University of North Carolina School of the Arts
Health History for Women

In order to establish a reproductive health care history in your medical record, we are asking you to
complete the enclosed form. As with all your medical records, we will retain this form in strict confidence.
No access to this document by outside parties will be granted without your specific written consent.

Name Age Today’s Date

Reason for visit:

When was the first day of your last period? Was it normal? Y N
Is there a possibility that you might be pregnant? Y N Unsure

What was the date of your last Pap smear?
Have you had unprotected intercourse? Y N Unsure

Have you ever had HIV testing? Y N Are you interested in HIV testing? Y N
How old were you when you had your first period?
What are the average # of days between the onset of each period?
Do you have bleeding between periods? Y N

Do you skip or miss periods? Y N

Do you get menstrual cramps? Y N

How would you describe your menstrual flow: Heavy Moderate Light

Have you ever had:
Vaginal infections Y N What kind?
Unusual discharge Y N
Herpes Y N
Genital warts (HPV) Y N
Chlamydia Y N
Y N
Y N

Gonorrhea
Abnormal Pap smear

Have you ever had sexual intercourse? Y N Age at first encounter

Sexual partners have been ~ Male Female  Both

Number of sexual partners in lifetime Number of partners this past year
Have you ever been pregnant? Y N

Present method of birth control

Past methods of birth control

Do you use condoms? Always  Most of the time ~ Some of the time Never
Do you feel safe in your current relationship? Y N
Have you been pushed, hit or made to feel unsafe in any of your relationships? Y N

OVER PLEASE



Medical History:
Have you ever had:
High blood pressure
Epilepsy

Migraine headaches
Varicose veins
Hepatitis or jaundice

Asthma Y N
Frequent urine infections Y N
Depression or mood swings Y N
Weight gain or loss of 10 Ibs Y N
Eating disorder Y N

Y N

Diabetes Do you smoke cigarettes?

Blood clots packs per day

Heart murmur How often do you drink alcohol?
Breast lumps Use recreational drugs? Y N
Thyroid disorders Kind used
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Had low iron or anemia Do you use drugs and alcohol together? Y N

Family History:
Has your parent, sibling or grandparent ever had:
Heart attack before age 60 Y N
Breast cancer

Uterine or ovarian cancer
Stroke

Diabetes

Elevated cholesterol
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Do you exercise at least 30 minutes three times a week?
Do you take a daily vitamin?

Do you take calcium supplements?

Do you take any herbal or natural supplements?

Have you ever had your cholesterol checked?
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Feel free to write down any questions you may have.

Reviewed:
Student signature date Provider signature date




