Appendix H. Medical History Form

This form is used to collect client general health, sexual/reproductive health, and sexual and drug use behavior history.

· Provides space for clinician to record results from the physical examination and laboratory testing—diagnosis, treatment, and referrals.

· Can be used in conjunction with intentions reported in the baseline survey (Appendix C) to determine any increase in HIV preventive behaviors. 
CAL-PEP MOBILE VAN CLIENT MEDICAL HISTORY FORM

SITE:______________________________

ZIP CODE OF RESIDENCE:_______________

NAME:_____________________________

DATE:____________

CLIENT #01-______-_____-_____


( NEW CLIENT

DOB:________

Client Demographics:    
General Health History

1.  Y     N     U
Do you have a regular doctor or clinic ?



If yes, name:_____________________________________________
2.   __________ 
When was the last time you saw a health care provider?

             
What was the reason for the visit? ____________________________

________________________________________________________

 3.   Y    N     U    
Do you have any health problems at this time?



If yes, what?
1.    _____________________________________

2. _____________________________________

3. _____________________________________

4.   Y     N    U     
Are you taking any medications currently?



If yes, what are they_________________________________________

5.   Y     N    U     
Do you have allergies to any medications?



If yes, which ones__________________________________________

History of Signs and Symptoms

6.   Y     N     U
Do you have now, or have you recently had a sore, rash or lesion in your genital area?

7.   Y     N     U
Do you currently have a rash on the palms of your hands or the soles of your feet?

8.   Y     N     U 
Are you having any pain or burning when you pee?
9.   Y     N      U   Are you having any abnormal discharge from your genitals?
10.  Y     N     U
Are you having any pain in your stomach or pelvic area?
11.  Y     N     U 
Are you having any burning or itching in your genital area or rectum?

12.  Y       N    U
Are you having any pain when you defecate?
MEN ONLY: (Question 13)
 13.  Y     N    U
Are you having any pain when you ejaculate (come)?
WOMEN ONLY: (Questions 9-14)
14.  Y     N    U 
Are you having any abnormal vaginal bleeding?
15. Y     N     U
Are you having any change in the odor of your discharge?

16. Y     N     U
Are you currently pregnant?
______________If yes, how many weeks pregnant are you?
17.  Y     N    U    Are you receiving prenatal care?
If yes, where?_______________________________________________
18.  Y     N     U   
Have you been pregnant in the last 12 months?
______________If yes, what was the outcome?

 (TAB- therapeutic abortion, SB- still birth, LB- live birth, M- miscarriage)

19.  Y     N     U   Have you had a tubal ligation or a hysterectomy
20.  ___________What was the first day of your last menstrual period?

Sexual History:

21.  Y     N     
Are you sexually active?

22.  M     F    B
Are your sexual partners men, women, or both?

23.   _________
How many sexual partners have you had in the last 1 year?

24.  

What best describes your condom use in the last 1 year?

         __Always
 

         __Frequently (+50%)

         __Sometimes (10-50%)

         __Rarely (less than 10%)

         __Never

25. Y     N     U
Do you have a steady sexual partner?

26. M     F    TG
Is that partner male, female, or transgender?

27. Y     N     U
Did you use condoms/latex barriers the last time you had sex with your main  partner?

28. Y     N     U
Have you had a new sex partner in the last 2 months?

29. Y     N     U
Did you use condoms/latex barriers the last time you had sex with your new 



partner?

30. Y     N     U
Are any of your partners currently being treated for, or have any symptoms of a


sexually transmitted disease?

Drug Use History

31. Y    N     U
Have you used any substances in the last 12 months?



If yes, what? __ Crack/cocaine     __  Heroin     __ Alcohol



                     __ Marijuana            __  Speed       __ Other______________

32. Y    N     U
Have you ever injected drugs? 
If yes, what?_______________________________________

33. Y    N     U
If yes, have you been tested for Hepatitis C?

34.  P    N     U
If yes, what was the result of that test? (P-positive  N-negative   U-unknown)

Sexually Transmitted Disease History:

35. Y     N     U
Have you been diagnosed with syphilis in the last 5 years?



If yes, date(s) treated: _______________  Provider Name/Location: __________________________

36. Y     N     U
Have you been diagnosed with chlamydia in the last 6 months 

If yes, with what medication were you treated?___________________________

37. Y     N     U
Have you been diagnosed with gonorrhea in the last 6 months?



If yes, with what medication were you treated?___________________________

Signature of person doing medical history   X______________________

__ Yes
__ No

Patient examined?







__ Yes
__ No

Patient referred to another service?



 





If yes, to what services  1.____________________________________







       2.______________________________________






       3.______________________________________
Physical Examination

	
	NORMAL
	ABNORMAL

	FEMALES:
	
	

	Skin
	
	

	Abdomen
	
	

	Inguinal area
	
	

	Vulva
	
	

	Vagina
	
	

	Discharge
	
	

	Cervix
	
	

	Adnexa
	
	

	Rectal
	
	

	Other
	
	

	Other
	
	

	
	
	

	MALES:
	
	

	Skin 
	
	

	Inguinal Area
	
	

	Testicles
	
	

	Penis
	
	

	Rectal 
	
	

	Other
	
	

	Other 
	
	


Additional findings:_________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

LABORATORY

	Lab Test

(check if test done)
	Negative
	Positive 
	Comments/Specific Diagnoses 

	__  Urine pregnancy test
	
	
	

	__  Urine dipstick
	
	
	

	__  Saline wet mount
	
	
	

	__  KOH prep
	
	
	

	__  Vaginal pH
	
	
	pH:

	__  KOH Whiff Test
	
	
	

	__  GC by LCR
	
	
	

	__  CT by LCR
	
	
	

	__  RPR (syphilis)
	
	
	Titer:

	__  TPPA (syphilis)
	
	
	

	__  Hepatitis B 
(blood)
	
	
	

	__  Hepatitis C 
(blood)
	
	
	


ASSESSMENT:

1. ___________________________________

(diagnoses)



2. ___________________________________

3. ___________________________________

TREATMENT:
               Patient requires epi treatment   

__ Yes
__ No       

__     Azithromycin 1 gram p.o.

Date given________




__     Suprax 400 mg, p.o.                              
Date given________
__     Floxin 400 mg, p.o. 


Date given________

__     Flagyl  2 grams p.o.


Date given________

__     Flagyl 500 mg bid x 7 days                   
Date given________

__     Other _______________________
Date given________

__     Other________________________
Date given________

FOLLOW UP DATE:     
________________________________

REFERRALS:

1: ______________________________




2: ______________________________




3. ______________________________

Provider Name (printed):_______________________________

Provider Signature:____________________________________

Physician Counter Signature:____________________________

Date ____/_____/______


Sex:      M      F      TG	Race:  W     B     A/PI    AI/AN     O/U     Hispanic   N   Y   U     Age :_______


Visit: (circle one) 


Baseline	    6m     	   12m











� Hep B surface antigen and antibody to Hep B core antigen


� Hep C antibody
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