NAME:                                                                    NORTHWEST MICHIGAN HEALTH SERVICES, INC.                                                                                                                                                                                                         

PT. NO:                                                                      Migrant and Seasonal Farmworker Health Program

HOH:

DOB:

ORAL CONTRACEPTIVE INTERVAL HISTORY FORM

Last Period: _______Normal? _____Have you missed taking any pills? _____ Name of pill: ___________

Please answer the following:

1. Do you smoke cigarettes?

YES
NO
If yes, how many/day? _____________

2. Are you taking other medicines?

YES
NO
If yes, what? _____________________ 

3. Do you have high blood pressure?
YES
NO


4. Do you have diabetes?


YES
NO

5. Have you ever been treated for a 

       “blood clot” in an arm/leg/lung?

YES
NO

6.
Do you have any heart problems?
YES
NO

7.   Have you ever been treated for cancer?
YES
NO

8.
Are you currently breast feeding?
YES
NO

Have you had any of these problems since you began taking birth control pills:

1. Severe headaches

YES
NO     5.  Severe chest pain

YES
NO

2. Blurred/loss of vision
  
YES
NO     6.  Shortness of breath

YES
NO

3. Weakness in arm(s)/leg(s)
YES
NO     7.  Do you have liver problems
YES
NO

4. Severe abdominal pain

YES
NO                                                                                

I understand that there are benefits and risks associated with the use of birth control pills.  I agree to report any of the problems listed above (or any other problems I think are caused by the birth control pills) to my health care provider.  I choose to take the pill 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 Signature





Date

(Int.hist.ocs)
4/86
Rev. 9/92, 4/01, 01/06
NAME:                                                                    NORTHWEST MICHIGAN HEALTH SERVICES, INC.                                                                                                                                                                                                         

PT. NO:                                                                    Migrant and Seasonal Farmworker Health Program

HOH:

DOB:

HISTORIA MEDICA DESDE LA ULTIMA VISITA

(ORAL CONTRACEPTIVE INTERVAL HISTORY FORM)

Ultima regla?_________ Fue normal?_____ Ha olvidado de tomar una/s pastille/s?  ________

Como se llama su pastilla? _______________

Por favor, responde a las preguntas siguientes:

1. Fuma cigarillos?




Si
No
Cùantos al dia? ______

2. Està tomando alguna otra medicamento?

Si
No
Cùal? ______________

3. Tiene presiòn alta de la sangre?


Si
No

4. Tiene diabetes o problemas con el azucar 

en la sangre?




Si
No

5. Ha recibido tratamiento para coagulos en la sangre

      en los brazos, piernas o  pulmones?  
             Si          No

6. Tiene problemas con el corazòn?


Si
No

7. Ha recibido tratamiento para algun cancer?

Si
No

8. Està amamantando a su hijo?


Si
No

Ha tenido algunas de estas problemas desde que empezò a tomar las pastillas anticonceptivas:

1. Dolores de cabeza intensos

Si
No
5.    Dolor intenso del pecho
Si
No  

2. Vista borrosa o perdido de la vista
Si
No
6.    Falta de aire

Si
No

3. Debildad en los brazos/ las piernas
Si
No
7.    Problemas del hìgado
Si
No

4. Dolor intenso del abdomen

Si
No

Yo intiendo que hay beneficios y riesgos associado con el uso de las pastillas anticonceptivas.  Estoy de acuerdo de que yo reportaria cualquier problema de la lista de arriba (u otro problema que pienso que puede ser causado por las pastillas anticonceptivas) a mi proveedora de salud.  Yo escojo las pastillas anticonceptivas para mi metodolo de control de nataciòn 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
