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1 = Direct Service, on-site		3 = Paid Referral
2 = Direct Service, not all sites		4 = Not Provided


	SERVICES
	
1, 2, 3, OR 4


	A. Client Education and Counseling 
	

	B. Informed Consent
	

	C. Method Specific Consent
	

	D. History
	

	E. Physical Assessment
	

	F. Lab Testing
	

	G. Fertility Regulation
	

	1.  Diaphragm/Cervical Cap
	

	2.  Male Condom
	

	3.  Female Condom
	

	4.  Spermicidal methods or products
	

	5.  IUD/IUS
	

	6.  Oral Contraception
	

	7.  Hormonal Implants
	

	8.  Hormonal Injection (Progestin only, Combined)
	

	9.  Vaginal Ring
	

	10.  Hormonal Patch
	

	11.  Emergency Contraception
	

	12.  Contraceptive Sponge
	

	13.  Natural Family Planning Methods
	

	14.  Sterilization (Female)
	

	15.  Sterilization (Male)
	

	H. Level I Infertility Services
	

	I. Pregnancy Diagnosis/Counseling
	

	J. Sexually Transmitted Disease Testing (Specify:   )
	

	K. Sexually Transmitted Disease Treatment
	

	L. HIV Services
	

	M. Identification of Estrogen-Exposed Offspring
	

	N. Minor Gyn Problems
	

	O. Health Promo/Disease Prevention
	

	P. Special Gyn Procedures (Specify:   )
	

	Q. Other Services (Specify:   )
	



