BIRTH CONTROL REFILL QUESTIONNAIRE

Name Social Security #

Date

When was your last Pap smear?

When was the first day of your last menstrual period?

Since your last visit, whether it was an exam or a refill visit, have you experienced any of the
following?

YES NO

chest pains

headaches (severe headaches or have had changes in headaches)

abdominal pain

shortness of breath

dizziness/visual problems (eyes)

change in skin color/jaundice (yellowing of skin or darkening of skin in patches)

depression/severe anxiety or mood changes

unusual vaginal discharge

severe leg cramps

weight gain (10 pounds or more)

skipped periods

breakthrough bleeding (bleeding at times other than time of period/or other than

fourth week of a packet of birth control pills)

change in health/medications since last visit

changes in health of family (new diabetes, cancer, heart disease, high blood

pressure, high blood fats-cholesterol)

Do you smoke more than 10 cigarettes a day?

On the fourth week of your contraceptive, do you have bleeding - (your period)?

Do you forget to take your birth control pills often (if on oral)?

Do you know what to do if you miss one pill or more than one pill?

Do you know that your choice of birth control does not protect you against

sexually transmitted disease?

Do you know that condoms are not completely effective against sexually
transmitted disease, (but condoms are the best to protect against STD)?

Do you take Vitamin B67?

Have you changed sexual partners since last visit?

Do you have any questions about your birth control method?

WHAT BRAND OF BIRTH CONTROL ARE YOU TAKING?
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