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Patient Information Form B

NAME DATE
last first middie
ADDRESS uiD
TELEPHONE NO. AGE BIRTH DATE MARITAL STATUS
ALLERGIES: [1 NO [ YES SPECIFY

List medications taken regularly (including prescription meds, vitamins, harbal supplemen

ts, nutritional supplaments, etc.)

SOCIAL & CURRENT HEALTH
Does your diet provide a variety of milk products (or calcium supplement),
vegetables/fruits, breads/cereals, and protein? ([ Yes [ No

Does concern about your weight or food interfere with your studies/work? [ Yes [ No

How often do you exercise? days per week minutes per day
Do you use drugs? 1 Yes, type used

Do you smoke? [ Yes, . cigarettes/day [ No

Do you drink alcohol? [ Yes, drinks/week [ No

Do you regularly use seatbelts? [0 Yes [ No

Do you regularly use a bicycle/fmotorcycle helmet? [ Yes [ No [ Mot applicable

How do you feel your general health is now?

Have you had any recent illness/surgery in the last 6 months? If so, please explain.

O Mo

Do you have any problems or issues you would like to discuss?

PERSONAL HISTORY

Do you do a SELF breastexam? [J Yes [0 No Have you been taughthow? [1 Yes [ No

Have you had a pelvic exam or pap smear before? [ Yes, Date

Are you currently in a sexual relationship? [ Yes, How long?

Have you or your partner had other sexual partners in the past six months?
Are your past or present sexual pariners: {1 Male ([ Female [ Both
Have you ever had a painful or frightening sexual experience? [ Yes O
Do you have concemns about a past or current experience with physical or

O Mo
O No
0 Yes O No
Mo

emational violence in a dating or family relationship? O Yes [ Mo

Have you ever been forced to have sex? [ Yes [ No

CONTRACEPTIVE HISTORY
If applicable, current method of birth control

Where did you get your current method of birth control?

[ Not applicable

What methods of birth control have you used in the past?

Did you have any problems with previous methods of birth control? [ No

[ Yes, please explain

{continued on back)






