NAME:




   NORTHWEST MICHIGAN HEALTH SERVICES, INC.

PT. NO:




    Migrant and Seasonal Farmworker Health Program

HOH:

DOB:







DEPO-PROVERA INTERVAL HISTORY FORM

Last Depo-Provera Injection _________ Last menstrual period _________

Did you have any difficulty breathing, skin rash, or reddened skin after your last injection?
 YES
NO

Please answer the following:

1. Do you smoke cigarettes?

YES
NO
If yes, how many /day? ____________

2. Are you taking other medicine(s)

YES
NO
If yes, what? ____________________

3. Do you think you may be pregnant?
YES
NO

4. Do you have diabetes?


YES
NO

5. Have you ever been treated for a 

Stroke or “blood clot”


YES
NO

6. Do you have liver disease?

YES
NO

7. Have you ever been treated for 

breast cancer?



YES
NO

Have you had any of these problems since you began receiving Depo-Provera injections?

1. Severe headache



YES
NO                                                                                    

2. Unusually heavy vaginal bleeding

YES
NO

3. Severe abdominal pain


YES
NO


4. Sharp chest pain/shortness of breath
YES
NO

5. Severe pain/swelling in calf of leg

YES
NO

I understand that there are benefits and risks associated with the use of Depo-Provera injections. I agree to report any of the problems listed above (or any other problems I think are caused by the injection) to my health care provider.  I choose Depo-Provera for birth control because I believe that the benefits for me are greater than the risks.

________________________________________________

Client Signature

Objective Findings:  Ht. _____ Weight_____ BP _____  _______________________________________

____________________________________________________________________________________

Assessment: _________________________________________________________________________

Plan: _______________________________________________________________________________

Client Education: ______________________________________________________________________

____________________________________________________________________________________

____________________________________________

________________________________

Nurse or NP Signature





Date

(Int.hist.Depo) 4/86
Rev. 9/92, 5/01, 01/06

NAME:                                                                    NORTHWEST MICHIGAN HEALTH SERVICES, INC.                                                                                                                                                                                                         

PT. NO:                                                                      Migrant and Seasonal Farmworker Health Program

HOH:

DOB:

HISTORIA MEDICA DESDE LA ULTIMA INYECCION DE DEPO-PROVERA

(DEPO-PROVERA  INTERVAL HISTORY FORM)

La ùltima inyecciòn de Depo-Provera__________                  La ùltima regla__________

Tenia dificultades con la respiracion, ronchas en la piel, o piel rojo despùes de su ùltima inyecciòn? 

Por favor, responde a las preguntas siguientes:

1. Fuma cigarillos?



SI
NO
Cùantos al dia?______


2. Està tomando algùn medicamento?                 SI
NO           Cùal?______________


3. Es possible que està embarazada?                 SI
NO


4. Tiene diabetes o problemas con el azucar 

                en la sangre?




SI
NO


5. En el pasado, ha recibido tratamiento para 

    sangre coagulada?                                           SI
NO


6. Tiene enfermedades del hìgado?                     SI
NO


7. Ha recibido tratamiento para cancer 

    del seno?                                                          SI
NO

Indica si Ud.ha tenido algunos de estas problemas desde que Ud. empezò de usar Depo-Provera?

1. Dolor de cabeza severa


SI
NO

2. Demasiado sangramiento vaginal

SI
NO

3. Dolor del abdomen



SI
NO

4. Dolor intenso del pecho/falta de aire

SI
NO

5. Dolor intenso o hinchazòn del musculo 

De las piernas



SI
NO

Yo intiendo que hay beneficios y riesgos associados con el uso de inyecciones de Depo-Provera.  Estoy de acuerdo de que yo avisara cualquier problema de la lista de arriba (y/o otro problema que pienso que puede ser causado por la inyecciòn) a mi proveedora de salud.  Yo escojo Depo-Provera para mi metodo de planificaciòn familiar porque, para mì, los beneficios son màs que los riesgos.

Firma de la Cliente

Objective Findings:  Ht.______Weight______
BP ______     _________________________________


____________________________________________________________________________________

Assessment: ________________________________________________________________________

Plan: _______________________________________________________________________________

Client Education: ____________________________________________________________________ 

___________________________________________________________________________________

_________________________________________________

_________________________



Nurse Signature





Date

(Int.hist.ocs.Spanish)  4/86 Rev. 9/92, 4/01, 01/06








