Contraceptive Review
We perform annual reviews for women taking contraceptive in order to ensure the medicine is still meeting your needs and that it is still safe to prescribe.
Please answer all questions
 (
Y
OUR 
 DETAILS
Name _________________________________________________________________________
Date of birth ____________________________________________________________________
Phone number __________________________________________________________________
Email address ___________________________________________________________________
)																																																																																																																																																																								
 (
About you
Will you be 35 years or older within the next 12 months?
 
⎕
 YES
⎕
 NO
Weight _________________
Blood pressure reading _____________________________ (please supply recent 
reading ,
 we cannot issue a prescription without this. If you do not have a blood 
pressure monitor
 at home or are unable to do own blood pressure please contact reception.)
Do you smoke?
⎕
yes
 current smoker
⎕
no
 I have never smoked
⎕
ex-smoker
Do you suffer from migraines with aura, or a headache associated with weakness or numbness on one side of your face
?
⎕
 YES
⎕
 NO
Have you suffered from any irregular vaginal bleeding, bleeding between periods or bleeding after sex in the past 12 months?
⎕
 YES
⎕
 NO
Have you forgotten to take your pill on more than one occasion per month? 
⎕
 YES
⎕
 NO
Would you like to discuss 'what to do in the event of a missed pill' with you GP or practice nurse? 
 
⎕
 YES
⎕
 NO
Would you like to discuss long acting reversible contraception options with you GP or practice nurse? 
⎕
 YES
⎕
 NO
)																																																																																																																																																																																																										

 (
Please complete this form and either post to the surgery or hand in to reception. It will then be added to your medical record and review by a clinician.
) (
ABOUT YOU
Have you, or any of your immediate family 
( mum
, dad, brother or sisters ) been diagnosed with  any of the following conditions within the last 12 months 
⎕
Deep vein thrombosis 
( a
 blood clot in the veins of the leg)
⎕
Pulmonary
 embolism (a blood clot in the lung)
⎕
Stroke or 
cerebrovascular
 disease
⎕
Heart disease
Have you been diagnoses with or experienced any of the following conditions the last 12 months 
⎕
unexplained leg swelling
⎕
chest
 pain that is worse when breathing deeply or 
inexplained
 shortness of breath
⎕
high
 blood pressure
⎕
Heart disease
⎕
high
 cholesterol
⎕
diabetes
⎕
liver
 disease
⎕
gallbladder
 disease including gallstones
⎕
epilepsy
⎕
raynaud’s
 disease
⎕
breast
 cancer
Are you currently taking any of the following medications?
⎕
anti-epileptic
 medication
⎕
Rifampacin
⎕
St 
Johns
 
Wort
)																																																																																																																																																																																																																																																																																																																																																																																																																																																															
