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Erie County Community Health Center

420 Superior Street Sandusky, Ohio  44870
Phone: 419-626-5623 Fax:  419-626-4824

Female – HEALTH QUESTIONNAIRE
Today’s Date ______________________ (This form is valid for 1 year from “TODAY’S” date)
Patient’s Name: ________________________________________ Birth Date:                                                       Age:

Ethnicity _______________________________________      Race _____________________________________________________
Primary Care Provider 




_________________________________________________________
Pharmacy of Choice 




_________________________________________________________
Emergency Contact Information
Who may we contact in the event of an emergency?
Name 


                         Relationship
                               Contact phone number

	
	
	


Medications

What Medications are you taking (including nonprescription)?

Name         





Dose and Frequency
	
	

	
	

	
	

	
	

	
	


Allergies 











______________
Women’s Health

Age you started having periods_________
Is your flow   FORMCHECKBOX 
 Light     FORMCHECKBOX 
 Moderate    FORMCHECKBOX 
 Heavy     Are your periods regular?                 FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No  
Date of last Pap test ________________               History of abnormal Pap test?           FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No  
First day of last menstrual period ____________________ Current method of birth control____________________________________
Date of last Mammogram _______________________ Date of last Colonoscopy _______________________
Hysterectomy       FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No               Menopause Age__________ Year__________  

Gender Identity:                                   FORMCHECKBOX 
 Female       FORMCHECKBOX 
 Male       FORMCHECKBOX 
 Female to Male             FORMCHECKBOX 
 Male to Female         FORMCHECKBOX 
 Unknown
Sexual Orientation:  

   FORMCHECKBOX 
 Heterosexual

  FORMCHECKBOX 
 Bisexual
               FORMCHECKBOX 
 Homosexual
              

Are you sexually active?     
   FORMCHECKBOX 
 Yes

                FORMCHECKBOX 
 No               
               FORMCHECKBOX 
 Previously 
Do you practice safer sex?     
   FORMCHECKBOX 
 Yes               
                FORMCHECKBOX 
 No            
               FORMCHECKBOX 
 Sometimes 
Have you completed your series of Gardasil vaccinations for HPV?  FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No  
Pregnancy History 

Number of Deliveries__________ Number of Miscarriages_________ Number of Abortions_________Number of Stillborns__________

Number of Son(s)    _______        Number of Daughter(s) _______      Number of Currently Living Children _________
Any multiple births?   FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No  
      

 Any C-Sections?   FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No  
Any problems during pregnancy/birth? _____________________________________________________________________________
Medical History
 FORMCHECKBOX 
  Allergies (List Above)

 FORMCHECKBOX 
  Anemia



 FORMCHECKBOX 
  COPD/Emphysema                                   FORMCHECKBOX 
  Infertility
 FORMCHECKBOX 
  Alcohol Use
 FORMCHECKBOX 
  Coronary Artery Disease/Heart Disease   FORMCHECKBOX 
  Illegal Drug Use

 FORMCHECKBOX 
  Angina


               FORMCHECKBOX 
  Crohn’s Disease


 FORMCHECKBOX 
  Kidney/Bladder Disease
 FORMCHECKBOX 
  Anxiety



 FORMCHECKBOX 
  Depression



 FORMCHECKBOX 
  Liver Disease
 FORMCHECKBOX 
  Arthritis



 FORMCHECKBOX 
  Diabetes



 FORMCHECKBOX 
  Neurological Disorders
 FORMCHECKBOX 
  Asthma



 FORMCHECKBOX 
  Gallbladder Disease


 FORMCHECKBOX 
  Osteoarthritis
 FORMCHECKBOX 
  Atrial Fibrillation


 FORMCHECKBOX 
  GERD/Reflux



 FORMCHECKBOX 
  Osteoporosis
 FORMCHECKBOX 
  Blood Clot



 FORMCHECKBOX 
  Headaches/Migraines


 FORMCHECKBOX 
  Peptic Ulcer Disease
 FORMCHECKBOX 
  Breast Lumps/Fibroids                               FORMCHECKBOX 
  Heart Attack



 FORMCHECKBOX 
  Seizure Disorder
 FORMCHECKBOX 
  Endocrine Disorders


 FORMCHECKBOX 
  Hepatitis C



 FORMCHECKBOX 
  Sickle Cell Disease or Trait
 FORMCHECKBOX 
  CVA or Stroke


 FORMCHECKBOX 
  High Cholesterol


 FORMCHECKBOX 
  STD
 FORMCHECKBOX 
  Cancer Type___________________        FORMCHECKBOX 
  High Blood Pressure                                                FORMCHECKBOX 
   Chlamydia



 FORMCHECKBOX 
   Gonorrhea



 FORMCHECKBOX 
   Herpes Simplex Virus 


 FORMCHECKBOX 
   HPV



 FORMCHECKBOX 
   Syphilis



 FORMCHECKBOX 
   Trichomonas


 FORMCHECKBOX 
 Tattoo


 FORMCHECKBOX 
 Thyroid Disease
Other Illnesses 










_____________________
Surgical History   Check the surgeries that you have had and the year (if known).

	YEAR
	
	YEAR
	
	YEAR
	

	
	Angioplasty
	
	Gastric Bypass
	
	Breast Enlargement

	
	Angioplasty with stent
	
	Hernia Repair
	
	Breast Reduction

	
	Appendectomy
	
	Hip Replacement
	
	Breast Biopsy

	
	Arthroscopy Knee
	
	Knee Replacement
	
	Cesarean Section

	
	Back Surgery
	
	LASIK
	
	D & C

	
	CABG/Open Heart
	
	Liver Biopsy
	
	Hysterectomy

	
	Carpal Tunnel Surgery
	
	Surgery for Fracture
Site: 
	
	Mastectomy

	
	Cataract Removal
	
	Pacemaker
	
	Tubal Ligation

	
	Cholecystectomy
	
	Small Bowel Resection
	
	Vaginal Hysterectomy

	
	Colectomy   
	
	Thyroidectomy
	
	

	
	Colostomy
	
	Tonsillectomy
	
	


Other Surgeries ______________________________________________________________________________________________
Family History
Please enter:         M = Mother
     F = Father
     B = Brother
      S = Sister
    O = Other
	Medical Condition
	Relationship
	Age
	Medical Condition
	Relationship
	Age

	Alive and Well
	
	
	
	
	

	ADD/ADHD
	
	
	High Cholesterol
	
	

	Alcoholism
	
	
	High Blood Pressure
	
	

	Allergies
	
	
	Illegal Drug Use
	
	

	Alzheimer’s Disease
	
	
	Irritable Bowel Disease
	
	

	Asthma
	
	
	Learning Disability
	
	

	Blood Disease
	
	
	Mental Illness
	
	

	Heart Disease
	
	
	Migraines
	
	

	Cancer (What Type?)
	
	
	Obesity
	
	

	CVA (stroke)
	
	
	Sickle Cell Disease/Trait
	
	

	Depression
	
	
	Vascular Disease
	
	

	Developmental Delay
	
	
	Kidney Disease
	
	

	Diabetes
	
	
	Seizure Disorder
	
	

	Eczema
	
	
	Others
	
	


Social History

 FORMCHECKBOX 
 Married    

 FORMCHECKBOX 
 Single   

 FORMCHECKBOX 
 Widowed      

 FORMCHECKBOX 
 Divorced  

Occupation/Work 













_______
Highest level of education completed










_______
Hand Dominance:               FORMCHECKBOX 
  Right     FORMCHECKBOX 
  Left
Do you use tobacco?
 FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No  
 FORMCHECKBOX 
  Former
Quit in (year) ________
Type of Tobacco: ____________________________    Packs per day __________
Number of Years Smoked _______
Do you drink alcohol?
 FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Former
Quit in (year) ________

Type of Alcohol:  _________________________    Amount __________     Frequency ________________      Last Drink ___________  
Do you use illegal drugs?
 FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No  
 FORMCHECKBOX 
  Former

Type of Drug: ____________________________   Amount per day __________
 Number of Years Used_______
Use of Caffeine:

 FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No

Type of Caffeine __________________________________________     Amount Daily ________________________


Dental History

Name of Dentist/Dental Provider:________________________________________________________
Date of last visit:_____________________________________________________________________
Nutrition
Do you feel you eat a balanced diet?  FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Do you feel that you have an adequate amount of physical activity?  FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Do you take vitamins/ herbal supplements?  FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No


Type? _____________________________________
Are you happy with your weight and appearance?  FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Domestic Violence 

Have you ever felt you were in danger either physically or emotionally from someone close to you?   FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No
Has anyone ever asked you to do something sexual against your will?   FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Is your significant other involved in birth control decision making?    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Have you ever been the victim of domestic violence?   FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No
Have you ever been the victim of human trafficking?   FORMCHECKBOX 
  Yes
      FORMCHECKBOX 
  No
Do you wish to have more information about Domestic Violence?    FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
Patient’s Signature







Date 






Reviewed By 








Date 






(Nurse Signature)

If a Minor (under 18)
Have you told a parent/guardian or any adult about your decision to seek Family Planning Services?
 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No If yes, who? 
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