
Hormonal Contraceptive Self-screening Questionnaire
Name- Health Care Provider's Name
Date of Birtfi_ Age*_ Weight_
What was the date of your last women,s health
Any Allergies to Medication s? Yes / Na lf yes, I

Do you have health insurance? Yes / No
clinical visit?
ist them here:

Date_.

Ba ckg ro u nd lnformation :
Do think be nt Yes o Non
Wha t was the first da of la st nstrual eriod?

Have ever been told a rnedical ional not to take honnones? Yes r:t No n
Do Yesu Nou

Medicol Histary:

Yes r: No o
Yesn Non

Yes r: No o

Yest Noo
Yes r: No r:

Yess Nou

Yeso Non
Do you take medication for seizures, tuberculosis (TB), fungal lnfections, or human Yess Non
immun-odeficlency vlrus (HtV)?

- lf yes, list them here:

Do you have any other medical problems or take any medications, including herbs or Yesn Non
stt ents?

- lf yes, list them here;

Do you have a preferred method of birth control that you would like to use?

n A pill you take each day tr A petch that you change weekly tr Other (ring, injectable, implant, or IUD)

you ev€r taken birth control pills, or used a blrth control patch, rlng, or injection?Have

us had co a h armaclst?Have to
Did ever a bad to hormonal birth l? Yesc Non

Yes n
Yes n

Noo
Noo

control lncluding pills, or a birth control
ctionrf wha of

Are you currently using any met hod of
or sh lon?

Yes i: No n

-lf

7 Are you current

B

Have given bi 6 weeks?

Do you have diabetes?

within

Yesu Noo

Yeso Non
Yeso Nou

start with warning signs or symptoms, such as flashes of light, blind spots, or tingling in
your hand or face that comes and goes completely away befirre the heaclache starts?

pressure, hypenension, or high cholesterol? {please indicateDo you have high blood

Do you get migraine headaches? lf so, VE you ever had the kind of hes that

even if it is controlled

Yesn Non

Yes r.r No r.:

had heart atta ck stroke, n told you had any heart disease?aveH eve r ayou or or Yes n No r.r

15

told by a medical professional that you are at risk of developing a

recent maJor surgery or are you planning to have surgery in the next 4

ariatric surgery or stomach reduction surgery?
Do you have or have you ever had breast cancer?

ave or have you ever had hepatitis, liver disease, liver cancer, or gall bladder
disease, or do you have jaundice (vellow skin or
Do you have lupus, rheu

Hav-e-you had b

eves)?

matoid afthritis, or any blood disorders?

Have you ever been

Have you had

Do you h

weeks?

Have you ever had a blood

blood clot?

Pharmaclst Name _ _ Pharmacist signature
trDrugPrescribed-Rxs..or.[PatientReferred.clrclereason(s)

Sigr

DOB* with valid photo tD BP Reading

Address
Notes:

acy Phone

lnternol use only
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