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	PATIENT DETAILS:

	NAME
	PHONE

	ADDRESS
	D.O.B

	
	SEX

M  /  F

	COUNTRY OF BIRTH
	ABORIGINAL
YES  /  NO

	
	TORRES STRAIT ISLANDER
YES  /  NO


	Eligibility for Service Incentive Payment 

	1. Patient aged between 20 and 69 years?
	YES
	NO

	2. Last pap test more than 4 years ago?
	YES
	NO

	If yes to both questions, patient eligible for SIP. 

Patient eligible? 
	YES
	NO


	PAP TEST HISTORY

	Date of last pap
	
	Results
	

	Treatment (if any)
	


	Menstrual Details 

	Last Menstrual period
	

	Flow details
	

	Break through bleeding? 
	


	Family History 

	Is there a family history of? Tick where positive)

	( Cervical cancer  Mother

(  Breast cancer  
( Ovarian cancer                               
	( Heart Attack/ Stroke

(  Hypertension
(     Diabetes
	(     Thromboembolic  disease
(    Other


	Sexual history

	At what age did you become sexually active? …………..

	Current partner status:

	( Steady partner                                ( Not current sexually active
( Casual sexual relationship             ( Single, sexually active
( Male partner                                   ( Female partner

	Dyspon……

	( No                                                            

(Yes, pain after intercourse

( Yes, pain during intercourse                          
	Location of pain

	
	 (  Vaginal

 ( Pelvic

	History of Sexually transmitted diseases (Tick where positive)

	( No 

( Yes
	Tick where positive:

	
	( Chlamydia          ( Gonorrhoea              ( Other: ___________

( Thrush                ( Herpes


	Conception & Delivery history 

	Number of children
	Method of conception

	( No children                    ( 3-4 children 

( 1-2 children                   ( More than 4 children


	( Unassisted conception for all children

( Unassisted conception some children 

( Assisted conception all children 

	Miscarriages
	Terminations

	( Yes

        How many? __________

        When?        __________

( No
	( Yes

        How many? __________

        When?        __________

( No

	Delivery complications

	( Yes

( No
	Details: 


	Contraception  history/ details

	Currently contraceptives?
	
	Pre menstrual Symptoms? Tick where positive

	( No contraception                             ( No longer taking pill
( Currently taking pill                                                  ( Condoms/ Dams

       Brand: ___________________                            ( Other


	( Abdominal pain
( Lethargy

( Mood swings

(Other:  _________________


	SMOKING HISTORY

	( Never smoked
	(  Ex smoker 

         Quit date: ………….
	( Current

              (   Less than 10/ day        ( 20/ day

· 30 / day                        (  30+/ day              




	BREAST HISTORY

	Mammogram History

	(  No                 ( Yes

                                Date:

                               Abnormalities:

	Breast feeding

	(  N/A               (  Yes Children, no breastfeeding

                           (  Yes children, yes breastfeeding

                                         Duration: 

                                         Cessation date: 

	Cosmetic Surgery 

	(  No                 (  Yes

                                 Procedure: 

                                 Date:

	VISUAL BREAST INSPECTION 

	FPA health guidelines say that breasts should be palpated. If breast sign found recorded by drawing a picture of breasts and describe :
Sign, consistency, mobility, outline, axillary glands palpable or non palpable



	NIPPLE DISCHARGE

	(  No    (  Yes

If yes description:

Both nipples? ________________________________________________________________________________

Colour: _____________________________________________________________________________________
Consistency: ________________________________________________________________________________
Blood stained/ not blood stained? ________________________________________________________________
Other comments: 


	pelvic Visual examination

	External genitalia

Comments: _________________________________________________________________________________

___________________________________________________________________________________________ 
Vaginal Walls:

Comments: _________________________________________________________________________________

___________________________________________________________________________________________

Discharge: Present / Absent
Type/ Colour/ Odour: _________________________________________________________________________ ___________________________________________________________________________________________


	Impliments used 

	(  Cytobrush         
(  Both Cytobrush and cervix brush
( Wooden spatula
	 Speculum Type:
( Pederson Short (narrow blade)        ( Penderson long (narrow blade)

( Graves Short                                    ( Graves long

( Plastic disposable (Cervex brush)      
           ( Med        ( Sml


	Bi- manual pelvic examination

	Pelvic floor muscle tone:  
	Adnexa:

	( No contraction                (  Weak

( Satisfactory                    (  Good (with contraction          

                                                  & lift)
	What the?

	Cervix:

	Position: __________________________

Size:       ___________________________

Consistency of cervix: ______________________________

Abnormalities (eg: tenderness/ pain, masses)? (circle) Present / Absent


Procedure:
Pelvic exam

Insert spec

Pap smear

Bi manual exam

Assess floor tone

Cervical Screening





NURSING ASSESSMENT
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