CSU SAN MARCOS STUDENT HEALTH SERVICES

ORAL CONTRACEPTIVE SCREENING FORM

Last Name: ​​​​​​​​​​​​​​​​____________________________ First Name:​​​​______________________

Student I.D.# ___________________________   Date: __________________________


Date of birth: _____/_____/_______

Oral contraceptive used:



______________________________

How long on this brand:



______________________________
Last Menstrual period:



______________________________
Since last visit, any concerns with the following:

A-Abdominal pain:




Yes ___ No ___

C-Chest pain (severe, shortness of breath)


Yes ___ No ___

H-Headache (severe or frequent)



Yes ___ No ___

E-Eye problems (vision loss or blurring)


Yes ___ No ___
S-Severe leg pain





Yes ___ No ___
Recent problems/side effects noted:



Yes ___ No ___
Period changes:





Yes ___ No ___

Breast problems:





Yes ___ No ___

Possible vaginal infection:




Yes ___ No ___

Weight changes:





Yes ___ No ___

Skin changes:





Yes ___ No ___

Emotional:





Yes ___ No ___

Questions/concerns about method:



Yes ___ No ___
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