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STATE OF ALASKA 
Department of Health & Social Services 

Section of Public Health Nursing 
Family Planning Client History 

Family Planning clinic services are confidential.  No information will be released without your consent except as may be required under 
public health and safety laws.  You will be advised of any such reporting if it occurs.  Data used for evaluation and planning purposes is 
released with no identifying information associated with it. 

Today’s Date:                  Initial Exam        Annual Exam      Initial Method Start / no exam       Birthdate:                 Age:

l d b f l k i f hild d il l h

 
 
 
 
 
 
 
 
 
 
 

PERSONAL HEALTH HISTORY
Any medication / drug allergies?  Yes  No     To what?           Reaction type:                              Latex allergy?  Yes No 
Are you taking any prescription medications or over-the-counter medications or supplements? Yes    No     What?  
Have you ever been hospitalized? Yes      No        Reason: 

Have you ever had surgery?          Yes      No        Reason:
Please check YES or NO for any conditions that you currently have, or have had in the past: 
Head & Neck YES N0 Heart & Circulatory System YES NO Neurological System YES NO 
Thyroid condition   Heart murmur   Seizure disorder  

   Congenital heart disease     Changes in vision, blind spots   
Breasts Yes No Heart attack   Headaches with tingling, 

numbness, vision changes 
  

Lump or mass Stroke     

Pain   High blood pressure     Miscellaneous YES NO 

Nipple discharge   High cholesterol     Active liver disease (Hepatitis 
  A,B,C, cirrhosis, tumor) 

Breast cancer   Anemia ("low iron")  Gallbladder disease or jaundice   

   Blood clotting problems HIV/AIDS

   Blood transfusion:  date____   Diabetes (Type 1 or 2) 

Skin Condition(s) Yes    No Abdomen YES NO Diabetes in pregnancy   

 Severe abdominal pain Tuberculosis 

   Genital/Urinary YES NO INTERVIEWER’S COMMENTS 

 Skeletal System  Yes No Recurrent urinary tract 
infection  

 Osteoporosis (“bone loss”) Pelvic pain    
    

Number of Pregnancies___       Live Births___       Miscarriages___       Abortions___       Age at First Pregnancy___ 

To be completed by patient:  (Check one) 
What method of birth control did you use most in the past month?

Pills IUD 
Injectable/Shot Sterilization 
Patch Fertility Awareness 
Condoms/Rubbers Abstinence 
Diaphragm/Cap Other________________ 
Spermicides (foam, film) None

To be completed by patient:  (Check one) 
What method of birth control are you interested in obtaining during 
this visit? 

Pills Condoms/Rubbers 
Patch Diaphragm/Cap 
Injectable/Shot  Fertility Awareness 
Vaginal ring  Other _______________  
Spermicides (foam, film) Undecided  
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SOCIAL AND LIFESTYLE HISTORY Y N FAMILY MEDICAL HISTORY 
Do you experience feelings of depression that 
prevent you from carrying out your usual activities 
& responsibilities? 

Have any of your immediate family members had: Y N 
Age 
of 

onset 
Has anyone ever touched you or forced you to 
have sex against your will?  Heart disease/attacks before age 50? 

mother/father/brother/sister 
Is verbal abuse or physical fighting making you 
feel unsafe at home?  Stroke? 

mother/father/brother/sister 
Have you ever been diagnosed & treated for an 
eating disorder?  High blood pressure? 

mother/father/brother/sister 
Do you exercise? 
type _________frequency_________amt_______  Cancer? 

mother/father/brother/sister 
Do you use tobacco? 
Frequency/amount: __________  How long: ____  Diabetes? 

mother/father/brother/sister 
Do you use alcohol? 
Frequency/amount: _______________________  Alcohol/drug use problems? 

Mother/father/brother/sister 
Do you use recreational/street drugs? 
Type/frequency/amount: ___________________  Mental health problems? 

Mother/father/brother/sister 

Last grade or level of school completed:  ______ Did your mother take DES when pregnant with you? 
Yes    No 

CURRENT SYMPTOMS OR CURRENT CONCERNS 

Do you currently have any of the following? Y  N 

 Vaginal discharge, itching, bumps, warts, sores? 

 Pelvic pain? 

 Pain or burning when urinating? 

REPRODUCTIVE HEALTH HISTORY Pain during sex? 
Have you ever had the following?  If so, 
when? Y N  When Vaginal spotting/bleeding after sex? 

Abnormal pap smear Concerned you might be pregnant? 

Colposcopy or biopsy of the cervix Have you had sex without birth control or without 
using a condom since your last menstrual period? 

Breast biopsy or other breast procedures STD & HIV RISK HISTORY 
Tubal pregnancy 
Pelvic infection (PID) 
Sexually transmitted infections 
Recurrent vaginal infections 

Are you nursing a baby now?       Yes No 

Date of last pap smear:  ________   Never had 

Date of last breast exam:  ______     Never had 

 MENSTRUAL HISTORY 

 Age when you first had sex ____ 
 Do you have sex with:   Male  Female   Both 
 Number of sexual partners in the last:  3 mos __  6 mos ___ 12 mos __ 
 New sex partner in the last two months  Yes   No 
 Are you interested in STD screening?     Yes   No 
 Are you interested in HIV screening?      Yes   No 

Does your sexual partner(s): 
 Have a history of use, or currently inject drugs?   Yes No 
 Had a blood transfusion?   Yes No  If yes, what yr _____? 
 Have, or ever had, a STD?  Yes No 
 Have HIV infection?    Yes   No 
 Have other sex partner(s)?    Yes No 
 Have sex with:   Male     Female     Both 
 Use condoms?   Yes No 

Age at first period ______ 

Date of last normal period ________ 

Usual number of days between periods ______ 

Vaginal spotting/bleeding between periods?     Yes       No 

Is your menstrual flow: ___light ___moderate ___heavy 

Are your cramps: ___mild _____moderate ___severe___none 

INTERVIEWER’S COMMENTS 

I consent to receive medical care for family planning services by professionally licensed staff of this agency.  I understand this may 
include physical examination, laboratory testing and prescriptions.  I have the right to ask questions about my care,  participate in the 
plan for my care,  and to refuse services at any time. 

Client:_________________________________________Interviewer:____________________________________Date:_______________ 
PCN:


