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Name:   

Today’s date:   

Birth Date:   Age:   

Primary Care Provider:   

List any prescriptions or over the counter medicines you are taking now 
  

List any medicines, foods, latex, etc. that you are allergic to and the 
reaction you have:   

 

 

Your Personal History 

Yes No  Staff 
Comments 

  Have you had the HPV vaccine series?  

  Do you smoke tobacco?  
Everyday   Somedays   Former Smoker 
Never Smoked 

 

  Do you drink alcohol? How many drinks a 
day?  Per week?   

 

  In the past year, have you used an illegal 
drug or prescription drug for non-medical 
reasons? 

 

  Do you use marijuana or marijuana 
products?  How often? 

 

  Do you vape, chew or use any form of a 
nicotine delivery system other than 
smoking?  How often? 

 

  Do you exercise?  How often?  
  Do you use caffeine?  How often?  
  How often are you around people who 

regularly use tobacco, alcohol, or drugs? 
 

   Have you ever been hit, slapped, kicked, 
shaken or hurt by anyone 

 

  Have you ever been forced to have sex?  
  Is there anyone who makes you feel 

unsafe now? 
 

  When was the last time you were outside 
the US? 

 

 

 

 

(Male/Assigned male at birth/MTF) 

Your Urological History 

Yes No  

  Do you have abnormal discharge from the penis now? 

           
 

 Do you have now or in the past a lesion, sore, or lump 
on your penis? Describe:   
When?   

  Do you have now or had in the past a lesion, sore, or 
lump on your scrotum or testicles? 
Describe:   When?   

  Have you ever had pain during sex? When?   

    Have you had gender affirming surgery? If so, describe: 
  

Your Reproductive History 

(Male/Assigned male at birth/MTF) 

  Do you have any children? How many?   

  Do you plan to have children? When?  Now 
 1-2 Years  3-5 Years  5+ Years  Unsure 

  Are you using birth control? 
Please check the birth control method(s) you use:  

Condoms   Vasectomy   
Rely on partner’s method. What method does your 

partner use?   
 

 

Your Sexual History  

 
Yes 

 
No 

Have you ever had any of the following 
sexually transmitted infections: 

Staff 
Comments 

  Chlamydia  

  Gonorrhea  

  Genital warts/Human Papillomavirus (HPV)  

  Syphilis  

  Herpes  

  Trichomoniasis  

  Non-gonococcal urethritis (NGU)  

  Have you or your sexual partner(s) ever used 
needles for drugs (to shoot drugs)? 

 

  Have you or your sexual partner(s) ever 
exchanged sex for drugs or money? 

 

  Do you use condoms? 
 Never  Sometimes  Always 

 

  Have you had HIV testing?  When?    

  Was the HIV test positive (HIV infection 
found)? 

 

  Have you had a new partner in the past 2 
months? 

 

  Does your sex partner have other partners?  

1. How many sexual partners have you had in the past 2 months?   
2. How many sexual partners have you had in the past year?   
3. Are your sex partners:  male   female  both 
  transman  transwoman  intersex   other 
4. Do you have:   Vaginal sex  Oral sex   Anal sex  
5. When was the last time you had sex?   
6. Have any of your male partners had sex with other men? 
   Yes  No  Not Sure  N/A 
7. Are any of your sex partners living with HIV?    Yes  No 


