Appendix D Sample Forms


REPRODUCTIVE HEALTH HISTORY

PERSONAL HISTORY


Allergies

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________


Medications

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________


Heart or blood pressure problems

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Thrombosis /DVT

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

CVA 

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Bleeding disorders

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Diabetes 

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Migraines or headaches

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Vaginal or bladder infections

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Liver problems or hepatitis

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Breast lumps

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Ovarian cysts

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Pelvic Inflammatory Disease (PID)

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Skin problems or acne

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Muscle or bone problems

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Depression or anxiety

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________

Other health condition 

No  □
  Yes □  ​​​​​​​​​​​​​​​​​​​_______________________________
IMMUNIZATION HISTORY      MIMS reviewed  □


eChart  □


Rubella Immunization   
Yes □
Date__________        No □      Recommended □  ​​​​​​​​​​​​​​​​      Declined □


Hepatitis B Immunization
Yes □
Date__________        No □      Recommended □  ​​​​​​​​​​​​​​​​      Declined □


HPV Immunization
Yes □
Date__________        No □      Recommended □  ​​​​​​​​​​​​​​​​      Declined □


TdaP  
Yes □
Date__________        No □      Recommended □  ​​​​​​​​​​​​​​​​      Declined □

Other ______________________________________________________________________________  


FAMILY HISTORY


Cancer of the breast, uterus or ovary
Unknown □  
No □
Yes □
____________________________


Heart disease

Unknown □  
No □
Yes □
____________________________


High blood pressure

Unknown □  
No □
Yes □
____________________________


Thrombosis/CVA

Unknown □  
No □
Yes □
____________________________


Diabetes

Unknown □  
No □
Yes □
____________________________


Other

Unknown □  
No □
Yes □
____________________________

PSYCHOSOCIAL HISTORY

Where are you living:  _____________________________________________________________________


Satisfaction with current living situation:  ______________________________________________________


Do you feel safe:  ________________________________________________________________________


Support people:  _________________________________________________________________________

Third-party coverage (record file number if known)

□   Employment Income Assistance ______________________________________

□   Treaty Status _____________________________________________________

□   Extended Health Benefits ____________________________________________


Barriers to accessing third-party: No □       Yes □ _______________________________________________

LIFESTYLE HISTORY


School ________________________________ Employment ______________________________________


Do you have home-made (non-sterile):  □ tattoo    □ electrolysis   □ body or skin piercing   □ acupuncture


Tobacco use:
No □    Yes □     Type _____________​​​​​​​​​​​​​​​​​​​____  Amount/day or week _________________


Alcohol use:
No □     Yes □      How many drinks per week? ________________________________


Other drugs/substances use:  No □   Yes □    Frequency __________________  Type __________________

      _______________________________________________________________________________________

MENSTRUAL HISTORY


Age of first menses: ________
LNMP __________



Frequency of menses:   □ every 28 days
  □ more than 28 days      □ less than 28 days


Flow of menses:        □ light        □ medium          □ heavy     # days ____________________________

Are your periods painful: 
No □
Yes □
  ​​​​​​​​​​​​​​​​​​​_____________________________________________

Abnormal vaginal bleeding:
No □
Yes □
​​​​​​​​​​​​​​​​​​​  _____________________________________________

Premenstrual Symptoms:
No □
Yes □
  ​​​​​​​​​​​​​​​​​​​_____________________________________________
OBSTETRICAL HISTORY


Previous pregnancies:
No □    Yes □ ​​​​​​​​​​​​​​​​​​​ G: ____ P: ____ Ectopic: ___  SA: ____ TA: ___Other: ____

Currently breastfeeding;
No □
Yes □
  ​​​​​​​​​​​​​​​​​​​​​____________________​​​____​​​​​_____________________

SEXUAL HEALTH HISTORY


Have you ever been sexually active:   No □

Yes □
  ​​​​​​​​​​​​​​________________________________

Are your partners:
 males □    females □    both □ 

Date of last sex:  __________   Are you in a relationship? No □  Yes □    ​​​​​​​​​​​​​​ _______________________
Age of first intercourse: _____________                     # of sexual partners to-date: ________________

Ever pressured to have sex:    No □     Yes □    ​​​​​​​​​​​​​​​​____________________________________________

Ever had sex for drugs or money:   No □  Yes □
  ​​​​​​​​​​​​​​​​​​​__________________________________________


Physical pain or bleeding during or after sex:   No □  Yes □    ​​​​​​​​​​​​​​​​​​​ _________________________________
Ever thought you were pregnant: No □  Yes □  How often? ___ Previous pregnancy test:  Yes □  No □  ​​​​​​​​​​​​​​​​​​​    

Ever had a Sexually Transmitted Infection:  No □    Yes □    ​​​​​​​​​​​​​​​​​​__________________________________
Pap Test:   N/A □   No □   Yes □        Date of last test?_________  Abnormal  No □   Yes □ _________
Past contraceptive methods:   Pills □   Patch □   Ring  □   Depot □    IUD □   Condoms □   Other ___________

Use of Emergency Contraception:
No □  ​​​​​​​​​​​​​​​​​​​  Yes □
  Number of times?______________________________


	Reproductive Health Record

	Client Name
	Date of Birth

	MHSC #:
	PHIN:

	Address:
	Phone Number(s)

	Initial Visit

	Health History
Reason for visit: ______________________________________________

Discuss client/provider responsibility:   Yes □   No  □

Discuss Confidentiality:  Yes  □  No  □

Parent aware of sexual activity/contraception:

Yes □   No □   ______________________________________________
Health History  Form completed:   Yes   □  No  □

Contraindications to contraception:     Yes □    No □ 

______________________________________________


	Teaching

Print resources given:                            Yes  □    No  □

Instructed how to use contraception:     Yes  □    No  □

Advised re: risks/warnings                     Yes  □    No  □

Reviewed potential adverse effects:      Yes  □    No  □

Reviewed missed doses:                       Yes  □    No  □

Info re: emergency contraception          Yes  □    No  □

STI Education :                                      Yes  □    No  □



	Sexual History

Are you sexually active at present:    No □    Yes □ 
______________________________________________
Sexually Transmitted Infection  Assessment    

STI risk factors:  No   □  Yes □  

______________________________________________

Blood-borne infection risk factors:  No   □  Yes □ 
 ______________________________________________


	Contraceptive Option
Prescribing Provider: ___________________________________

Name of Contraceptive: _________________________________
Amount given: ________________________________________

Lot #:  ______________________________________________

Amount left on prescription: ______________________________

Condoms provided:   Yes □    No □ 



	Physical Exam

Blood pressure:  _________     

Weight  (as indicated):  _________      Height: ___________
STI swabs/urine done:  No □    Yes ​​​​​□    ________________
Pregnancy Test done:  Pos  □      Neg  □      N/A □
Request Pap Test history:  Yes  □   Last Pap Test   _______
Pap Test:  N/A  □     Pap Test recommended □       Done   □
	Additional Notes

	
	Next Appointment:

	Sign & Date


	Reproductive Health Record

	Client Name
	Date of Birth

	MHSC #:
	PHIN:

	Address:
	Phone Number(s)

	Follow-up

	DATE

	Health History

Questions/Concerns: ________________________________

Changes to Health History:  No □  Yes  □  ________________

Changes to menses since last  visit:   No □    Yes  □ 

□ lighter    □ heavier    □ shorter    □ longer       □ other: _____

Bleeding/spotting:   No □   Yes  □  ______________________
Changes since last visit: 

□ headaches ______________     □ breasts ______________

□  weight _________________     □ vision   ______________

□  mood _________________     □ other: ________________

Tobacco use: No □   Yes  □   Amount:  __________________


	Teaching

Community resources discussed:  No □   Yes □

Harm reduction discussed:  No  □   Yes □

Decision making/communication discussed:   No □  Yes □

Relationships discussed (healthy vs. non-healthy):

No □   Yes □

Comments:  _________________________________________

___________________________________________________

	Sexual History

Are you sexually active at  present?: No □   Yes □   ________                                                   

# of sexual partners since last visit? ____________________

Consistent and correct condom use:  Yes  □  No □ 

Comments:  ______________________________________ 

Condoms ever slipped or broken:  No □   Yes  □   __________                                                    

Physical pain or bleeding during or after sex:  No □   Yes  □   

Comments:  _______________________________________

Emergency Contraception since last visit:  No □   Yes  □  

Date: _________  Comments:  ________________________
	Contraception

Able to purchase contraception supplies: 

Yes □   No  □  ________________________________________                                                      

Explore with client  their ability to plan/budget for contraception:

____________________________________________________

Concerns with contraception:  No □  Yes □       

____________________________________________________                                                                                                    

Name of Contraceptive: ________________________________

Amount given: ________________________________________

Lot #:  ______________________________________________

Amount left on prescription______________________________

Condoms provided  □ yes  □ no

	Physical Exam

Blood pressure:  _________     Weight  (as indicated):  ______       

STI swabs/urine/blood done:  No □    Yes ​​​​​□    _____________
Pregnancy Test done:  Pos  □      Neg  □      N/A □

Pap Test  N/A  □     Pap Test recommended □       Done   □
	Additional Notes

	
	Next Appt

	Sign & Date





NAME _______________________________       PHIN: _______________	        D.O.B. _______________


								                                 (YY, MM, DD) 











NAME _______________________________       PHIN: _______________	    D.O.B. _______________


(YY, MM, DD)











NAME _______________________________       PHIN: _______________	        D.O.B. _______________


								                                 (YY, MM, DD) 








Date: ________________     Name & Signature:  _____________________________________


                 (YY, MM, DD)
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