		Today’s Date_________
Initial Health History Form
(insert agency name here)
Please ask the front desk staff if you would like help filling out this form.	Comment by Christina Steurer: Instructions to clinics: this is a reproductive health focused HH. If you are doing primary care, you may want to use an different form - a comprehensive hh would be expected. This is meant to screen for contraindications to birth control and other RH related concerns. 
Name you go by: ___________________________________________________________________________
				First   	 	                   Middle  	                           Last   
Legal Name (if different): ___________________________________________________________________
				First   	 	                   Middle  	                           Last   
Date of Birth: _____________________    
Pronouns: (check all that apply):
	|_| She/her/hers
	|_| He/him/his
	|_| They/them/theirs    

	|_| Not listed (please list): _________________
	|_| Prefer not to answer


1. What is the reason for your visit today? ______________________________________________________________________________________
2. Do you take any medication (prescription, over the counter, vitamins, or supplements?) 
|_| No    |_| Yes (Please list) ______________________________________________________________________________________ ______________________________________________________________________________________
3. Have you ever had an allergic reaction to a medication or a shot?
|_| No    |_| Yes (Please write the name of the medication and the reaction you had.)   
Medication(s): ___________________________	Reaction: ___________________________________
4. Do you get an allergic reaction from any of the following (check all that apply)?
	|_| No
	|_| Latex
	|_| Eggs    
	|_| Other (please describe): ___________________


5. Your health history: Have you ever had any of the following problems? (Check all that apply)
	|_| Cancer 
|_| Heart problems
|_| Stroke
|_| Blood clot or blood clotting problems  
|_| High blood pressure     
|_| High cholesterol      
|_| Diabetes 
|_| Sickle Cell Disease
	|_| Liver problems	         
|_| Kidney problems
|_| Gallbladder problems
|_| Stomach ulcers  
|_| Asthma 
|_| Tuberculosis (TB)
|_| Headaches or migraines
|_| Depression
|_| Anxiety or panic attacks   
	|_| Epilepsy or seizures
|_| Anemia (low blood iron) 
|_| Osteoporosis (weak bones)   
|_| Problems with uterus, ovaries or testicles
|_| Severe pain with periods
|_| Pelvic Inflammatory Disease      
|_| HIV        

	|_| Lupus
	|_| Sexually Transmitted Infection (chlamydia, gonorrhea, syphilis, warts)

	|_| Other ___________________________________________________________________________


6. Have you ever had surgery (an operation) or been in the hospital overnight?      |_| No   |_| Yes (Please list all surgeries, including C-sections and bariatric surgery) 
________________________________________________________________________________________________________________________________________________________________________________
7. Have you completed the following vaccines (check all that apply):
	|_| Rubella/MMR 
	|_| Tetanus/Tdap 
	|_| HPV 
	|_| Hep B
	|_| Hep A 
	|_| Don’t know



	Family Health History


1. Have any of your close blood relatives (parents, siblings, or grandparents) been diagnosed with the following?
	|_| Cancer
	If yes, what type(s)? ____________________
	Age when diagnosed? ________

	|_| Diabetes
	|_| Heart problems or stroke
	|_| Other: _______________________

	|_| I don’t know my family/genetic health history
	|_| None of these



	Health Behavior History	Comment by Christina Steurer: Instructions for clinics: drug and alcohol screening tools have been moved to a separate form. This is because different screening tools are needed for adults vs adolescents. Please give the appropriate validated screening tool for the age of your client along with this health history form. 


1. Have you ever smoked cigarettes, cigars, used snuff or e-cigarettes, or chewed tobacco?  
|_| No (go to question #2)     |_| Yes		
When did you start? _____________________________________________________________________
How much per week? ___________________________________________________________________
[bookmark: Check400]Do you want to quit?      |_| No     |_| Yes     |_| Already Quit
2. In the past two weeks, how often have you been bothered by the following problems:
	
	Not at all
	Several days
	More than half the days
	Nearly every day

	Feeling little interest or pleasure in doing things?
	|_|
	|_|
	|_|
	|_|

	Feeling down, depressed, or hopeless?
	|_|
	|_|
	|_|
	|_|

	Feeling nervous, anxious, or on edge?
	|_|
	|_|
	|_|
	|_|

	Not being able to stop or control worrying?
	|_|
	|_|
	|_|
	|_|



	Sexual and Reproductive Health History	Comment by Christina Steurer: Instructions to clinics: current best practice supports universal education, empowerment and support as an intervention for IPV rather than a set list of screening questions. If your agency prefers to use the screening questions that were on the previous version of the health history, you may insert them here. 


We ask everyone these questions to better understand what tests or services you might need. 
1. Which of these body parts do you currently have? Select all that apply. 
|_|breasts    |_|cervix     |_|uterus  |_|ovaries    |_|vagina
|_|prostate   |_| testes   |_|penis    |_|don’t know/not sure
If you have had surgery to remove or construct any of these body parts, please list in the “surgical history” above.
2. Are you currently having sex of any kind—oral, vaginal, or anal—with anyone? 
|_| No     |_| Yes   
If no, have you ever had sex of any kind with anyone?      |_| No (go to question #7)     |_| Yes
3. Have you ever been tested for:	 
	HIV?
	|_| No     
	|_| Yes    
	|_| Unsure

	Hepatitis?    
	|_| No     
	|_| Yes    
	|_| Unsure

	Syphilis?
	|_| No     
	|_| Yes    
	|_| Unsure

	Chlamydia or Gonorrhea?
	|_| No     
	|_| Yes    
	|_| Unsure


When was your last STI test? ____________________
4. Have you had any new sexual partners in the past year or since your last STI test?
|_| No     |_| Yes   
5. Please list the gender(s) of your sexual partner(s) in the past year: ___________________________
6. In the past year or since your last STI test, what types of sex have you engaged in?
|_| Oral 	|_| Vaginal 	|_| Anal
7. How often do you use condoms or other barriers (like dental dams) with a partner? 
	|_| Never  
	|_| Rarely   
	|_| Sometimes  
	|_| Usually  
	|_| Always    


8. Do you have children now?      |_| No     |_| Yes
Do you want (more) children?      |_| No     |_| Yes
How many (more) children do you want and when? ____________________________________
(more questions on the back)


9. If not planning a pregnancy now, what are you currently doing to avoid pregnancy? 
|_| Not having sex that could cause pregnancy. For example - abstinence, same-sex partner
|_| Using birth control. For example- IUD, condoms, pills (please list): _____________________________________________________________________________________
|_| Relying on partner’s birth control method. For example - vasectomy, IUD, pills (please list): _____________________________________________________________________________________
|_| Other method. For example - withdrawal/pull-out method (please list): _____________________________________________________________________________________
|_| Nothing 

	[bookmark: _Hlk222239195]
Menstrual/Pregnancy History (if applicable)


1. Do you have a period about once a month?      |_| No     |_| Yes
When was the first day of your last period? _____________	
2. Do you think you might be pregnant now?      |_| No     |_| Yes     |_| Not Sure
3. Have you ever been pregnant?
	|_| No (go to question #4
	|_| Yes

	How many times?	_______
	How many children have you given birth to? ______

	How many miscarriages? ____
	How many abortions? ____
	Date last pregnancy ended: ______


Are you breastfeeding now?      |_| No     |_| Yes
4. Have you ever had a Pap test?      |_| No (go to question #5)     |_| Yes, date of last one: _______
Have you ever had a Pap test that was abnormal or tested positive for HPV? 
|_| No     |_| Yes, date of last one:_______________
5. Have you had a mammogram (breast x-ray)?      |_| No     |_| Yes, date of last one______________ 
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