heart attack/stroke before age 65

GASTROINTESTINAL High blood cholesterol or fats

23. Stomach or bowel problems Genetic problems

24. Liver problems (hepatitis or tumor, etc.) Cancer

25. Gallbladder problems High blood pressure

GENITOURINARY STAFF COMMENTS / EXPLANATIONS (by number)

26. Bladder or kidney problems

27. Uterine abnormalities

28. Ovarian cysts

29. Breast lump, discharge or surgery

30. Vaginal rash, sores or bumps

31. Vaginal discharge that itches/burns or has a bad odor

32. Endometriosis

33. Pain with sex

34. Previous abnormal Pap. VWWhen?

35. Did your mother take DES when she was preghant
with you? (If born before 1971)

36. History of reproductive disease. Check type:

W Chlamydia Q Gonorrhea Q Genital Warts O Herpes

O Syphilis QPID QHIV Q Hepatitis A, B, C

MUSCULOSKELETAL

37. Arthritis or osteoporosis

SKIN

38. Acne or other skin problems. What?

NEUROLOGICAL

39. Migraine headaches (dx by healthcare provider)

40. Seizures/epilepsy

41. Numbness in arms/legs (recurring) A

PSYCHOLOGICAL Patient label

42. Depression, requiring treatment
CF4: Comp Hx Revised: December 1, 2006 PLEASE COMPLETE OTHER SIDE »» %%




Patient label
COMPREHENSIVE HISTORY

NAME: DATE:
D. PREGNANCY HISTORY [1:Never preghant ‘ G MENSTRUAL HISTORY
DELIVERED ABORTION / MISCARRIAGE 1) Age periods began:
Mo. | Yr. | Vag. | C-Sec. | Birth Weight | Year | Weeks | Spont. |Induced 2) Number of pads/tampons used on heaviest day:

3) Length of period: (days)
4) Are your periods usually regular? QdYes WO No

5) Last period started on:
It seemed: O normal U not normal

6) Do you experience, before or with periods: QO cramps
U bloating Q bowel problems  Q emotional changes

Have you experienced any of the following with your pregnancy(ies)?
YES NO 7) Do you have vaginal bleeding aftersex? QYes W No
Birth defect(s) 8) Bo ngsu haDveNv(?tglnal bleeding between menstrual periods:
Gestational diabetes STI/HIV RISKS

Premature birth Number of sex partners in your life:.  MALE: FEMALE:

Toxemia Number of partners in the past 12 months:
Tubal pregnancy YES NO COMMENTS
Other: Have you ever used street drugs? If

Yes, when?
Have you shared needles? Example:
Injecting drugs, tattooing, piercing?

Sexually active? O Vaginal O Anal O Oral

E. CONTRACEPTIVE HISTORY

Current birth control method:

. - - >
:;|%\{Slovri1r?a;{)sed. Any problems with this method? O Yes U No Sexual partners: 0 Female O Male O Both
What’method do you want to use now? Condom/dental damuse: O Always O Sometimes [0 Never

Are you planning a pregnancy in the NEXT year? O Yes W No
WHICH OF THE FOLLOWING METHODS HAVE YOU USED IN THE PAST: |

YES NO Method COMMENTS { PROBLEMS

Abstinence

O Tubal O Vasectomy
O Hysterectomy
Oral Contraceptives / Brand:

O Norplant O Implanon
Depo-Provera (Injection)

Lunelle (injection)

IUD

Condoms

[ Diaphragm O Cervical Cap
Sponge

Rhythm / Natural Family Planning
Withdrawal

Patch

Ring Staff use only.

Staff signature indicates form is complete.
YES NO HAVE YOU RECENTLY EXPERIENCED: COMMENTS:
O Emotional O Relationship problems
Death of O Family member O Friend

O Jobloss 0O Financial problems
Problems in O living arrangements O school

Patient Comments:

To the best of my knowledge the information | have
provided is correct and complete.

Patient signature /date

Please complete all information above.

Parental problems

Does someone hit, slap, kick, choke or hurt
you?

Does someone force you to have sex?

Are you sexually abused?

Are you afraid of your O Partner

O Family member? O Other

Who helps and supports you with your
problems?

CF4: Comp Hx Revised: December 1, 2006




